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ORIGINAL  CONTRIBUTIONS 

ROCKY  MOUNTAIN  SPOTTED  FEVER.* 
By  Liston  Paine,  M.  D. 

WASHINGTON,  D.  C. 

Assistant  Surgeon,  United  States  Public  Health 
Service. 

Definition.  An  acute,  endemic,  non-contagious, 
febrile  disease,  occurring  chiefly  during  the  spring 
and  summer  months,  limited  to  the  Rocky  Moun- 
tain states  (except  Arizona  and  New  Mexico), 
transmitted  by  the  bite  of  the  wood  tick  (Der- 
macentor-andersoni  and  modestus),  and  charac- 
terized by  a continuously,  moderately  high  fever, 
severe  arthritic  and  muscular  pains,  and  a profuse 
petechial  or  purpuric  eruption  of  the  skin,  appear- 
ing first  on  the  ankles,  wrists  and  forehead,  but 
rapidly  spreading  to  all  parts  of  the  body. 

Synonyms.  Black  measles,  blue  disease,  black 
fever,  tick  fever,  pyroplasmis  hominis,  (because 
once  thought  that  an  extracellular  organism  was 
found  to  exist  in  the  plasma  of  patients  having  the 
disease).  It  is  sometimes  called  Mountain  Fever, 
but  is  a separate  disease,  as  that  is  recognized  as 
typhoid  fever. 

History.  It  is  pretty  well  established  that  Rocky 
Mountain  spotted  fever  has  occurred  in  the  Rocky 

‘Address  read  before  the  Twenty-first  Annual  Meeting  of  Utah 
State  Medical  Association,  Salt  Lake  City,  Utah,  Sept  22-29, 
1915. 


Mountain  region  ever  since  the  earliest  settlements 
by  white  inhabitants,  and  that  the  Indians  before 
this  time  were  also  probably  subject  to  the  malady. 
Visits  were  made  during  this  season’s  investigation 
of  the  disease  in  Idaho,  to  the  Blackfoot  and  Fort 
Hall  Indian  Reservations,  for  the  purpose  of  de- 
termining if  the  Indians  really  had  spotted  fever 
during  their  early  nomadic  life,  and  every  reason 
exists  to  believe  that  such  was  the  case,  from  the 
information  received. 

The  investigation  of  Rocky  Mountain  spotted 
fever  by  the  U.  S.  Public  Health  Service  was  begun 
in  1902,  when  Surgeon  Cobb  was  ordered  to  in- 
vestigate and  report  upon  the  disease  as  found  in 
the  Bitter  Root  valley  in  Montana.  Wilson  and 
Chowing,  in  1902,  did  similar  work  for  the  Mon- 
tana State  Board  of  Health  and  it  was  they  who 
first  suggested  that  the  tick  acts  as  the  carrier  of 
the  virus  of  the  disease.  Surgeon  John  F.  An- 
derson continued  the  field  investigations  for  the 
Service  in  1903;  Stiles  in  1904;  Francis  during 
1905;  King  during  1906;  Ricketts  was  investigat- 
ing along  the  same  lines  in  Montana  from  1906- 
1911  for  the  University  of  Chicago.  McClintic 
and  Rucker,  for  the  Service,  carried  on  the  work 
during  1911.  McClintic  again  during  1912,  and 
Fricks  has  been  in  charge  of  the  work  since  Dr. 
McClintic’s  death  occurred  in  1912.  Anderson 
and  Goldberger  in  1909  investigated  the  relation 
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of  Rocky  Mountain  spotted  fever  to  typhus  fever 
and  Stiles  in  1908  and  1910  named  and  described 
the  wood  tick  D ermacentor-andersoni,  which  is  rC' 
sponsible  for  the  transmission  of  the  disease  to 
man. 

The  U.  S.  Public  Health  Service  has  been  carry- 
ing on  the  following  work  in  connection  with 
Rocky  Mountain  spotted  fever:  clinical  and  epi- 
demiologic study  of  the  disease  begun  in  1902; 
laboratory  investigations  conducted  at  the  Hygienic 
Laboratory  in  Washington,  and  in  field  laboratories 
temporarily  established  in  the  Bitter  Root  valley, 
begun  in  1903;  the  entomologic  study  of  the  wood 
tick  (Dermacentor  andersoni)  begun  in  1904;  the 
eradication  of  Rocky  Mountain  spotted  fever  from 
the  Bitter  Root  valley  begun  in  1911,  at  the  re- 
quest of,  and  in  cooperation  with,  the  Montana 
State  Board  of  Health,  and  the  determination  of 
the  areas  of  infection,  together  with  the  questions 
of  the  extension  and  restriction  of  the  disease 
throughout  the  Northwest  begun  in  1913,  under 
the  charge  of  Surgeon  Fricks,  and  in  cooperation 
with  the  health  officials  of  the  several  Rocky 
Mountain  and  Pacific  Coast  states. 

The  first  reference  to  spotted  fever  in  literature 
is  found  in  the  annual  report  of  the  Surgeon  Gen- 
eral of  the  U.  S.  Army,  for  the  fiscal  year  ending 
June  30,  1896,  and  consisted  of  collected  state- 
ments regarding  the  disease  in  Idaho,  from  the 
local  physicians  in  Boise,  Idaho,  and  mainly  on 
symptomatology.  Dr.  E.  E.  Maxey,  of  Boise,  read 
a paper  before  the  Oregon  State  Medical  Society 
in  1899  on  the  disease  as  found  in  Idaho. 

Maver  has  proved  by  experiment  that  different 
species  of  ticks  collected  from  various  regions — the 
Dermacentor  marginatus  of  Utah,  the  Amblyomma 
Americanus  linnaeus  of  Missouri,  and  the  Derma- 
centor variobilis  of  Massachusetts  are  able  to 
transmit  the  virus  of  Rocky  Mountain  spotted  fev- 
er; the  inference  is  that  the  disease  may  find  favor- 
able conditions  for  its  existence  in  localities  other 
than  those  to  which  it  is  now  limited. 

One  attack  of  the  disease  established  immunity 
to  subsequent  attacks;  no  case  is  on  record  of  a 
second  attack  in  the  same  person. 

The  blood  serum  of  recovered  patients  contains 
protective  properties  of  a rather  high  degree  for 
guinea  pigs. 

We  know  from  experiments  by  McClintic  that 
the  ground  squirrel  (Citellus  columbianus) , rock 
squirrel  (Callospermophilus  lateralis  cinerosceus) 


and  woodchuck  (Marmota  flaviventer) , and  prob- 
ably others  also,  are  susceptible  to  Rocky  Moun- 
tain spotted  fever,  and  later  becam.e  immune  to 
subsequent  infection.  During  the  infective  stages 
of  these  rodent  animals,  if  uninfected  wood  ticks 
feed  upon  them,  they  in  turn  became  infected.  So 
it  seems  likely  that  the  rodents  might  be  the  animal 
host  of  the  disease,  and  are  intimately  associated 
with  the  perpetuation  of  the  Rocky  Mountain 
spotted  fever  virus. 

Since  the  percentage  of  infective  ticks  deter- 
mined, experimentally,  in  a heavily  infected  district, 
such  as  the  west  side  of  the  Bitter  Root  valley,  is 
very  small  indeed,  the  probability  of  discovering  all 
of  the  areas  of  infection  until  they  become  fairly 
thickly  settled  is  extremely  remote.  By  attacking 
ticks  from  the  west  side  of  Bitter  Root  valley,  in 
groups  of  guinea  pigs,  Rickets  found  1 infective 
tick  in  a group  of  36,  out  of  296  ticks  used.  Maver 
found  2 infective  ticks  in  402 ; McClintic  found  6 
ticks  out  of  1237  (i.  e.  less  than  1 in  200). 

Seasonal  Prevalence.  Rocky  Mountain  spotted 
fever  is  limited  almost  exclusively  to  the  spring 
and  early  summer  months.  It  is  rare  to  find  a case 
after  July  1,  although  occasionally  one  will  occur 
as  late  as  September,  or  even  December.  (Dr.  A. 
C.  Behle,  of  Salt  Lake  City,  reported  a case  this 
month  (September)  in  a boy  15  years  of  age,  who 
contracted  the  disease  near  Malad,  Idaho,  and  who 
gave  a distinct  history  of  being  bitten  by  a wood 
tick  on  the  scrotum).  It  is  seen  that  the  appear- 
ance of  spotted  fever  in  the  spring  is  coincident 
with  the  reappearance  of  the  wood  ticks. 

Occupation.  As  Surgeon  Anderson  states  of 
spotted  fever,  “All  occupations  that  cause  the  per- 
son to  be  exposed  to  the  bite  of  ticks,  such  as  stock- 
men,  and  especially  sheepherders,  miners,  pros- 
pectors, lumbermen,  ranchmen,  and  those  whose 
duties  take  them  into  the  brush,  are  subject  to  the 
disease.  Males  are  more  often  affected  than 
females,  probably  due  to  the  greater  liability  to  ex- 
posure of  men  on  account  of  their  occupation.” 

Life  Cycle  of  the  W ood  Tick.  Dermacen- 
tor occidentalis,  Dermacentor  andersoni  (Stiles), 
Dermacentor  modestus,  Dermacentor  venustus 
(Banks). 

There  are  four  stages  of  the  tick,  the  egg,  larva, 
nymph  and  adult  stages.  The  larvae  and  nymphs 
live  upon  small  rodent  animals  (ground-,  rock-, 
and  pine-squirrels,  woodchucks,  chipmunks, 
weasles,  gophers  and  badgers).  These  smaller  ani- 
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mals  are  too  agile  to  permit  the  adult  ticks  to  re- 
main upon  them,  so  the  full  grown  wood  ticks 
select  as  hosts  the  sheep,  horses,  cattle,  mountain 
goats,  bear,  coyotes  and  elk. 

Beginning  with  the  adult  tick  and  following  the 
different  stages  of  the  tick  we  can  trace  its  life 
cycle ; both  the  adult  male  and  female  ticks  live 
upon  sheep,  horses  and  cattle,  etc.  They  may  both 
be  found  upon  the  same  animal.  The  male  buries 
its  head  in  the  host,  feeds  a while,  releases  itself, 
then  crawls  around  looking  for  the  female  and,  if 
the  latter  be  found,  (probably  attached  and  feed- 
ing itself)  the  male  attaches  just  below  the  female 
and  copulation  takes  place,  after  which  the  male — 
upon  becoming  engorged  with  the  blood  of  the  ani- 
mal upon  which  it  is — falls  off  and  dies.  The 
female  requires  more  time  for  engorgement  and  re- 
mains for  a longer  time;  when  engorged,  she  re- 
leases herself,  falls  off,  wherever  that  may  happen  to 
be — in  the  sage  bush,  wheat-grass,  or  upon  the 
rocks — oviposits  her  eggs  and  then  dies.  If  male 
and  female  ticks  do  not  mate  the  eggs  laid  by  the 
female  do  not  hatch  out,  as  they  were  not  fertilized. 

If  adult  ticks  do  not  find  a host  upon  which  to 
engorge  they  can  probably  live  through  two  sea- 
sons and,  if  no  host  be  then  found,  they  die.  If 
copulation  has  occurred,  the  eggs  develop  into 
larvae  within  two  weeks;  if  a small  rodent  animal 
be  found  as  a host,  the  larvae  attach  themselves, 
engorge,  fall  off,  molt  within  two  weeks  and  be- 
come nymphs.  If  no  host  for  the  larvae  be  found, 
they  probably  die  at  once  from  starvation.  The 
nymphs  lie  dormant  till  the  following  spring  (be- 
cause they  don’t  become  nymphs  until  August  and 
by  this  time  the  small  animals  acting  as  hosts  have 
gone  into  winter  quarters,  have  hibernated).  The 
following  spring  the  nymphs  search  for  a host,  and 
if  one  be  found  they  attach  themselves,  engorge 
in  a week,  fall  off,  molt  within  two  weeks  and 
develop  into  adult  ticks.  The  above  time  limits 
are  for  the  most  favorable  circumstances.  These 
adult  ticks  by  some  instinct  or  other  do  not  attach 
to  an  animal.  (Nature  seems  to  tell  them  if  they 
attach  and  engorge  that  year  their  eggs  will  not 
develop,  because  if  the  eggs  are  hatched  out  in 
August  the  larvae  would  find  no  host  and  would 
quickly  die).  If  the  nymphs  do  not  find  a small 
animal  upon  which  to  nourish  themselves  the  first 
spring,  they  can  probably  live  through  two  seasons 
and,  if  a host  be  found,  they  will  attach,  engorge 
and  continue  the  cycle. 


Therefore,  it  is  most  important  to  kill  off  the 
small  rodent  animals  and  get  rid  of  the  hosts  for 
the  early  stages  of  the  ticks,  especially  the  larvae, 
which  frequently  die  at  once  if  no  host  be  found. 
The  dermacentor  (wood  tick)  is  not  sexually  dif- 
ferentiated until  it  attains  the  adult  stage. 

The  leporis,  which  lives  upon  rabbits,  is  a tick, 
but  as  far  as  is  known  has  nothing  to  do  with 
spotted  fever.  This  can  be  said  also  of  the  sheep 
tick  (Melophagus  ovinus).  The  wood  tick,  or 
fever  tick,  is  an  arachnid  and  has  a head,  but  the 
thorax  and  abdomen  are  fused  together.  The 
sheep  tick  is  an  insect  and  has  a head,  thorax  and 
abdomen. 

Rocky  Mountain  spotted  fever  virus  may  be 
transmitted  by  the  larvae,  the  nymphs,  and  both  the 
adult  male  and  female  ticks.  The  infection  is 
also  transmitted  hereditarily  through  the  ticks  to 
their  larvae. 

Geographic  Distribution.  The  importance  of 
locating  the  various  areas  of  Rocky  Mountain  spot- 
ted fever  infection  is  very  evident,  for  it  is  only 
in  this  way  that  we  can  tell  just  what  new  terri- 
tory is  being  invaded  by  this  dreadful  malady;  ac- 
cordingly Surgeon  Fricks  has  requested  reports 
from  the  different  health  officers  of  the  Rocky 
Mountain  and  Pacific  Coast  states  in  regard  to 
there  being  any  cases  of  Rocky  Mountain  spotted 
fever  in  their  respective  states.  The  results  of 
such  reports  are  given  as  follows: 


Idaho  has  kept  excellent  records  since  1910. 


1910 

1911 

1912 

1913 

1914 

1915 

Idaho — Cases. 

. . 223 

334 

197 

258 

386 

360 

Deaths. 

..  8 

9 

6 

8 

15 

13 

Montana — Cases . 

17 

12 

8 

12 

34 

Deaths. 

6 

9 

7 

7 

7 

Nevada — Cases. 

14 

6 

4 

9 

8 

Deaths . 

0 

0 

1 

0 

3 

Oregon — Cases . 

6 

46 

Deaths . 

3 

4 

Wyoming — Cases 

26 

59 

Deaths . 

4 

8 

Washington,  1915 — 6 cases,  0 deaths. 

California,  1915 — 2 cases.  0 deaths. 

Colorado — 14  cases,  1 death. 

South  Dakota — 2 cases,  0 deaths. 

Utah — 31  cases,  3 deaths  in  1915;  occurred  in  Da- 
vis, Duchesne,  Box,  Elder,  Coche,  Summit,  Utah, 
Carbon,  Millard  and  Uintah  counties.  Dr.  H.  E. 
Rich,  of  Uintah  county,  reports  15  cases  in  last  two 
years. 

Tick  Eradication.  In  the  Bitter  Root  val- 
ley all  efforts  to  reduce  the  prevalence  of 
Rocky  Mountain  spotted  fever  have  been  directed 
toward  the  destruction  of  the  wood  tick.  These 
include  ( 1 ) the  reclamation  and  cultivation  of 
arable  land,  (2)  the  burning  over  of  the  foothills 
every  spring,  (3)  the  killing  of  wild  animals, 
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(4)  dipping  of  range  stock  in  arsenical  dips  and 
hand  picking  of  domestic  animals  (5)  sheep  graz- 
ing. 

The  cultivation  of  land  to  accomplish  very  much 
must  be  done  on  a large  scale;  cultivation  of  small 
strips  of  land  will  not  suffice.  The  purpose  of 
this  is  to  rob  the  small  rodent  animals  of  a place 
to  live,  and  to  deprive  the  wood  ticks  of  their  hosts. 
The  burning  of  the  foothills  every  spring  destroys 
some  ticks  as  well  as  their  breeding  places. 

The  killing  of  wild  animals,  and  the  poisoning 
of  small  rodents  with  grain  (wheat  or  oats  soaked 
in  strychnin,  sugar,  salt-water)  early  before 
the  grass  is  green,  and  after  this  the  trapping  and 
shooting  of  them  accomplishes  much  good.  If  each 
county,  as  is  done  in  Idaho,  could  be  made  to 
poison  the  grain  furnished  by  the  farmers  and  stand 
the  expense,  more  uniformity  in  results  would 
accrue.  The  destruction  of  rodents  would  mean 
a large  saving  of  crops  to  the  farmers  every  year, 
and  the  killing  of  the  host  of  the  tick. 

Carbon  bisulphide,  which  kills  by  asphyxiation, 
has  been  forced  down  the  squirrel  holes,  and  dirt 
used  to  cover  over  the  burrows.  The  dipping  in 
arsenical  dips  of  all  range  stock,  and  the  hand 
picking  of  domestic  animals  once  every  two  weeks, 
has  helped  to  kill  many  ticks. 

The  four  factors  upon  which  the  success  of 
sheep  grazing,  as  a tick  eradicative  measure  de- 
pends, are,  according  to  Surgeon  Fricks,  ( 1 ) the 
removal  of  under  growth  and  the  consequent  de- 
struction of  ‘‘good  tick  country”  by  close 
grazing;  (2)  the  destruction  or  removal 

from  the  sheep  range  of  other  large  mam- 
mals, domestic  and  wild,  which  serve  as 
hosts  for  the  adult  ticks;  (3)  the  destruction  of 
the  ticks  themselves,  principally  by  means  of  the 
lanolin,  in  the  wool  of  the  sheep.  The  lanolin 
gets  into  the  breathing  pores  of  the  ticks,  stops 
all  respiration  through  those  passages  and  finally 
kills  the  ticks.  By  actual  count  90  per  cent,  of  the 
ticks  that  the  grazing  sheep  pick  up  are  killed,  as 
has  been  proven  by  long  continuous  search  through 
the  wool  of  the  sheep,  to  determine  just  how  many 


Rectal  Examination  in  Labor.  R.  W.  Holmes, 
Chicago  (Journal  A.  M.  A.,  Dec.  25,  1915),  advo- 
cates the  use  of  rectal  instead  of  vaginal  examina- 
tions in  labor  cases.  The  discoveries  of  the  pos- 
sibilities of  the  rectal  method  by  Kroenig  and  Ries 
is,  he  says,  one  of  the  most  important  contributions 
to  modern  obstetric  practice,  and  he  holds  that 
there  should  be  a complete  revision  of  the  subject 
in  the  text-books.  The  danger  of  infection  from 
the  vaginal  touch  has  long  been  recognized,  while 
the  rectal  method  is  comparatively  innocuous. 


ticks  were  alive  and  how  many  were  dead.  On 
several  occasions  a two-hour  search  upon  not  more 
than  three  sheep  (for  they  must  be  very  carefully 
examined)  revealed  frequently  less  than  six  live 
ticks,  and  over  a hundred  dead  ones.  Some  of  the 
ticks  become  entangled  in  the  thick  wool  of  the 
sheep  and  die  from  starvation,  while  a very  few  of 
them  do  succeed  in  getting  deep  enough  to  suck 
the  sheep’s  blood.  (4)  The  placing  of  the  tick- 
eradication  on  an  economic  basis,  so  that  it  may 
be  carried  out  on  an  extensive  scale  without  cost 
to  the  Government,  the  state,  or  the  inhabitants 
of  the  valley. 

Differential  Diagnosis.  The  only  disease  with 
which  Rocky  Mountain  spotted  fever  could  be 
confused  is  typhus  fever,  but  a knowledge  of  the 
nature  of  infection  (the  wood  tick  in  Rocky  Moun- 
tain spotted  fever,  and  the  body  louse  in  unsani- 
tary, povert3'-stricken  quarters  in  typhus),  and  the 
geographic  distribution  of  the  disease.  Rocky 
Mountain  spotted  fever  occurs  in  all  the  Rocky 
Mountain  States  except  Arizona  and  New  Mexico, 
whereas  typhus,  on  the  western  hemisphere,  is  most 
frequent  in  Mexico,  and  to  some  extent  in  some 
of  the  large  eastern  cities.  New  York,  for  ex- 
ample. 

The  Secretary  of  the  Utah  State  Board  of 
Health  has  requested  the  Surgeon  General,  U.  S. 
Public  Health  Service,  to  include  Utah  next  year 
among  the  states  in  which  an  epidemiologic  sur- 
vey of  Rocky  Mountain  spotted  fever  will  be  made. 
This  is  a most  excellent  procedure,  as  each  and 
every  one  of  the  Rocky  Mountain  states  should 
realize  the  danger  of  the  interstate  spread  of  this 
awful  disease. 

In  conclusion,  I wish  to  strongly  urge  and  im- 
press upon  the  doctors  throughout  Utah  to  take  aii 
active  interest  in  this  work;  to  report  promptly 
their  cases  to  the  State  Board  of  Health,  for  it  is 
only  in  this  way  that  we  can  determine  whether 
the  measures  instituted  toward  causing  a reduc- 
tion, and  in  the  end  an  absence,  of  Rocky  Moun- 
tain spotted  fever  are  meeting  with  the  desired 
results. 


While  it  does  not  at  present  enable  us  to  measure 
the  size  of  the  pelvis,  it  is  of  great  value  in  esti- 
mating the  factors  situated  in  the  posterior  half 
of  the  bony  pelvis  and  in  almost  every  direction 
under  appropriate  conditions  it  is  as  definitive  as 
the  vaginal  method,  if  combined  with  abdominal 
palpation.  The  difficulties  it  offers  are  commen- 
surate with  those  of  the  vaginal  examination,  and 
it  is  specially  appropriate  in  those  cases  in  which, 
on  account  of  a defect  of  the  pelvis  cesarean  sec- 
tion may  possibly  be  called  for.  Kroenig  found 
that  the  midwives  learned  the  method  readily. 
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HYPOTHYROIDISM.* 

By  J.  R.  Brown,  M.  D., 

TACOMA,  WASH. 

In  a recent  paper  Sajous  epitomizes  the  present 
status  of  our  knowledge  of  the  internal  secretions 
as  follows:  Organs  which  produce  no  internal 

secretions  are  (a)  pituitary  body,  (b)  pineal 
gland,  (c)  thymus,  (d)  liver. 

The  pituitary  body  has  two  functions.  The  an- 
terior lobe  is  a test  organ,  a sort  of  sentinel  that 
notifies,  through  the  sympathetic  system,  the  thy- 
roid gland  and  adrenal  glands  when  any  poisonous 
substances  are  introduced  into  the  blood.  The 
posterior  lobe  is  really  a sympathetic  ganglion — 
chief  one  of  the  system.  Sajous  sees  no  real  in- 
ternal secretion.  This  statement,  coming  as  it  does 
from  a life  long  student  of  the  internal  secretions, 
should  have  quite  a considerable  weight. 

The  pineal  gland,  regarded  by  Descartes  as  the 
seat  of  the  soul,  is  not  a gland  at  all  but  a collec- 
tion of  neuroglia  and  perhaps  some  secreting  cells. 
There  is  no  real  reason  to  believe  that  it  has  a 
specific  internal  secretion. 

The  thymus  is  extraordinarily  rich  in  phosphor- 
us and  is  regarded  as  the  storehouse  for  phosphor- 
us during  the  growing  period  and  rapid  develop- 
ment of  the  central  nervous  system.  Any  true 
internal  secretion  of  the  thymus  is  improbable. 
The  result  of  the  feeding  of  the  thymus  is  ascribed 
to  the  extraordinary^  richness  of  the  nucleo-pro- 
teids  contained  in  it. 

The  liver,  by  virtue  of  its  glycogenic  function, 
has  been  thought  to  have  an  internal  secretion, 
but  this  view  is  no  longer  held  by  Sajous  and 
others. 

Organs  that  have  an  autonomous  internal  secre- 
tion have  a secretion  intended  to  influence  those 
structures  that  form  part  of  the  mechanism  to 
which  the  secreting  organ  belongs.  This  class  has 
been  called  autonomous  to  distinguish  them  from 
those  that  affect  the  body  at  large,  the  true  hor- 
mones. The  autonomous  organs  are  (a)  testes, 
(b)  ovaries  and  corpora  lutea,  (c)  kidneys. 

It  is  now  held  that  the  testes  furnish  some  sort 
of  an  internal  secretion,  though  it  is  believed  to 
resemble  adrenal  secretion  so  much  that  it  might 
be  identical  with  it.  Spermin  is  rich  in  neucleo- 
proteids  and  is  found  to  circulate  in  the  blood  of 
both  male  and  female.  The  view  seems  to  prevail 

•Read  before  Third  Triennial  Meeting  of  Medical  Associations 
of  Idaho,  Oregon  and  Washington,  Lewiston,  Ida.,  Oct.  13-16, 
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that  the  testes  take  certain  substances  from  the 
blood  which  they  again  restore  to  the  blood  per- 
haps elaborated.  This  would  in  a measure  explain 
the  debility,  languor,  mental  torpor  and  deficient 
growth  caused  by  masturbation  or  excessive  venery 
in  the  young. 

The  ovaries  and  corpora  lutea  are  analogous 
organs  to  the  testes  and  their  secretion  is  a specific 
one  for  the  good  of  the  reproductive  apparatus  of 
the  female. 

It  is  doubtful  whether  the  kidneys  produce  a 
true  hormone.  Extract  of  kidney  substance  acts 
like  adrenal  gland  extract  and  may  be  due  to 
adrenal  inclusions  within  the  kidney. 

Organs  which  produce  an  internal  secretion  are 
(a)  thyroid  gland  and  parathyroid,  (b)  adrenal 
glands,  (c)  stomach,  (d)  intestine,  (e)  pancreas, 
(f)  leucocytes. 

The  thyroid  gland  and  the  parathyroids  furnish 
a true  internal  secretion  essential  to  the  develop- 
ment and  metabolism  of  the  body.  These  glands 
also  provide  the  body  with  protective  substances 
against  infections  and  intoxications — those  sub- 
stances that  Wright  has  called  opsonins. 

Regarding  the  adrenals  we  know  that  their  spe- 
cific secretion,  epinephrin,  poured  out  in  the  blood, 
sustains  the  cardiovascular  tone  and  the  tone  of 
the  skeletal  muscles  and  has  important  effects  upon 
carbohydrate  metabolism.  Sajous  thinks  the  adre- 
nals furnish  the  hitherto  hypothetical  oxidation- 
ferment  of  Schmiedeberg  and  Jaquet. 

The  internal  secretion  of  the  stomach  and  duo- 
denum is  called  secretin  and,  while  it  is  in  an 
autonomous  secretion,  there  are  good  grounds  for 
believing  that  it  interacts  with  the  thyroid — 
adrenal  systems. 

The  islands  of  Langerhans  of  the  pancreas  seem 
to  produce  an  internal  secretion,  the  absence  of 
which  causes  the  well  known  phenomena  of 
diabetes. 

Abderhalden  holds  that  each  cell,  including  the 
leucocytes,  absorbs  nutritive  substances  and  sub- 
mits these  substances  to  digestive  ferments  of  its 
own,  using  the  end  products  to  replace  its  own 
material  as  fast  as  this  is  being  used  up.  Verily, 
the  body  is  built  on  the  unit  plan,  the  cell  being 
the  primary  unit. 

Inasmuch  as  the  hormone  of  the  thyroid  gland 
seems  to  be  the  most  important  link  in  the  chain  of 
hormones,  though  all  are  interrelated,  it  behooves 
us  to  pay  particular  attention  to  the  functions  of 
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this  important  gland.  We  will,  therefore,  briefly 
devote  ourselves  to  some  things  that  take  place 
when  the  thyroid  secretion  is  deficient  in  quality 
or  quantity. 

The  normal  functions  of  the  thyroid  gland  are 
not  known  as  well  as  some  theorems  in  mathe- 
matics. There  seems,  however,  to  be  at  least  three 
important  functions. 

( 1 ) There  is  no  growth,  development,  or  per- 
fection without  thyroid  stimulus.  Cretinism  is 
congenital  absence  of  the  thyroid  gland. 

(2)  In  absence  of,  or  deficiency  of,  the  thyroid 
secretion,  the  waste  matter  incident  to  cell  degener- 
ation is  not  properly  oxidized  into  end  products 
easily  excreted  by  lungs,  skin  or  kidneys.  Mucin, 
fat  and  other  substances  accumulate  and  infiltrate 
the  whole  system. 

(3)  The  thyroid  exercises  great  influence  on 
menstruation,  pregnancy  and  lactation.  In  fact  the 
health  of  the  reproductive  apparatus  seems  to  de- 
pend upon  an  adequate  thyroid  stimulation. 

Infiltration  with  improperly  elaborated  waste 
products  constitutes  the  constant  results  of  hypo- 
thyroidism. Hence  the  range  of  symptoms  are 
practically  unlimited.  Infiltration  into  muscles 
makes  for  weakness,  stiffness,  soreness,  lack  of 
power.  If  the  nervous  system  suffers  most,  we 
have  nerve  pains,  neuralgia,  neuritis,  migraine, 
vertigo,  ear  noises,  defective  memory,  even  coma 
that  may  be  mistaken  for  uremia.  If  the  brunt  of 
the  infiltration  falls  on  the  kidneys,  we  get  a con- 
dition quite  impossible  to  distinguish  from  chronic 
nephritis.  Indeed,  many  cases  of  albuminuria  and 
other  symptoms  of  nephritis  subside  promptly  upon 
proper  treatment  with  thyroid  extract.  The  skin 
changes  are  often  remarkable.  There  is  much 
desquamation  and  repair  is  slow.  The  hair  falls 
out  or  turns  prematurely  gray.  The  outer  third  of 
the  eyebrows  falls  out  very  conspicuously.  The 
bones  become  brittle  and  when  broken  are  slow  to 
unite.  Cartilage  degenerates  easily,  joint  injuries 
and  inflammation  are  slow  to  repair.  The  cardio- 
respiratory system  does  not  escape.  The  heart 
muscle  becomes  weak  and  there  may  be  angina 
pectoris  and  infiltration  of  the  basal  ganglia.  The 
pulmonary  mucosa  may  be  infiltrated  and  give  rise 
to  peculiar  and  stubborn  forms  of  asthma. 

The  intestinal  tract  suffers  with  the  rest.  Ob- 
stinate constipation,  due  to  the  weakening  of  the 
peristaltic  wave,  causes  meteorism  and  migration 
of  microbes  into  the  peritoneum.  Protective  exu- 


dates are  thrown  out  which  later  organize  and 
form  bands  resulting  in  kinks,  constrictions  and 
adhesions.  All  infective  diseases  draw  heavily  on 
the  thyroid  gland.  The  typhoid  state  is  essentially 
one  of  profound  thyroid  depression.  Syphilis,  al- 
coholism, chronic  undernutrition,  all  depress  the 
thyroid  gland  and  when  found  in  parents  may 
cause  cretinism  in  the  offspring. 

True  myxedema  is  a rare  disease  but  mild  thy- 
roid deficiency  is  very  common,  especially  in  the 
Puget  Sound  country,  as  shown  by  the  large  num- 
ber of  compensatory  goitres  one  sees  daily.  The 
diagnosis  of  myxedema  is  easy,  but  milder  defi- 
ciencies, causing,  however,  serious  breaks  in  health, 
are  very  much  more  common  than  one  would 
suppose. 

As  a general  guide  one  should  be  suspicious  of 
thyroid  insufficiency  on  the  following  objective 
symptoms : 

( 1 ) Obesity  with  pasty,  anemic  appearance, 
especially  in  children  and  young  adults. 

(2)  A dry  skin  and  scanty  perspiration  even 
on  exertion.  The  skin  is  hard,  boardlike  and  does 
not  pit  on  pressure. 

(3)  Brittle  hair  and  finger  nails.  The  hair  is 
scanty.  The  hair  of  the  outer  third  of  the  eye- 
brow is  often  absent. 

(4)  The  heart  action  is  as  a rule  slow  and 
blood  pressure  is  sometimes  quite  low.  A high 
blood  pressure  is,  however,  not  uncommon  in 
cases  of  long  standing. 

(5)  Albuminuria  and  scanty  urine  with  high 
specific  gravity  but  low  urea  content  is  quite 
common. 

(6)  Scanty,  irregular  and  suppressed  or  pain- 
ful menstruation  is  a very  common  disorder,  due 
to  poor  functioning  of  thyroid  gland.  The  oppo- 
site, menorrhagia,  is  also  common  in  obese  young 
women. 

(7)  Subjectively  the  symptoms  are  quite  as 
varied.  Enuresis  nocturna  in  children  is  often 
due  to  hypothyroidism. 

(8)  Muscular  weakness,  inability  to  sustain 
long  and  severe  mental  or  physical  effort,  sensi- 
tiveness to  temperature  changes  are  quite  marked. 
Headaches,  neuralgias  and  especially  the  variety 
known  as  sick  headaches  are  almost  characteristic 
of  this  disorder.  Psychical  disturbances  are  not 
uncommon. 

(9)  Backwardness  in  children,  especially  of 
walking  and  talking. 
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( 10)  Enlarged  tonsils  and  adenoids  are  not  in- 
frequently associated  with  hypothyroidism. 

(11)  Skin  eruptions  of  the  eczema-type  are 
not  uncommon  and  are  exceedingly  stubborn,  un- 
less the  true  cause  is  recognized. 

(12)  The  facial  expression  should  be  noted. 
The  complexion  is  often  of  a pinkish,  yellow  hue 
that  Hertoghe  considers  of  great  value  in  making 
a diagnosis. 

To  further  illustrate  the  great  variety  of  con- 
ditions that  may  have  deficient  thyroid  activity  at 
their  root,  we  take  the  liberty  to  refer  to  a few 
representative  cases  taken  at  random  from  our 
own  practice. 

Case  1.  M.  W.,  age  16.  A fat,  red-haired 
girl  much  below  par  mentally — her  mother  being 
insane  and  father  a neurotic — menstruated  con- 
tinually for  one  year.  Curetted  and  treated  in 
various  ways ; condition  returned  and  continued 
in  spite  of  it.  Placed  on  thyroid  extract,  5 gr. 
three  times  a day.  Condition  improved  and  she 
menstruated  normally  for  six  months.  Left  off 
thyroid  extract  and  she  relapsed  to  former  condi- 
tion; upon  resuming  thyroid  feeding  condition 
improved  and  her  mental  condition  seemed 
brighter. 

Case  2.  Mrs.  C.  J.,  age  32,  weight  240 
pounds,  mother  of  one  child  three  years  old.  Has 
not  menstruated  since  the  child  was  born.  Com- 
plains of  feeling  cold,  weak  and  drowsy.  Thyroid 
15  gr.  a day  was  given.  In  about  six  weeks  she 
menstruated  normally,  after  the  next  menstrua- 
tion she  became  pregnant  and  gave  birth  to  a 
healthy  child  in  due  time.  Thyroid  feeding  was 
continued  throughout  pregnancy.  Lost  40  pounds 
in  weight. 

Case  3.  W.  M.,  widow,  age  47.  Complains 
of  feeling  cold  and  has  to  wear  an  unusual  amount 
of  clothing  both  night  and  day;  feels  weak  and 
drowsy.  After  ten  days  of  thyroid  medication  she 
says  she  feels  like  a new  woman.  Condition  very 
much  improved. 

Case  4.  Mrs.  G.  H.,  45  years  old.  Blood 
pressure  240,  severe  albuminuria,  casts  in  urine, 
heart  lesion,  condition  deplorable.  Thyroid  feed- 
ing was  started  and  in  three  weeks  the  blood  pres- 
sure fell  to  180;  albumin  diminished  to  a trace. 
Condition  much  better  but  of  course  not  good. 
Relapsed  after  stopping  thyroid  and  taking  up 
Christian  Science.  Upon  resuming  thyroid  feed- 
ing, her  condition  is  very  fair. 

Case  5.  Mrs.  S.  W.  S.,  65  years  old,  married. 
For  seven  years  she  has  suffered  from  a severe 
eczema  of  the  legs,  which  at  times  become  gen- 
eralized. She  had  received  intelligent  and  persistent 
local  and  general  treatment.  When  I first  saw 
her  she  was  indeed  in  a deplorable  condition.  She 
gave  unmistakable  signs  of  hypothyroidism.  Be- 
ginning with  small  doses  so  as  not  to  overwhelm 


the  system  too  rapidly  with  liberated  endotoxines, 
there  was  prompt  and  gratifying  improvement. 
After  two  months  treatment  she  was  practically 
well. 

Case  6.  F.  A.,  age  13.  Typhoid  fever.  Walked 
into  the  hospital  in  second  week  with  temperature 
of  104°.  Ran  a severe  course  for  two  weeks  more 
with  a temperature  ranging  between  103°  and 
105°.  Typhoid  state.  Profound  depression,  sunk- 
en eyes,  dry  tongue,  rapid  pulse,  unconscious.  Thy- 
roid feeding,  one  grain  t.  i.  d.,  with  8 drops 
nux  vomica  was  started  on  Thursday  morning.  On 
Saturday  morning  the  boy’s  face  was'  flushed  and 
tongue  moist.  The  temperature  fell  to  normal  on 
fourth  day  after  beginning  thyroid  feeding. 

Case  7.  Girl,  age  16,  well  nourished  and  well 
developed.  Menstruates  irregularly  and  scantily. 
Periods  extremely  painful,  especially  the  first  day. 
Skin  pasty,  hair  thin  and  lusterless.  Moderate 
enlargement  of  the  thyroid.  Neck  measure  15 
inches.  Diagnosis  hypothyroidism,  not  compen- 
sated by  enlargement  of  thyroid.  Thyroid  feeding 
diminished  goitre  Ij^  inches  in  two  months  with 
startlingly  good  effect  on  menstruation  and  gen- 
eral health. 

Case  8.  Mrs.  Mac  C.,  widow,  weight  200 
pounds,  has  suffered  for  more  than  a year  with 
a peculiar  eruption  of  the  skin  which  itches  un- 
mercifully. She  feels  cold,  the  skin  is  red  from 
much  scratching.  Case  resembles  in  some  respect 
pityriasis  rubra.  She  has  had  local  treatment  for 
several  months  without  any  relief.  Thyroid  was 
commenced.  She  lost  40  pounds  in  weight  in  two 
months  with  ameliorations  of  all  symptoms.  After 
six  months  she  considered  herself  well.  Thyroid 
feeding,  however,  was  continued  in  small  doses 
in  this  case. 

Case  7.  Mrs.  S.  A.  N.,  38  years  old,  has  a 
large  goitre.  She  has  a mitral  lesion  of  the  heart 
and  feels  very  miserable.  Small  doses  of  thyroid 
extract  were  administered  in  connection  with  dig- 
italis. Marked  loss  of  weight  and  improvement 
of  all  symptoms. 

These  cases  are  too  few  to  base  anything  definite 
on  but  in  a variety  of  conditions  thyroid  medica- 
tion may  be  of  use. 

The  most  difficult  thing  about  thyroid  medica- 
tion is  to  determine  the  right  dosage.  That  which 
might  be  proper  in  one  case  may  be  inadequate  or 
entirely  too  large  in  another.  As  a general  prop- 
osition it  is  best  to  begin  with  fair  sized  doses,  as 
15  grains  a day,  and  decrease  the  dose  to  half  that 
much  just  as  soon  as  the  patient  begins  to  com- 
plain of  palpitation  of  the  heart  or  muscular  weak- 
ness. The  symptoms  just  mentioned  are  not  those 
of  hypothyroidism  but  are  considered  by  Hertoghe 
to  be  an  overwhelming  of  the  system  with  lib- 
erated toxic  material. 
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It  may  also  be  said  that,  whenever  thyroid 
medication  is  followed  by  loss  of  weight,  we  have 
made  the  correct  diagnosis.  This  loss  progresses 
until  infiltrating  mucin,  etc.,  has  been  cleaned  out 
of  the  system,  after  which  there  is  no  further  loss 
of  weight,  no  matter  how  large  doses  are  given. 
For  that  reason  thyroid  extract  should  be  given 
with  great  caution  in  obese  persons.  It  is  emphat- 
ically not  a specific  in  obesity  due  to  over  eating 
and  other  dietetic  errors. 

Thyroid  extract  is  by  far  the  most  reliable 
medicament  for  internal  use  in  simple  enlarge- 
ment of  the  thyroid  gland  in  young  people  and  in 
children.  This  form  of  goitre  is  probably  always 
an  expression  of  hypothyroidism  and  the  enlarge- 
ment should  be  regarded  as  nature’s  effort  at 
compensatioii. 


HYPERTHYROIDISM.* 

By  H.  P.  Marshall,  M.  D. 

SPOK.ANE,  WASH. 

I have  chosen  to  consider  briefly  today  that 
group  of  cases  in  which  we  assume  that  the  func- 
tion of  the  thyroid  gland  is  increased  in  one  or 
possibly  more  of  its  internal  secretory  activities. 
I use  the  term  hyperthyroidism  advisedly,  fully 
realizing  that  they  may  be  more  accurately  desig- 
nated as  dj^sthyroidism  or  thyrotoxicosis.  I shall 
not  consider  those  cases  of  physiologic  hyperthy- 
roidism which  are  supposed  to  occur,  for  instance, 
at  puberty,  during  pregnancy,  etc.,  but  will  confine 
my  remarks  to  the  pathologic  hyperthyroidisms 
which  require  therapeutic  intervention. 

ETIOLOGY. 

Regarding  the  causation  of  hyperthyroidism  we 
know  extremely  little.  We  do  not  even  know 
whether  it  is  a primary  condition  or  a secondary 
one.  A great  deal  of  stress  has  been  laid  by  various 
writers  on  grief,  shock,  fear,  gastrointestinal  intoxi- 
cation, infection,  etc.,  as  causative  factors,  but  just 
how  important  a role  they  play  we  can  not  say 
at  the  present  time  with  any  degree  of  certainty.  I 
think  we  can  safely  say,  however,  that  most  cases 
of  hyperthyroidism  belong  to  the  constitutionally 
nervous  class,  and  have  at  some  time  or  another 
passed  through  either  a severe  psychic  or  physical 
strain.  I think  this  should  be  duly  considered  in 
deciding  what  remedial  measures  should  be  em- 
ployed. 

•Read  before  Third  Triennial  Meeting  of  Medical  Associations 
of  Idaho,  Oregon  and  Washington,  Lewiston,  Ida.,  Oct.  13-16, 
1915. 


PATHOLOGY. 

A great  deal  of  work  has  been  done  by  patholo- 
gists at  the  various  goitre  clinics,  both  in  this 
country  and  in  Europe,  in  an  effort  to  give  us  a 
pathologis  basis  for  a rational  classification  of  the 
various  goitres.  Plummer,  of  the  Mayo  clinic,  as 
a result  of  a great  deal  of  study,  divides  goitre 
into  four  groups:  (1)  non-hyperplastic  atoxic, 

(2)  non-hyperplastic  toxic,  (3)  hyperplastic  atox- 
ic, (4)  hyperplastic  toxic. 

Of  these  four  groups  we  are  concerned  today 
only  with  group  two,  non-hyperplastic  toxic,  and 
group  four,  hyperplastic  toxic.  For  hyperplastic 
toxic  goitre  he  reserves  the  term  Graves’  disease 
or  exophthalmic  goitre. 

The  pathologic  findings  in  the  non-hyperplastic 
group  of  cases  are  not  constant.  “Wilson  found 
that  the  picture  of  the  cases  resembling  exophthal- 
mic goitre  is  one  of  increased  parenchyma,  through 
regenerative  progresses  in  atrophic  parenchyma,  or 
the  formation  of  new  parenchyma  of  the  fetal  type, 
with  an  increase  of  secretory  activity  and  absorp- 
tion. In  the  case  of  toxic  non-hyperplastic  goitre, 
with  marked  cardiovascular  symptoms,  the  pathol- 
ogy more  closely  resembles  the  so-called  simple 
goitre.  In  the  hyperplastic  goitre  a great  majority 
of  these  glands  are  possessed  of  a hypertrophy  of 
the  parenchyma,  indicated  by  the  presence  of  large- 
cell columnar  epithelium  with  nuclei  approaching 
the  free  extremity  of  the  cell.  Parenchymatous 
hyperplasia  was  found  in  all  of  this  series.  Hyper- 
thropy  and  hyperplasia  are  marked  by  progressive 
increase  in  the  size  of  the  acini.  The  shape  of  the 
acini  also  varies  directly  as  to  the  amount  of  hyper- 
thropy  and  hyperplasia.  The  cytoplasm  also  be- 
comes more  granular.  The  nuclei,  where  the  epi- 
thelium approaches  the  columnar  type,  are  percept- 
ibly swollen.  The  amount  of  secretion  within  the 
acini  varies  with  the  stage  of  the  disease — the  more 
advanced  the  process,  the  greater  amount  of  se- 
cretion and  the  greater  the  density.  Wilson  has 
also  shown  that  there  is  evidence  that  thyroid 
parenchyma,  which  has  been  atrophic,  may  later 
regenerate.” 

I feel  that  the  above  summary  of  Plummer’s 
views  are  valuable  from  the  morphologic  point  of 
view,  but  it  does  not  tell  us  the  essential  nature 
of  hyperthyroidism.  The  fact  remains  that  the 
chemist,  and  not  the  morphologist,  will  finally 
solve  the  problem  of  thyroid  intoxication.  Until  that 
time,  I like  to  think  of  hyperthyroidism  as  a con- 
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dition  in  which  the  internal  secretion  is  quantita- 
tively increased  or  qualitatively  altered,  or  possibly 
both  conditions  obtain;  that  no  absolutely  accu- 
rate pathologic  picture  can  be  given  for  the  differ- 
ent types  of  hyperthyroidism,  but  that  it  is  roughly 
divisible  into  (1)  low  grade  hyperthyroidism,  usu- 
ally accompanied  by  a non-hyperplastic  goitre,  and 
(2)  high  grade  hyperthyroidism,  usually  accom- 
panied by  a hyperplastic  goitre.  Of  course  I real- 
ize that  exception  can  be  taken  to  this  terminology, 
but  in  view  of  the  preceding  discussion,  which 
shows  that  no  classification  is  absolutely  defensi- 
ble, I think  it  is  the  best  we  have  at  present. 

We  will  first  consider  the  symptomatology  of 
high  grade  hyperthyroidism,  as  it  gives  rise  to  the 
more  easily  detectable  picture  and  will  thus  allow 
us  to  contrast  it  with  that  of  low  grade  hyper- 
thyroidism. 

HIGH  GRADE  HYPERTHYROIDISM. 

We  may  divide  the  symptoms  of  hyperthyroid- 
ism into  those  due  to  toxic  functional  disturbances, 
and  those  dependent  upon  parenchymatous  degen- 
eration of  vital  organs.  In  the  cases  of  high  grade 
hyperthyroidism  the  toxic  functional  disturbances 
predominate  over  those  due  to  the  parenchymatous 
degenerations. 

The  Thyroid.  Usually  it  is  clinically  enlarged 
but  in  some  cases,  even  the  very  severe  ones 
(Rogers),  it  is  not  present.  A definite  thrill  is 
usually  palpable  over  the  superior  thyroid  vessels 
and  a bruit  audible  over  the  whole  thyroid  is  not 
at  all  uncommon. 

Nervousness.  According  to  the  degree  of  intoxi- 
cation, the  nervousness  varies  from  slight  irritabil- 
ity up  to  a condition  resembling  delirium  tremens. 
The  patients  are  usually  very  much  affected  by 
noise,  and  often  have  a feeling  of  marked  appre- 
hension. 

Tremor.  It  is  usually  fine,  about  ten  to  the 
second,  but  may  be  coarse  and  accompanied  by  pro- 
found muscular  exhaustion.  It  is  present  in  the 
majority  of  cases,  even  the  milder  ones. 

Tachycardia.  This  is  probably  the  most  constant 
toxic  functional  disturbance  occurring  in  hyper- 
thyroidism. So  important  a symptom  is  it  that 
one  should  never  make  a diagnosis  of  functional 
heart  disturbance  without  first  carefully  ruling  out 
hyperthyroidism. 

V asomotoric  symptoms.  The  vasomotoric  sys- 
tem is  often  markedly  disturbed,  as  evidenced  by 
excessive  sweating,  flushing  of  the  face  and  neck 
and  localized  edema. 


Asthenia.  Loss  of  strength  and  weight  occur 
in  every  severe  case,  and  even  in  the  milder  cases 
the  asthenia  can  be  detected  if  sought  for. 

Gastrointestinal  symptoms.  Vomiting  and 
diarrhea  are  very  constant  symptoms  and,  if  the 
toxemia  be  very  severe,  they  may  be  uncontrollable 
and  of  very  bad  prognostic  import. 

Exophthalmos.  This  is  one  of  the  latest  symp- 
toms to  occur  and,  when  once  pronouncedly  estab- 
lished, it  rarely  entirely  disappears.  As  a rule, 
Stellwag’s  sign  (staring  of  the  eyes),  von  Graefe’s 
sign  (lagging  of  the  lids  with  movements  of  the 
eyes),  Dalrymple’s  sign  (widening  of  palpebral 
fissure),  and  Moebius’  sign  (insufficiency  of 
accommodation  at  near  points),  precede  the  well- 
developed  exophthalmos. 

Parenchymatous  degenerations.  Sooner  or  later 
degeneration  of  vital,  organs,  more  especially  of 
the  heart,  liver  and  kidneys,  manifest  themselves 
with  their  usual  train  of  symptoms. 

LOW  GRADE  HYPERTHYROIDISM. 

In  this  group  a large  portion  of  the  patients 
notice  the  goitre  long  before  the  constitutional 
symptoms.  This  is  not  strange  when  one  con- 
siders that  it  is  low  grade  intoxication  and  con- 
tinues a long  time  before  perceptible  disequilibra- 
tion  of  the  endocrinous  system  takes  place. 

In  low  grade  hyperthyroidism  the  degeneration 
of  vital  organs,  particularly  of  the  cardiovascular 
system,  predominates.  Myocardial  changes  are 
especially  marked.  The  toxic  functional  disturb- 
ances, such  as  nervousness,  tremor,  tachycardia, 
etc.,  are  usually  not  very  pronounced,  though  some 
of  them  are  detectable  if  carefully  looked  for  and, 
indeed,  there  detection  is  absolutely  necessary  for 
diagnosis. 

DIAGNOSIS 

In  the  well-developed  cases,  the  diagnosis  is 
very  easy.  Even  in  the  milder  cases,  very  little 
difficulty  should  be  experienced  if  one  thoroughly 
undertands  the  relative  diagnostic  importance  of 
the  symptoms  which  may  be  dependent  upon  the 
h}'^perthyroidism.  I would  especially  call  your 
attention  to  the  fact  that  in  so-called  functional 
heart  disease,  hysteria  and  neurasthenia,  one  must 
be  careful  to  rule  out  hyperthyroidism. 

PROGNOSIS. 

To  prognose  an  individual  case  of  hyperthy- 
roidism is  impossible.  I have  seen  three  very 
severe  cases,  apparently  rapidly  going  on  to  a fatal 
termination,  get  well  under  the  care  of  an  irregu- 
lar practitioner.  Two  of  these  cases  are  now 
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married  and  one  has  successfully  gone  through 
pregnancy.  On  the  other  hand,  it  is  not  at  all 
uncommon  to  see  a patient  on  whom  a skillful 
thyroidectomy  has  been  performed,  with  practically 
complete  relief  from  symptoms  for  a long  time, 
1 elapse  and  be  as  bad  off  as  before  operation. 

In  general  we  may  say  that  without  treatment, 
the  tendency  is  downward.  With  treatment,  in 
the  milder  form  of  hyperthyroidism  and  especially 
if  too  much  damage  to  vital  organs  has  not  been 
done,  a large  percentage  will  be  cured  or  markedly 
benefited.  Relapse  is  liable  to  take  place  after 
any  form  of  treatment.  Even  the  very  severe  and 
apparently  hopeless  cases  may  be  very  much  bene- 
fited and  sometimes  even  approximately  cured. 

TREATMENT. 

The  indications  for  treatment  seem  to  be  very 
clear  in  the  minds  of  most  writers.  Many  medical 
men  claim  that  most  cases  of  hyperthyroidism  are 
amenable  to  medical  treatment  and  that  a large 
part  of  the  benefit  accruing  from  a thyroidectomy 
is  attributable  to  the  postoperative  treatment  and 
care.  Dr.  J.  D.  Windell,  of  Spokane,  who  in  the 
last  twenty  years  has  done  a good  deal  of  major 
surgery  and  who,  therefore,  could  not  be  consid- 
ered to  represent  the  radical  medical  men,  told 
me  that  he  considers  hyperthyroidism  always  a 
medical  disease.  Many  surgeons,  I gather  from 
the  literature  and  from  personal  conversations, 
consider  it  as  a surgical  disease. 

My  personal  opinion  is  that  all  cases  should 
first  be  given  medical  treatment.  If  improvement 
begins  and  progresses,  medical  treatment  should 
be  persisted  in.  If,  however,  improvement  does 
not  begin,  progresses  unusually  slowly,  comes  to 
a standstill  or  exacerbation  takes  place  without 
neglect  of  some  important  element  in  the  treat- 
ment, I should  recommend  surgical  treatment. 

Medical  treatment.  Psychic  and  physical  quiet 
are  the  most  essential  prescription.  The  severe 
cases  must  be  put  to  bed  but  all  cases  must  avoid 
mental  and  physical  strain.  The  next  most  im- 
portant prescription  is  the  absolute  prohibition  of 
meat  and  other  foods  containing  a high  percentage 
of  nitrogen.  The  baneful  influence  of  meat  can 
be  demonstrated  while  you  are  treating  a case  of 
hyperthyroidism,  when  with  its  free  exhibition  you 
will  note  an  augmentation  of  the  toxic  symptoms 
and  an  amelioration  on  its  withdrawal.  I do  not 
believe  that  any  medicine  has  a marked  curative 
effect  but,  until  something  better  is  offered,  I 


would  recommend  the  capsule  containing  5 gr.  of 
neutral  bromide  of  quinine  and  1 gr.  of  ergotin, 
so  highly  lauded  by  Forscheimer.  Various  symp- 
toms should  receive  their  appropriate  treatment. 

Surgical  treatment.  The  patient  should  not  be 
operated  upon  during  an  acute  exacerbation,  but 
should  be  treated  medically  until  the  condition 
becomes  quiescent  and  then  the  operation  under- 
taken. In  the  severer  cases  it  is  advisable  to  do 
the  operation  in  two  stages,  first,  ligation  of  the 
superior  thryoid  vessels  of  one  or  both  sides,  then, 
after  the  maximum  improvement  has  accrued,  a 
thyroidectomy  may  safely  be  undertaken. 

In  the  cases  of  low  grade  hyperthyroidism,  in 
which  the  parenchymatous  degenerations  predomi- 
nate over  the  toxic  functional  disturbances,  pre- 
liminary ligation  is  not  necessary,  but  preliminary 
medical  treatment,  to  get  the  patient  in  as  favor- 
able condition  as  possible  to  stand  the  thyroidec- 
tomy, is  very  necessary.  The  not  uncommon  prac- 
tice with  some  men  of  putting  a thyrotoxic 
patient  in  a hospital  and  operating  in  two  or  three 
days  can  not  be  too  strongly  condemned. 

I shall  not  consider  the  technical  details  of  the 
operations,  as  time  forbids  and  it  would  serve  no 
good,  since  no  one  should  undertake  thyroid  sur- 
gery without  proper  preparation. 

SUMMARY  AND  CONCLUSIONS. 

(1)  Hyperthyroidism  is  a condition  in  which 
the  secretion  of  the  thyroid  is  quantitatively  in- 
creased or  qualitatively  altered,  or  possibly  both 
conditions  exist.  It  is  divisible  into  low  grade 
hyperthyroidism,  in  which  parenchymatous  degen- 
erations predominate  over  the  toxic  functional  dis- 
turbances, and  high  grade  hyperthyroidism,  in 
which  the  toxic  disturbances  predominate. 

(2)  The  diagnosis  is  made  by  being  thoroughly 
conversant  with  the  symptoms  which  may  be  de- 
pendent upon  a hyperactive  thyroid.  The  most 
common  error  is  to  overlook  hyperthyroidism  in 
cases  diagnosed  as  functional  heart  disease,  hys- 
teria and  neurasthenia,  and  to  fail  to  appreciate 
the  role  hyperthyroidism  has  played  in  the  causa- 
tion of  heart,  kidney  and  liver  degeneration. 

(3)  All  cases  should  first  be  treated  medically 
and,  if  improvement  begins  and  continues  satis- 
factorily, it  should  be  persisted  in.  If  improve- 
ment does  not  begin,  progresses  unusually  slowly, 
or  acute  exacerbation  occurs  without  omission  of 
some  important  element  of  treatment,  it  should  be 
treated  surgically.  The  patient  should  not  be  sent 
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to  a hospital  one  day  and  a thyroidectomy  done  the 
next.  All  should  be  improved  as  much  as  pos- 
sible by  medical  treatment  before  surgery  is  done. 
If  the  case  be  very  severe,  preliminary  ligation  of 
one  or  both  sets  of  thyroid  vessels  should  be  done, 
with  thyroidectomy  at  a later  date. 


THE  USE  OF  ELECTRICITY  IN  THE 
VARIOUS  FORMS  OF  GOITRE.* 

By  Edmund  Myers,  M.  D., 

PORTLAND,  ore. 

Let  me  divide  the  goitre  cases  into  two  main 
classes,  viz. : hypo-  and  hyper-secretion.  Under  the 
first  heading  I will  place  cretinism  and  simple 
goitre;  under  the  second  only  the  exophthalmic 
cases.  There  now  remain  the  cystic,  colloid  and 
adenomatous  growths.  For  these  classes  surgery 
and  not  electrotherapeutics  is  the  proper  procedure. 
Wilson,  in  his  review  of  3564  cases  of  goitre,  found 
that  exactly  one-third  came  under  the  exophthalmic 
classification  and  that  of  these  ten  per  cent,  were 
adenomatous.  Adding  one  and  one-half  per  cent, 
which  were  malignant  to  those  found  adenomatous 
we  find  that  there  are  ninety-five  per  cent,  of  all 
cases  upon  which  we  can  use  electricity. 

Hj'^pothyroidism  is  treated  by  cataphoresis.  A 
small,  wet,  felt  electrode,  over  which  has  been 
poured  fifteen  to  twenty  drops  of  a saturated  solu- 
tion of  potassium  iodide,  is  attached  to  the  negative 
pole  of  the  galvanic  current  and  the  circuit  is  closed 
by  placing  a wet  felt  electrode  attached  to  the  posi- 
tive pole  between  the  spines  of  the  scapulae  or  al- 
lowing the  patient  to  rest  a hand  upon  it.  The 
amount  of  current  to  be  used  varies  from  three  to 
ten  milliamperes.  I use  the  amount  of  current  which 
the  patient  can  comfortably  take.  Give  three  treat- 
ments a week,  each  of  thirty  minutes  duration.  This 
should  be  divided  into  either  two  or  three  points 
of  application,  so  that  one  will  not  blister  the  skin. 
My  usual  procedure  is  ten  minutes  over  each  lobe 
and  the  isthmus.  If  the  latter  be  not  enlarged, 
give  fifteen  minutes  over  each  lobe. 

Case  1.  E.  B.,  female,  2 yrs.  and  4 mos.,  re- 
ferred to  me  Feb.  17,  1913.  Diagnosis,  cretinism. 
Treated  as  outlined  above.  The  child  was  showing 
very  marked  improvement  to  April  14,  1913,  when 
she  developed  a bronchopneumonia  and  died  in  a 
few  days  while  under  the  care  of  the  family  physi- 
cian. 

•Read  before  Third  Triennial  Meeting  of  Medical  Associations 
of  Idaho,  Oregon  and  Washington,  Lewiston,  Ida.,  Oct.  13-15, 
1915. 


Case  2.  H.  H.,  male,  15  yrs.,  referred  by  Dr. 
R.  C.  Walker,  in  April,  1914.  Diagnosis,  simple 
goitre.  Cured  in  eighteen  treatments  with  no  re- 
currence in  the  past  seventeen  months. 

Case  3.  Mrs.  J.  W.,  29  yrs.,  referred  July 
16,  1914,  presenting  a simple  goitre  of  five  years 
duration,  the  circumference  of  neck  being  39^4 
cm.  Patient  received  seventy-one  treatments  till 
Feb.  26,  1915,  when  the  circumference  of  neck 
was  33j4  cm.  As  all  the  mechanical  symptoms 
caused  by  the  enlargement  had  disappeared,  the 
patient  decided  to  stop  further  treatment  although 
the  growth  was  still  somewhat  visible.  There  has 
been  no  recurrence  of  symptoms  or  enlargement 
of  circumference  of  neck  to  date. 

I shall  not  enumerate  any  further  cases  of  hypo- 
secretion  but  possibly  surprise  you  by  stating  that 
100  per  cent,  of  these  cases  are  curable.  One 
case  of  this  class  did  not  improve,  was  referred 
for  operation  and  then  found  to  be  cystic  and  not  a 
simple  goitre,  so  that  my  record  for  this  type  of 
cases  can  not  be  excelled  by  any  treatment  which 
may  be  advocated.  In  fact,  so  sure  am  I of  result 
that  if  no  improvement  is  apparent  in  ten  treat- 
ments at  most,  then  I know  that  the  diagnosis  is 
wrong  and  the  case  is  cystic  or  colloid  or  one  which 
is  beginning  to  become  exophthalmic.  The  follow- 
ing is  an  example  of  this  last  statement. 

Case  4.  Mrs.  P.  G.  O.,  age  about  48,  referred 
from  Pomeroy,  Wash.  When  first  seen,  June  30, 
1915,  the  circumference  of  neck  was  47 j4  cm.,  no 
exophthalmos  or  tremor  but  complained  of  “spells 
of  her  heart”  which  compelled  her  to  go  to  bed  to 
remain  for  from  24  to  72  hours.  This  occurred 
about  every  two  weeks.  After  receiving  sixteen 
treatments  she  said  that  she  was  more  nervous  than 
when  she  first  came  to  me ; consequently  I referred 
her  to  Drs.  Coffey  and  Joyce  for  operation,  al- 
though only  two  of  the  four  cardinal  symptoms 
of  Graves’  disease  were  present.  Upon  removal 
of  the  gland  Dr,  Joyce  reports  that  it  was  a begin- 
ning exophthalmic  goitre  of  adenomatous  type  and 
contained  a large  cyst. 

Now  let  me  take  up  the  second  class  of  cases, 
the  exophthalmic.  The  best  results  are  obtained 
by  the  use  of  the  x-ray.  To  be  conservative,  I 
would  say  that  reports  by  this  method  show  im- 
provement in  at  least  fifty  per  cent,  of  the  cases. 
Two  methods  of  treatment  are  open  to  us.  The 
one  in  vogue  in  Europe  is  the  so-called  massive 
dosage,  giving  one-half  to  one  Holzknecht  unit 
twice  weekl}L  Lange  says,  “After  the  technic  of 
measuring  the  dose  in  certain  units  has  been  mas- 
tered, the  problem  of"  how  many  units  to  give  is 
still  uncertain  and  to  a large  extent  dependent  on 
individual  judgment.” 
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“The  use  of  the  x-ray  in  the  treatment  of 
Graves’  disease  is  indicated  from  the  point  of  view 
of  its  inhibiting  effect  upon  the  metabolism  in  con- 
formity with  its  effect  upon  any  organ  which  is 
exposed  for  a number  of  times  to  its  intense  influ- 
ence, or  of  any  part  so  exposed.  In  exophthalmic 
goitre  the  x-ray  not  only  lessens  the  secretion  after 
the  gland  has  been  subjected  to  a series  of  radia- 
tions, but  after  a regulated  number  of  exposures  a 
continuance  of  the  altered  structural  conditions  in 
the  cells  of  the  gland  and  the  blood  vessels  which 
supply  it,  permanently  diminishes  the  secretion.” 

Holzknecht  asserts  that  the  length  of  time  re- 
quired for  treatment  reflects  upon  the  duration  of 
the  affection  before  treatment  was  begun.  Some 
investigators  urge  exposing  the  thymus,  others  the 
heart,  but  it  seems  that  the  ovaries,  pituitary  body 
and  other  glands  evidently  co-operate  in  bringing 
on  Basedow’s  disease  and  some  cases  which  do  not 
yield  to  exposure  of  the  thyroid  gland  should 
undergo  exposure  of  the  ovaries  before  concluding 
that  the  x-ray  will  not  benefit  the  case. 

The  nervous  disturbances  and  the  impairment 
of  the  general  health  are  what  respond  most  fa- 
vorably to  the  roentgen  treatment.  Next  in  order 
the  tachycardia  is  influenced,  but  more  slowly. 
The  following  will  illustrate  the  value  of  roent- 
gen ization. 

Case  5.  Miss  M.  B.,  age  41,  referred  by  Dr. 
G.  Baar.  The  patient  had  been  operated  on  for  ex- 
ophthalmic goitre  about  six  years  ago.  One  year 
ago  there  was  a return  of  all  symptoms  except  the 
exophthalmos.  This  case  was  given  fifteen  treat- 
ments and  pronounced  much  improved. 

The  absolute  imbecility  of  attempting  to  cure 
Graves’  disease  by  iodin  cataphoresis  is  evidenced 
by  the  following: 

Case  6.  Miss  L.  R.  A.,  age  28,  was  referred 
to  me  by  Dr.  F.  after  Dr.  Kiehle  had  made  a 
diagnosis  of  right  sided  hemiplegia  of  the  vocal 
chords,  following  an  operation  for  exophthalmic 
goitre.  Ten  treatments  of  negative  galvanism  were 
sufficient  to  overcome  the  paralysis  but  even  this 
small  amount  of  necessary  treatment  caused  all 
the  symptoms  of  Graves’  disease,  with  the  exception 
of  the  exophthalmos,  to  flare  up. 

I trust  that,  having  shown  you  the  advantage  oi 
electricity,  there  will  be  many  more  physicians  who 
will  give  this  therapeutic  agent  a chance  to  prove 
its  worth  instead  of  being  so  eager  to  resort  to 
the  scalpel. 

835-7  Morgan  Building. 


DISCUSSION. 

Dr.  C.  A.  Smith,  of  Seattle,  asked  Dr.  Mar- 
shall as  to  his  experience  with  the  serum  treat- 
ment. Said  he  had  found  the  reduction  of  meat 
diet  was  an  important  factor  in  the  treatment  of 
exophthalmic  goitre.  The  twice  a week  dose  of 
blue  mass  has  been  much  used  and  with  apparent 
benefit.  In  his  opinion  medical  treatment  should 
always  be  tried  first.  He  asked  Dr.  Brown  if  he 
was  right  in  understanding  him  to  say  that 
hypothyroidism  caused  enlargement  of  the  tonsils. 

Dr.  Ransom,  of  Clarkston,  asked  for  information 
in  reference  to  drainage  through  alfalfa  of  drink- 
ing water  supply.  In  building  their  city  reservoir 
they  had  been  advised  by  their  state  health  offi- 
cer not  to  plant  alfalfa  on  banks  of  or  near  the 
reservoir,  on  account  of  someone’s  statement  that 
alfalfa  might  be  a cause  of  goitre. 

Dr.  W.  T.  Williamson,  of  Portland,  said  there 
are  always  certain  physical  facts  present  that  if 
recognized  will  materially  help  in  arriving  at  a 
diagnosis.  He  asked  Dr.  Brown  if  the  testes  and 
ovaries  had  an  internal  secretion.  The  effect  on 
growths  of  the  body  produced  by  castration  would 
seem  to  indicate  there  is  some  such  internal 
secretion.  In  regard  to  treatment  the  rest  cure 
has  been  found  very  successful. 

Dr.  A.  E.  Rockey,  of  Portland,  said  the  ques- 
tions presented  by  Dr.  Brown  deserve  more  con- 
sideration at  our  hands.  He  reported  a case  in 
which  he  had  used  large  doses  of  thyroid  extract 
foi  the  purpose  of  reducing  obesity.  There  was 
great  loss  of  weight  but  the  treatment  was  con- 
tinued too  long  or  the  dose  was  too  large,  for 
patient  finally  developed  all  the  symptoms  of 
hyperthyroidism.  The  cretin  is  a type  of  hypo- 
thyroidism greatly  benefited  by  the  administra- 
tion of  thyroid  extract.  Because  of  the  different 
types  of  symptoms  found  in  hyperthyroidism  he 
believed  that  there  must  be  different  classes  of 
toxins  in  this  condition. 

Dr.  .1.  E.  Else,  of  Portland,  said  we  need  a new 
classification  of  these  cases.  We  have  here  an 
alteration  in  secretions.  Some  cases  are  medical 
and  some  surgical,  depending  on  the  type  of  secre- 
tion alteration.  In  regard  to  treatment  great 
harm  may  be  caused  by  massage,  by  the  rupture 
of  acini,  followed  by  rapid  absorption  of  the 
secretions. 

Dr.  Swearingen,  of  Tacoma,  regretted  that  Dr. 
Brown  gave  no  etiology.  He  is  of  the  opinion  that 
these  conditions  are  of  microbic  origin,  at  least 
this  is  a most  feasible  theory.  The  prevalence  of 
goitre  is  nearly  always  traced  to  the  water  supply. 

Dr.  O.  A.  Jeffreys,  of  Nez  Perce,  said  he  had 
tried  corpus  luteum  with  some  success  in  goitre 
cases. 

Dr.  Maud  Parker,  of  Seattle,  said  that  Dr.  Hall, 
of  the  University  of  Washington,  in  a geological 
survey  recently  made,  had  found  that  all  cases  of 
goitre  came  from  the  same  type  of  water  supply. 
The  administration  of  thymol  internally  and  the 
boiling  of  all  drinking  water  gave  the  best  promise 
of  prevention  and  cure. 

Dr.  C.  P.  Thomas,  of  Los  Angeles,  considered 
these  as  border-line  subjects,  being  both  medical 
and  surgical.  In  recent  years  surgical  treatment 
is  coming  more  into  favor.  He  thinks-  a large 
element  in  the  cause  is  to  be  found  in  the  sexual 
life,  correction  of  which  helps  materially  in  the 
treatment.  In  the  selection  of  operative  cases  the 
condition  of  the  heart  is  of  special  importance. 
Many  failures  are  to  be  attributed  to  the  fact 
that  not  enough  gland  was  removed. 

Dr.  H.  W.  Coe,  of  Portland,  said  he  was  glad  to 
see  the  trend  of  discussion  was  more  medical 
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than  surgical.  He  dwelt  on  the  importance  of 
boiling  all  drinking  water. 

Dr.  C.  3.  White,  of  Portland,  asked  if  he  under- 
stood Dr.  Brown  correctly  in  stating  that  he  had 
aborted  a case  of  typhoid  fever  by  giving  thyroid 
extract.  He  wanted  to  know  by  what  authority 
the  statement  was  made  that  goitre  was  caused 
by  drinking  water.  There  is  absolutely  no  proof 
that  water  has  anything  to  do  with  causing 
goitre. 

Dr.  J.  B.  Morris,  of  Lewiston,  called  attention  to 
a case  in  which  massage  had  brought  on  a fatal 
termination  within  a very  few  hours. 

Dr.  Sears,  of  Portland,  called  attention  to  the 
fact  that  no  mention  had  been  made  of  the  relation 
of  the  hypophysis  to  the  thyroid,  and  of  the  use  of 
hypophysis  extract  in  the  treatment  of  goitre  as 
of  importance  in  removal  of  gland. 

Dr.  Brown  said  he  did  not  consider  enlarged 
tonsils  a necessary  part  of  hypothyroidism  but  he 
always  insisted  on  a clean  tonsillectomy  in  these 
as  well  as  other  cases,  if  the  tonsils  were  in  the 
least  diseased.  They  form  a part  of  the  vicious 
glandular  circle.  He  considered  the  cause  to  be 
an  exhaustion  of  some  one  chain  in  the  glandular 
mechanism. 


OBSERVATIONS  ON  THE  PREVALENT 
TYPES  OF  GOITER  IN  WEST- 
ERN WASHINGTON.* 

By  Everett  O.  Jones,  M.  D., 

SEATTLE,  WASH. 

So  much  has  been  written  recently  on  the  sub- 
ject of  goiter  surgery  that  one  may  well  hesitate 
to  add  anything  further  to  an  already  over- 
burdened literature.  However,  goiter  is  such  a 
prevalent  condition  in  western  Washington  that 
its  discussion  should  always  be  of  interest  to  us. 

Dr.  D.  C.  Hall,  of  the  University  of  Washing- 
ton, made  an  exhaustive  study  of  the  occurrence 
of  goiter  among  the  students  of  the  university. 
The  results  of  this  investigation  he  presented  to 
the  society  at  its  meeting  last  year.  Among  the 
students  coming  from  the  counties  on  the  Sound 
and  on  both  slopes  of  the  Cascade  mountains,  he 
found  goiter  in  percentages  ranging  from  fifteen 
to  thirty-three  and  a third,  while  students  coming 
from  the  eastern  and  southern  counties  of  the 
state,  either  showed  no  goiter  at  all,  or  only  in 
small  proportion.  These  figures  refer  in  great 
part  to  the  so-called  parenchymatous  goiters  of 
adolescents.  In  view  of  the  statistics  which  will 
be  referred  to  later,  one  cannot  help  but  wonder 
whether  there  is  not  a definite  probability  that  a 
certain  proportion  of  these  innocent  thyroid  en- 
largements will  later  develop  into  a more  serious 
condition.  At  the  outset  we  are  met  with  the 
difficulty  of  differentiating  the  various  forms  of 
goiter  as  we  see  them  clinically. 


*Read  before  the  Twenty-Sixth  .\nnual  Meeting  of  Washington 
State  Medical  Association,  Tacoma,  Wash.,  July  21-23,  1915. 


An  ordinary  typical  exophthalmic  goiter  pre- 
sents the  symptoms  of  exophthalmos,  goiter,  tachy- 
cardia and  tremor.  In  the  diagnosis  of  these  cases 
there  is  no  difficulty,  nor  is  there  much  of  any  dif- 
ficulty in  predicting  the  pathologic  condition  in 
which  the  gland  will  be  found.  The  thyroid  will 
always  show  marked  hyperplasia.  There  will  be 
an  increase  in  the  epithelial  elements  and  a di- 
minished amount  of  stored  colloid. 

Between  the  normal  thyroid,  however,  and  the 
gland  in  a typical  case  of  exophthalmic  goiter, 
there  are  numerous  intermediate  forms,  in  which 
the  essential  pathologic  changes  are  varied  and 
incomplete.  Just  as  the  pathologic  picture  may 
be  incomplete  and  atypical  so  also  may  be  the 
clinical  aspects  of  the  case. 

Wilson  has  made  an  exhaustive  study  of  the 
relationship  of  the  clinical  and  pathologic  aspects 
of  thyroid  disease,  based  on  the  material  of  the 
Mayo  Clinics.  His  conclusions  are: 

( 1 ) The  thyroid  gland  is  composed  almost 
wholly  of  secreting  tissue. 

(2)  Anything  which  is  made  by  the  gland  must 
get  into  the  circulation  before  it  can  affect  distant 
parts. 

(3)  The  thyroid  gland  is  also  capable  of  stor- 
ing up  material. 

(4)  Certain  symptoms  of  exophthalmic  goiter 
— pressure  on  the  trachea  and  adjacent  vessels  and 
nerves- — are  due  to  increase  in  size  of  the  gland, 
largely  from  its  overfilled  storage  capacity. 

(5)  Certain  other  symptoms — acute  toxic 
symptoms, — are  due  to  something  made  in  the 
gland  which  passes  into  the  general  circulation 
and  acts  directly  on  distant  vital  organs. 

(6)  Yet  other  symptoms  are  the  secondary  re- 
sult of  (a)  degenerative  changes  produced  in 
distant  organs  after  their  affection  by  thyroid  se- 
cretion and  (b)  disturbance  of  normal  interre- 
lation of  these  organs  themselves. 

In  the  light  of  Wilson’s  pathologic  findings, 
Plummer  made  an  investigation  of  2,917  cases 
which  came  to  operation.  He  found  that  42.8 
per  cent  showed  true  hyperplasia  and  57.2  per 
cent  did  not.  Of  the  hyperplastics  99.2  per  cent 
were  toxic  and  0.8  per  cent  were  non-toxic;  and 
of  the  non-hyperplastics  23.3  per  cent  were  toxic 
and  76.7  per  cent  were  atoxic. 

On  the  basis  of  this  study  he  reached  the  fol- 
lowing conclusions: 

( 1 ) That  at  least  two  distinct  types  of  thyroid 
intoxication  exist,  one  associated  with  hyperplastic 
and  the  other  with  non-hyperplastic  goiter. 
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(2)  That  true  exophthalmos  should  be  noted 
only  in  cases  having  hyperplastic  thyroids. 

Plummer  further  proposes  the  following  classi- 
fication : 

( 1 ) Hyperplastic  toxic  goiter  or  pure  Graves 
disease. 

(2)  Non-hyperplastic  toxic  goiter,  or  simple 
goiters  which  develop  secondary  toxemia. 

(3)  Non-hyperplastic  atoxic  goiters  or  simple 
goiters  without  symptoms,  except  those  which 
may  be  the  direct  result  of  pressure. 

This  classification  coincides  so  accurately  with 
my  own  observations  of  the  goiters  in  Western 
Washington,  that  I am  led  to  adopt  it  as  the  most 
practical  thus  far  proposed.  The  striking  point 
of  difference  between  the  goiters  of  this  region 
and  the  published  records  of  the  Rochester  Clinic 
lies  in  the  comparative  infrequency  of  true  exoph- 
thalmic goiter,  and  the  proportionately  large  num- 
bers of  the  goiters  with  secondary  hyperthyroid- 
ism. 

A careful  study  of  the  records  in  150  cases 
which  I have  made  shows  that  24,  or  16  per  cent, 
were  hyperplastic  and  126,  or  84  per  cent,  were 
non-h5’perplastic,  and  of  these  117,  or  92.8  per 
cent,  were  toxic  while  only  9,  or  7.2  per  cent, 
were  atoxic.  Thus,  of  the  whole  number  of  cases, 
78  per  cent  belonged  to  the  second  group,  that  is, 
goiters  with  secondary  hyperthyroidism.  At  the 
Rochester  Clinic  this  group  was  composed  of  23.3 
per  cent,  while  the  true  cases  of  Graves  disease 
formed  but  16  per  cent  as  compared  with  42.8 
per  cent  in  Plummer’s  report,  a difference  which 
assumes  considerable  importance  when  we  come 
to  consider  the  indications  for  operative  interfer- 
ence, both  as  to  the  most  favorable  time  for  opera- 
tion and  the  method  which  will  give  the  most 
satisfactory  results. 

These  figures  become  very  important  when  we 
consider  them  in  connection  with  the  great  preva- 
lence of  the  simple  parenchymatous  goiters  of  ado- 
lescents, as  the  investigations  of  Hall  and  others 
have  shown.  Particular  note  was  made  of  the 
presence  or  absence  of  adolescent  goiter  in  this 
series  of  cases.  In  the  126  non-hyperplastic  cases, 
36  gave  a distinct  history  of  having  had  a simple 
goiter  between  the  ages  of  ten  and  eighteen  years. 
In  24  cases  the  goiter  persisted  until  symptoms 
supervened,  while  in  12  the  early  goiter  disap- 
peared and  reappeared  in  later  years.  While  the 
total  number  of  cases  here  reported  is  too  small 
to  justify  the  drawing  of  any  definite  conclusions, 
it  is  at  least  suggestive  that  there  may  be  some 


direct  connection  between  the  known  frequency 
of  simple  goiter  among  the  youth  of  this  region 
and  the  peculiar  prevalence  of  the  secondary  toxic 
type.  On  the  other  hand,  of  the  24  cases  of 
Graves  disease,  only  one  gave  a history  of  having 
had  a simple  goiter  in  early  life. 

The  fact  that  our  results  in  goiter  surgery 
have  been  steadily  improving  during  the  past  few 
years  is  due  to  two  factors:  first,  and  most  im- 
portant, a better  knowledge  of  the  clinical  course 
of  toxic  goiters,  and  of  when  to  select  a favorable 
time  for  operative  interference;  and,  second,  to 
improvement  in  technic.  There  is  little  doubt  that 
many  of  the  bad  results  which  have  followed  goiter 
surgery  in  the  past  arose  largely  from  a want  of 
knowledge  in  the  proper  selection  of  cases  for 
operation  and  especially  of  the  period  at  w'hich 
operation  may  be  most  safely  undertaken. 

The  cases  of  true  Graves  disease  included  in 
this  series  pursued  a characteristically  typical 
course.  The  symptoms  began  with  the  first  ap- 
pearance of  the  goiter  and  in  a few  cases  even 
antedated  the  appearance  of  thyroid  enlargement. 
The  disease  progresses  rapidly  and  generally 
reaches  a maximum  near  the  end  of  the  first  year. 

During  the  last  six  months  there  is  generally 
vomiting  and  diarrhea  and  by  the  end  of  the  year 
75  per  cent  of  the  patients  give  distinct  evidence 
of  cardiac  dilatation.  After  this  the  disease  runs 
a course  of  alternate  exacerbation  and  ameliora- 
tion. By  the  end  of  the  third  six  months  the  per- 
centage of  dilated  hearts  may  fall  as  low  as  ten. 
but  by  the  end  of  the  second  year  they  have  risen 
again  to  75  per  cent  or  even  higher.  As  a gen- 
eral rule  the  favorable  time  to  select  for  operation 
is  either  very  early  or  else  during  the  first  half 
of  the  second  year. 

Acute  toxemia,  manifested  by  tremor,  tachy- 
cardia, cardiac  insufficiency,  diarrhea  and  vomit- 
ing, are  always  contraindications.  In  that  condi- 
tion a period  of  absolute  rest  should  be  enjoined 
and  the  patient  kept  under  observation.  Rest 
will  benefit  the  heart,  but  it  does  not  seem  to 
greatly  effect  the  general  toxemia.  Wlien  death 
occurs  after  operation  in  these  cases,  it  is  prac- 
tically always  due  to  a sudden  increase  in  thyroid 
toxemia;  therefore,  operative  interference  should 
never  be  undertaken  as  an  emergency  measure. 

Non-hyperplastic  toxic  goiters,  or  goiters  which 
have  developed  secondary  hyperthyroidism,  the 
type  which  we  have  most  dealt  with,  do  not  pur- 
sure  as  regular  and  definite  a course  as  does  the  true 
Graves  disease.  The  onset  is  seldom  abrupt.  An 
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individual  who  has  had  a symptomless  goiter  for 
a number  of  years  gradually  begins  to  show  signs 
of  nervous  irritability,  weakness,  tremor,  tachy- 
cardia, dyspnea,  and  later  vomiting,  albuminuria, 
edema  and  finally  a fully  developed  cardiovascular 
nephritis.  These  symptoms  are  frequently  ac- 
companied by  an  increase  in  the  size  of  the  pre- 
existing goiter,  but  quite  often  the  thyroid  re- 
mains stationarj^ 

The  symptoms  of  Graves  disease  seem  to  be 
produced  by  a toxin  which  appears  to  have  a 
special  predilection  for  the  nervous  system,  whereas 
in  this  class  there  seems  to  be  present  a toxin 
which  affects  principally  the  circulatory  system 
and  the  kidneys,  producing  changes  which  are 
very  similar  to  those  caused  by  alcohol  and  syph- 
ilis. The  course  of  the  disease  may  be  marked 
by  irregular  fluctuations  in  the  severity  of  the 
symptoms,  but  the  definite  periods  of  exacerbation 
and  amelioration,  as  in  Graves  disease,  are  not 
seen. 

In  the  117  cases  of  this  class  of  which  I have 
records,  the  average  length  of  time  between 
the  appearance  of  the  goiter  and  the  first  onset  of 
toxic  sjrmptoms  was  6.3  years,  and  from  this  point 
to  the  time  of  operation  averaged  3.4  years. 
These  are  the  cases  which  later  on  are  peculiarly 
liable  to  display  symptoms  of  hypothyroidism,  due 
to  a secondary  atrophy  of  the  gland.  I have  seen 
three  cases  which  at  the  height  of  their  toxemia  I 
declined  to  operate  on  because  of  the  severity  of 
the  symptoms,  in  which  later  the  toxemia  sub- 
sided and  was  replaced  by  true  myxedema  accom- 
panied by  symptoms  of  chronic  interstitial  ne- 
phritis. 

It  is  equally  true  in  these  cases,  as  in  Graves 
disease,  that  operation  is  not  to  be  undertaken 
in  the  face  of  a severe  toxemia.  They  respond, 
however,  as  a rule,  very  promptly  to  absolute 
rest.  I have  frequently  seen  cases  of  this  class 
presenting  most  violent  symptoms  clear  up  so 
completely  under  two  weeks  of  rest  and  medical 
treatment,  as  to  be  able  to  undergo  operative 
treatment  with  no  untoward  symptoms  whatever. 

In  Graves  disease  operative  deaths  are  due  al- 
ways to  pure  hyperthyroid  toxemia.  In  these  cases 
death  appears  more  often  to  be  due  to  the  damaged 
heart,  arteries  and  kidneys,  being  unable  to  with- 
stand the  shock  of  operation. 

The  long-standing  cases,  where  irremediable 
secondary  degeneration  isi  present,  are  hopeless 
from  the  standpoint  of  a complete  cure  and,  'if 
any  operation  be  attempted  for  the  relief  ot  the 


condition,  it  will  necessarily  be  attended  with  con- 
siderable danger  to  life.  One  cannot  say,  how- 
ever, that  such  operations  ought  never  to  be  at- 
tempted, as  sometimes  much  alleviation  is  the  re- 
sult. I know  no  class  of  cases  where  it  is  more 
difficult  to  decide  whether  operation  be  justifiable 
or  not. 

There  is  one  point  in  connection  with  the  op- 
erative technic  which  should  be  briefly  mentioned. 
The  typical  thyroidectomy  of  lobectomy,  consist- 
ing of  the  removal  of  one  entire  half  of  the  gland, 
gives  very  good  results  in  Graves  disease,  but  in 
the  thyrotoxic  goiter  experience  has  shown  it  to 
be  quite  an  unsatisfactory  procedure.  Recurrence 
of  symptoms  follows  frequently  and  the  one-sided 
enlargement  of  the  neck  from  hypertrophy  of  the 
remaining  half  of  the  gland  gives  a very  unsatis- 
factory cosmetic  result.  The  best  results  have 
been  secured  bj'^  resecting  in  such  a way  as  to  have 
as  nearly  as  possible  an  equal  amount  of  gland 
substance  on  each  side  of  the  neck,  and  so  placed 
that  it  drops  back  into  the  bottom  of  the  wound, 
leaving  the  top  of  the  trachea  entirely  free  of 
gland  tissue. 

From  the  study  of  these  150  cases  I think  we 
are  justified  in  concluding  that  Graves  disease 
does  not  occur  frequently  in  Western  Washington. 
In  comparison  with  the  other  varieties  of  goiter 
it  is  very  rare  and  probably  in  actual  number  of 
cases  it  is  less  frequent  than  in  most  parts  of  the 
United  States. 

This  study  has  impressed  me  with  the  clinical 
accuracy  of  Plummer’s  classification.  Certainly 
our  most  frequent  type,  the  goiter  with  secondary 
toxemia,  is  a distinct  clinical  entity  which  is  sharp- 
ly defined  from  Graves  disease.  The  line  between 
it  and  Graves  disease  is  much  more  distinct 
than  the  line  between  it  and  the  non- 
toxic goiters  which  produce  symptoms  pure- 
ly the  result  of  pressure.  Indeed  goiters 
which  are  situated  within  the  upper  thoracic  aper- 
ture may  produce  such  marked  respiratory  and 
cardiac  disturbances  that  it  is  often  difficult  to 
draw  the  line  between  pure  pressure  phenomena 
and  the  results  of  thyroid  toxemia. 

Finally,  the  writer  is  impressed  with  the  fact 
that  in  36  per  cent  of  these  cases,  over  one-third, 
there  was~a ‘distinct  Fistofy  of  symptomless  th}Toid 
enlargement*  during'  fhe  ■■  {leri’od  of  adolescence, 
which  seem  tc  ju'stlfy  the  thought  rrila.t’ there  may 
be  some  corinection  between  them  and"*  the  more 
serious  goiters  of  later 'life.  ‘ This  is  a point  which 
rr.drits  furtbeV  'investigatron. 

501!  Cobb  Bldg. 
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ORGANOTHERAPY  IN  RELATION  TO 
THE  PRACTICE  OF 
MEDICINE.* 

By  Frank  R.  Starkey,  M.  D., 

PHILADELPHIA,  PA. 

I have  been  requested  to  devote  my  remarks 
especially  to  the  subject  in  which,  you  know,  I am 
most  interested,  namely,  organotherapy.  The 
medical  profession  is  now  fully  awake  to  the  place 
the  internal  secretions  occupy  in  medicine,  using 
the  term  medicine  in  its  broadest  sense  to  include 
surgery  and  all  other  branches  of  the  healing  art. 
Today  a man  can  scarcely  practice  any  branch  of 
medicine  intelligently  without  a more  or  less  com- 
prehensive knowledge  of  these  mysterious  and  hith- 
erto much  neglected  organs  and  their  secretions. 
The  usefulness  of  the  products  of  the  glands  of 
internal  secretion  has  no  beginning  and  no  ending 
in  the  treatment  of  disease.  It  is  all-inclusive.  It 
incorporates  the  entire  realm  of  acute  and  chronic 
diseases.  But  they  must  not  be  looked  upon  as 
cure-alls  or  panaceas  or  treated  lightly,  for  in  the 
hands  of  the  ignorant  or  inexperienced  they  may 
produce  disappointing  or  even  disastrous  results. 

In  1898  I directed  the  attention  of  the  profes- 
sion to  the  intimate  relation  of  the  glands  of  inter- 
nal secretion  to  each  other  and  the  fallacy  of  using 
the  glands  of  castrated  animals  for  therapeutic 
purposes  and  in  1908  I called  attention  to  the 
special  relation  of  the  glands  of  internal  secretion 
to  nervous  diseases  particularly.  Since  that  time 
much  research  has  been  done  on  this  subject  and 
great  advances  have  been  made. 

The  surgeon,  by  proper  knowledge  of  the  inter- 
nal secretions  and  their  application  to  disturbances 
of  metabolism,  can  save  himself  much  labor  and 
prevent  many  unnecessary  and  distressing  opera- 
tions which  would  not  be  a credit  to  him  or  benefit 
to  his  patient.  It  is  quite  astonishing  the  degree 
to  which  operative  intervention  can  be  reduced 
by  the  proper  exhibition  of  organotherapy  and  in 
cases  that  must  be  operated  upon  a preliminary 
course  of  suitable  treatment  by  derivatives  of  the 
glands  of  internal  secretion  will  increase  the  vi- 
tality of  the  patient,  lessen  the  amount  of  hem- 
orrhage and  shock  and  shorten  convalescence. 
There  is  no  remedial  agent,  tfiaj  pan  compare 
with  the  preparatiprt§.  qf ‘‘^he  pi^tiren^'  ^larud  in 
the  treatment.ofi  ;sJj'vick‘. ' It  has  been  the“me?ii:I,s‘6f , 
saving  a l^il^e'. number  of  apparently  fictpeless  caSifes^.  ‘ 

The  more  the  in<ternist  studies  this  subject  the 
broader  will  he  find,  the  "field  oi.nis'efubiess, , ,He 
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must  not  only  look  for  frank  cases  of  myxedema, 
cretinism  or  infantilism,  acromegaly,  Addison’s 
disease,  etc.,  but  must  be  able  to  recognize  slight 
variations  in  the  balance  that  normally  exists  be- 
tween these  glands.  Many  obscure  conditions 
which  he  will  encounter  and  find  difficulty  in  clas- 
sifying will  come  under  the  head  of  disturbed 
equilibrium  of  the  glands  of  internal  secretion. 
They  are  the  natural  autoprotective  organs.  It 
is  upon  their  secretion  that  we  depend  to  a very 
large  degree  for  the  normal  metabolic  stability 
which  we  call  health.  They  enable  us  to  frustrate 
or  withstand  the  inroads  of  disease  and  to  thwart 
the  deadly  influences  of  microbic  infection.  In 
acute  febrile  conditions  where  suboxidation  is  con- 
spicuous, especially  in  the  typhoid  state,  organo- 
therapy will  give  splendid  results.  In  the  reduc- 
tion of  high  blood  pressure  it  will  be  much  appre- 
ciated. In  gout,  diabetes  and  other  systemic  dis- 
turbances of  metabolism  organotherapy  is  fre- 
quently useful.  Many  obscure  pains  which  are 
called  rheumatic  are  due  to  thyroid  or  pituitary- 
disturbance.  Numerous  joint  conditions,  especially 
rheumatoid  arthritis,  bear  a close  relation  to  the 
glands  of  internal  secretion,  as  we  can  demonstrate 
therapeutically.  Graves’  disease  and  Basedow’s 
disease  also  belong  to  this  sphere. 

The  pediatrist  of  all  men  should  know  the  use 
of  the  derivatives  of  the  glands  of  internal  secre- 
tion, for  in  many  conditions  of  childhood  the  only 
hope  we  can  at  present  offer  is  along  these  lines. 
In  children  who  are  backward  in  either  mental  or 
physical  development,  the  administration  of  organ- 
otherapy has  given  better  results  than  any  other 
form  or  treatment.  In  cretinism  our  most  brilliant 
results  have  been  achieved ; in  the  utterly  hope- 
less, abject  picture  of  a pot-bellied,  goggle-ey'ed, 
dribbling  idiot  brought  to  normal  by  the  adminis- 
tration of  the  derivatives  of  these  glands  of  interna! 
secretion,  especially  of  the  thyroid,  of  course.  Un- 
der the  head  of  backwardness  we  may  include  sim- 
ply delay  in  physical  development,  as  slow-  growth 
and  slow  teething  or  mental  slowness  in  develop- 
ment, arrest,  infantilism  and  idiocy.  In  all  of 
these  conditions,  dark  as  the  outlook  is  at  best,  our 
greatest  success  and  brightest  light  is  by  this  line 
of  treatment. 

The  gynecologist  can  save  himself  and  his  patient 
m.uch*  trouble  by  using  these  substances.  Amen- 
.brrhca,  menorrhagia,  dysmenorrhea  and  met- 
rd'r.fh^gia  w-ill  frequently  yield  to  this  treatment, 
evenr^yvhere  prolonged  local  treatment  or  surgery 
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have  proved  unavailing.  It  should  certainly  be 
used  in  a very  large  percentage  of  cases  before 
other  less  desirable  and  often  dangerous  methods 
are  employed. 

The  genitourinary  specialist,  if  observant,  will 
appreciate  the  intimate  relation  between  the  glands 
of  internal  secretion  and  the  organs  of  generation. 
The  influence  in  the  development  of  the  genitals 
that  is  exerted  by  the  pituitary  and  pineal  glands 
is  especially  conspicuous.  The  influence  upon  the 
genitals  of  thyroid  involvement  is  also  important 
and  the  effect  of  gonodectomy  upon  the  remaining 
glands  of  internal  secretion,  as  well  as  the  entire 
economy,  cannot  escape  his  notice.  The  prevalence 
of  impotency  among  those  suffering  from  disturb- 
ance of  these  organs  should  direct  his  attention  to 
them  in  particular  and  the  happy  results  which 
he  will  obtain  in  the  treatment  of  this  most  em- 
barrassing and  obstinate  condition  will  give  him 
much  satisfaction. 

The  obstetrician  and  his  patient  will  both  be 
greatly  gratified  by  the  intelligent  use  of  organo- 
therapy. Eclampsia  can  be  prevented,  hemorrhage 
controlled  and  in  selected  cases,  where  there  is  a 
history  of  inertia  or  a constitutional  condition 
which  would  lead  one  to  suspect  its  development, 
most  satisfying  results  are  obtained.  In  the  puer- 
peral state  infection  is  less  apt  to  occur  where 
organotherapy  is  employed  routinely  and,  when  it 
does  occur,  it  can  be  treated  with  greater  success 
by  the  aid  of  these  measures.  We  have  in  organo- 
therapy our  most  positive  galactogogue.  Many 
apparently  hopeless,  blue  babies  can  be  revived  and 
caused  to  breathe  by  the  administration  of  adrena- 
lin. The  careful  obstetrician  should  not  fail  to 
recognize  this  opportunity. 

The  ophthalmologist,  the  otologist,  the  rhinolo- 
gist  will  find  a knowledge  of  these  organs  of  great 
value.  The  ophthalmologist  who  uses  opother- 
apy in  his  obscure  cases  of  astheniopia  will  find  im- 
provement beyond  his  fondest  expectations.  The 
rhinologist  is  familiar  with  the  wonderful  influ- 
ence of  the  preparations  of  adrenalin  in  the  arrest 
of  hemorrhage  and  in  the  treatment  of  certain  in- 
flammations of  the  mucous  membrane  of  the  nasal 
passages.  The  otologist  also  finds  these  prepara- 
tions of  advantage  in  his  particular  field.  Involve- 
ment of  the  pituitary  may  also  be  responsible  for 
ocular,  nasal  or  otologic  impairment.  The  derma- 
tologist can  employ  organotherapy  advantageously, 
especially  in  the  treatment  of  psoriasis.  The  proc- 


tologist will  derive  his  best  results  when  applying 
these  substances  topically. 

The  neurologist  of  today  cannot  fail  to  appre- 
ciate the  role  the  glands  of  internal  secretion  play 
in  the  development,  course  and  treatment  of  many 
disturbances  of  the  nervous  system  both  organic 
and  functional.  Their  normal  relation  and  inter- 
action with  the  nervous  system,  both  central  and 
autonomic,  are  responsible  for  vigorous  mental 
and  physical  condition,  while  a disruption  of  this 
harmony  is  responsible  for  the  various  obscure 
conditions  which  are  so  puzzling  to  the  diagnos- 
tician and  intractable  to  treatment.  Disturbances 
of  the  autonomic  nervous  system  are  manifested 
by  pallor,  flushing,  flashes  of  heat,  sweating  of 
hands  and  feet  or  coldness  of  extremities,  blueness, 
palpitation,  bradycardia,  dyspnea  and  ephemeral 
attacks  of  profound  exhaustion.  At  puberty 
the  economy  receives  a great  shock,  due 
to  the  storm  that  usually  ushers  in  ado- 
lescence. The  strain  upon  the  nervous  system  due 
to  this  upheaval  is  enormous.  The  future  of  the 
individual  frequently  depends  upon  the  success 
with  wEich  he  or  she  is  carried  over  this  critical 
period. 

Many  of  the  psychoses  of  menstruation  and  the 
lesser  nervous  phenomena  of  this  time  are  well 
known  to  us  all  and  ~we  recognize  the  strain  that 
is  placed  upon  the  equilibrium  of  these  organs. 
The  nervous  and  mental  disturbances  of  the  cli- 
macteric have  long  been  a source  of  worriment  to 
ph^^sician  and  patient  alike.  The  psychoses  of  sen- 
ility are  again  familiar  to  us  and  all  of  these 
conditions,  possibly  with  the  addition  of  arterio- 
sclerosis, may  be  classed  among  the  intoxications. 
We  must  also  add  to  this  list  neurasthenia,  melan- 
cholia, hysteria  and  epilepsy. 

Our  outlook  on  tabes  has  been  greatly  altered 
and  we  are  now  aware  that  our  view  of  this  dis- 
ease must  not  be  restricted  to  the  picture  that  we 
see  under  the  microscope  in  a cross  section  of  the 
cord.  In  tabes,  even  in  the  presence  of  active 
syphilitic  manifestations,  most  positive  and  brilliant 
results  are  obtained  by  organotherapy.  At  least 
90  per  cent  of  all  cases  in  the  first  and  second 
stages  respond  to  a considerable  degree,  while  a 
very  large  percentage  are  freed  from  all  clinical 
manifestations  of  the  disease.  Not  only  do  their 
crises,  parasthesias  and  ataxia  disappear  but  their 
reflexes  return.  I know  of  no  other  form  of 
treatment  that  can  show  the  beneficial  results  that 
will  even  approximately  approach  those  obtained 
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by  organotherapy  and  these  benefits  are  always 
obtained  without  danger  to  the  patient.  I do  not 
wish,  however,  to  be  understood  to  attribute  anti- 
syphilitic properties  to  these  substances  but  they 
certainly  have  distinct  and  specific  action  in  these 
nervous  conditions  and  in  the  treatment  of  syph- 
ilis, when  employed  in  conjunction  with  the 
usual  antisyphilitic  remedies,  they  act  as  sensi- 
tizers and  increase  the  efficacy  of  these  antisyphi- 
litic agents. 

In  the  whole  of  medicine  there  is  no  darker 
or  more  gloomy  page  than  that  of  neurology.  The 
neurologist,  although  at  least  as  highly  equipped 
mentally  as  his  colleagues  in  other  departments  of 
medicine,  spends  most  of  his  time  in  making  intri- 
cate diagnoses  and  hopeless  prognoses  and  is  con- 
tent with  a learned  dissertation  upon  his  patient’s 
hopeless  condition  without  any  effort  to  relieve 
him.  Huxley’s  aphorism  would  be  applicable 
here,  “The  ultimate  aim  of  knowledge  is  action.” 
No  amount  of  knowledge  of  his  pathologic  con- 
dition is  nearly  as  valuable  to  the  patient  as  action 
in  treatment.  Many  times  I have  seen  learned 
men,  with  great  self  satisfaction,  make  a difficult 
diagnosis  and  feel  that  their  connection  with  the 
case  ended,  even  though  they  declared  the  condition 
beyond  relief.  I have  seen  on  numerous  occasions 
these  same  patients,  contrary  to  learned  hopeless 
prognoses,  make  a vast  improvement  or  complete 
recoverjf  under  treatment  of  less  renowned  physi- 
cians or  even  without  treatment  and  for  this  rea- 
son, as  well  as  the  extremely  close  relation  be- 
tween the  nervous  system  and  the  glands  of 
internal  secretion,  the  neurologist  must  equip  him- 
self with  information  on  this  subject. 

We  speak  of  some  of  the  nervous  diseases  as 
organic  and  some  as  functional  but  what  do  we 
mean  by  functional?  Is  it  not  simply  a makeshift 
excuse  to  hide  our  ignorance  or  can  any  rational 
physician  conceive  of  any  of  these  grave  disturb- 
ances arising  without  definite  cause?  The  fact 
that  in  our  present  state  of  imperfect  knowledge 
we  are  unable  to  recognize  or  assign  a demonstra- 
ble cause,  does  by  no  means  exclude  one.  It  may 
not  be  gross  enough  to  be  recognized  by  our  pres- 
ent crude  methods  of  research.  It  is  probably  not 
a change  in  structure  but  is  most  likely  a chemical 
derangement  and  we  must  pray  to  the  biochemist 
to  refine  his  technic  so  that  he  may  be  able  to  rec- 
ognize or  distinguish  these  changes. 

We  speak  of  hypersecretion  and  hyposecretion 
of  the  pituitary  or  thyroid  and  of  dyspituitarism 


and  dysthyroidism,  but  what  do  we  mean?  We 
mean  that  either  of  these  glands  shows  the  most 
conspicuous  involvement,  but  in  all  cases  where  the 
secretion  of  one  gland  is  disturbed,  the  harmony, 
which  goes  to  make  up  the  normal  equilibrium  of 
this  autoprotective  system,  is  broken  and  they  are 
all  invariably  involved. 

In  the  administration  of  organotherapeutic 
preparations  there  are  certain  fundamental  prin- 
ciples that  must  be  followed.  First,  the  glands 
must  be  obtained  from  intact  (uncastrated)  ani- 
mals, only.  Second,  they  must  not  be  adminis- 
tered singly,  as  is  the  custom,  for  they  are  sup- 
plied by  nature  in  group,  namely,  the  pituitary, 
thyroid,  parathyroids  and  sexual  glands.  The  ad- 
renal, while  potent  and  the  most  necessary  of  any 
of  the  glands  of  internal  secretion  because  without 
it  life  is  impossible,  need  not  be  employed  in  rou- 
tine organotherapy  because  of  its  ephemeral  action 
and  because  it  is  under  the  control  of  the  pituitary 
which  amply  takes  its  place  in  ordinary  therapy. 
Third,  they  should  not  be  administered  by  mouth, 
as  is  the  custom,  because  they  are  materially  al- 
tered during  the  process  of  digestion.  This  can 
be  obviated  very  nicely  by  intramuscular  adminis- 
tration. 

Although  I have  for  a number  of  years  urged 
the  necessity  of  using  glands  from  uncastrated 
animals  and  have  had  no  difficulty  in  convincing 
the  profession  of  the  irrationality  of  using  thyroids, 
pituitaries,  etc.,  from  spayed  animals,  because  the 
change  that  takes  place  in  the  remaining  glands 
of  Internal  secretion  after  castration  is  as  great 
or  greater  than  that  which  occurs  in  the  muscles 
and  other  tissues,  it  does  not  seem  to  be  generally 
recognized  that  animals  that  are  raised  for  food 
purposes  are  spayed  in  their  early  life  expressly 
to  produce  this  alteration  in  their  tissues  and( 
therefore,  the  glandular  substances  obtained  from 
abattoirs  and  made  into  commercial  products,  as 
now  obtains,  are  highly  undesirable. 

I have  been  asked  concerning  the  dose.  To 
this  I must  say  that  the  dosage  in  every  case 
must  be  decided  upon  after  a careful  study  of  the 
requirements  of  the  particular  patient  and  cannot 
be  laid  down  by  rule  of  thumb.  Shall  we  say, 
give  so  many  grains  once,  twice  or  three  times  a 
day  of  thyroid  or  what  not?  What  grounds  have 
we  for  such  dogmatism  and  such  iron-clad  methods 
of  administration?  Frequently,  in  this  way  a 
greater  amount  is  given  at  a single  dose  than 
the  weight  of  the  gland  employed.  We  must 
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Study  our  patient  as  an  individual  human  person- 
ality and  not  as  a case.  We  must  discourage  the 
idea  that  medicine  begins  with  the  diagnosis  and 
ends  at  autopsy.  We  must  spend  less  time  on 
dead  tissues  and  dead  issues  and  more  studying 
and  healing  the  living  patient.  Our  horizon  must 
be  larger  than  the  test  tube  or  field  of  a micro- 
scope. I do  not  for  a moment  wish  to  belittle 
the  laboratory  but  the  time  has  come  when  the 
clinician  and  the  laboratorj'  worker  must  get  close 
together.  They  have  been  drifting  apart  for 
some  time  but  the  most  good  can  be  accomplished 
by  their  working  together  in  complete  harmony. 
Treat  the  being  and  not  the  disease.  Give 
him  the  smallest  amount  of  the  combined  extract 
that  will  produce  an  impression  and  be  guided 
in  your  subsequent  treatment  by  the  individual 
response.  By  following  this  plan,  not  only  will 
we  be  able  to  produce  remarkable  results  in  the 
treatment  of  disease  by  organotherapy  alone  but 
will  enhance  the  value  of  certain  other  medici- 
ments — ;the  iodids,  bromids,  salicylates  and  mer- 
cury especially  and,  in  the  treatment  of  certain 
diseases  such  as  syphilis  and  epilepsy,  when  they 
seem  to  act  as  an  amboceptor  and  to  increase 
the  potency  of  our  drugs  or  the  resistance  of  the 
individual. 

I am  asked  what  scientific  basis  I can  offer  to 
explain  the  action  of  these  substances  when  em- 
ployed according  to  my  method  and  threatened 
with  being  called  empirical.  Shall  I flinch  from 
this?  No!  The  practice  of  medicine  is  above  all 
things  an  art  and  not  a science,  and  who  shall  say 
what  subtle  changes  take  place  in  the  chemistry 
of  these  secretions  when  their  equilibrium  is  dis- 
turbed. We  have  not  gone  far  enough  to  say 
just  how  these  organs  or  their  derivatives  influence 
the  economy,  nor  would  it  avail  us  aught  if  we 
could  give  some  cold  scientific  reason. 

Northwest  Corner  Walnut  and  17th  St. 

PLASTIC  OPERATION  ON  THE  OVARY, 
WITH  A REPORT  OF  A CASE  OF 
PREGNANCY  FOLLOWING 
SUCH  OPERATION.* 

By  H.  J.  Whitacre,  B.  S.  M.  D. 

TACOMA,  WASH. 

The  question  of  plastic  conservative  surgery 
upon  the  damaged  tubes  and  ovaries  is  not  .yet 
settled,  and  the  author  wishes  to  contribute  a case 
report  and  some  rather  definite  conclusions  favor- 
ing this  practice. 

*Read  before  Pierce  County  Medical  Society,  Tacoma,  Wash,, 
April  G,  1915, 


Without  doubt  the  fibrous  and  Graafian  follicle 
cystic  lesion  is  the  one  most  frequently  encount- 
ered in  operative  work  upon  the  ovary,  and  the 
correct  management  of  this  lesion  becomes  a mat- 
ter of  great  importance.  To  the  naked  eye  ovaries 
of  this  type  are  small,  normal  in  size  or  enlarged 
to  a varying,  moderate  degree;  the  surface  is 
irregular  becau.se  of  protruding  Graafian  follicle 
cysts  of  varying  sizes,  and  white  because  of  an 
incomplete  or  general  connective-tissue  capsule ; 
the  consistency  is  firm  and  tense. 

Microscopically  such  ovaries  show  a firm,  dense, 
connective-ti.ssue  capsule  on  the  surface,  definite 
smooth  muscle,  and  connective-tissue  hyperplasia 
in  the  substance  of  the  ovary,  and  cystic  cavities  of 
varying  size.  There  are  normal  Graafian  follicles, 
some  that  are  slightly  dilated,  and  many  that  have 
dilated  to  the  degree  of  forming  the  characteristic 
cysts  of  this  lesion.  At  the  hilus  of  the  ovary 
there  are  sclerotic  arteries  and  thickened  veins, 
often  to  the  degree  of  an  angioma-like  formation. 
The  most  important  element  in  this  lesion  would 
seem  to  the  writer  to  be  the  sclerotic  connective- 
tissue  covering  on  the  surface.  Microscopic  sec- 
tions make  it  very  easy  to  understand  how  this 
connective-tissue  surface  layer  can  prevent  the 
normal  approach  of  Graafian  follicles  to  the  sur- 
face and  cause  their  development  into  retention 
cysts.  The  study  of  ovaries  of  this  type  will  fur- 
ther demonstrate  varying  amounts  of  good  ovarian. 
Graafian  follicle-bearing  tissue,  and  it  is  surprising 
to  find  how  far  the  fibrocystic  degeneration  may  go 
without  destroying  all  ovarian  tissue. 

Many  operators  believe  that  all  cystic  ovaries 
should  be  completely  removed  and  make  this  their 
routine  practice,  but  the  author  is  convinced  that 
the  remnant  of  ovarian  tissue  which  is  found  in 
all  cases  is  sufficient  to  perform,  in  some  degree, 
the  function  of  internal  secretion,  and  tlie  case 
herewith  reported  will  show  that  such  remnant  is 
capable  of  supplying  fertile  ova.  For  many  years 
I have  practised  conservative  ovariotomy  in  this 
type  of  cases  with  most  gratifying  results,  even  in 
those  which  show  a most  advanced  degeneration. 
The  functional  results  are  good,  very  few  have 
had  to  have  a second  operation  and  some  have 
become  pregnant. 

The  operation  performed  is  to  remove  a 
V-shaped  piece  of  tissue  by  incisions  extending  from 
end  to  end  of  the  ovary,  the  open  end  of  the  v in- 
cluding most  of  one  end  (usually  the  outer). 
Cysts  in  the  remaining  tissue  and  connective- 


20 


HYSTEROTOMY MINGUS. 


Vol.  XV.  No.  1. 


tissue  plaques  on  the  surface  are  now  removed 
and  a 00  continuous,  catgut  suture  is  used  to  suture 
each  cut  edge  to  the  bottom  of  the  incision.  This 
method  of  suture  infolds  the  cut  edges  so  that  only 
peritoneal  surface  is  exposed.  There  is  no  chance 
for  capsule  tension,  and  the  final  appearance  is 
much  like  a pocketbook  roll. 

The  following  report  of  a case,  referred  to  me 
by  Dr.  Edwin  Janes  for  operative  treatment,  pre- 
sents the  most  favorable  results  that  we  can  hope 
to  attain  by  conservative  ovariotomy. 

Mrs  C.,  age  35,  married,  has  never  been 
strong,  has  suffered  from  menstrual  pain,  pain  in 
back,  and  nervousness  for  a long  time.  During  the 
past  few  years  she  has  been  practically  an  invalid, 
has  never  been  pregnant,  in  spite  of  the  fact  that 
she  has  used  no  means  to  prevent  it,  and  has  been 
very  anxious  to  have  a child. 

Physical  examination  shows  an  extensive  retro- 
version of  the  uterus,  prolapsed,  sensitive  and  en- 
larged ovaries.  Operation  shows  the  pelvis  to  be 
deep  down  in  Douglas  cul  de  sac.  Both  ovaries 
were  twice  their  normal  size  and  seemed  to  be  com- 
pletely replaced  by  Graafian  follicle  cysts.  The 
general  surface  of  each  was  covered  by  a dense 
connective-tissue  capsule.  The  tubes  were  normal. 
The  round  ligaments  were  shortened  by  the  Mont- 
gomery-Gilliam  operation,  and  the  ovaries  were  re- 
paired by  the  method  that  has  been  described 
above.  Both  organs  were  so  much  damaged  by 
the  cystic  degeneration  that  there  seemed  to  be  very 
little  ovarian  tissue,  yet  the  fragments  were  left. 
This  patient  made  a good  operative  recovery,  her 
pelvic  symptoms  disappeared  gradually,  her  gen- 
eral health  became  good,  and  she  became  pregnant 
about  one  year  after  operation.  At  the  date  of  this 
report  she  is  the  happy  mother  of  a healthy  four 
months  old  girl  and  the  family  is  overjoyed. 

My  personal  experience  includes  one  other  pa- 
tient in  whom  I know  that  pregnancy  followed 
soon  after  conservative  overiotomy,  but  follow-up 
letters  have  never  been  sent  to  this  rather  large 
group  of  cases,  and  I do  not  know  the  frequency 
of  this  happy  result  in  my  series. 


CLINICAL  REPORT. 

HYSTEROTOMY  FOR  REMOVAL  OF  PLACENTA 
By  EvKiiKTT  Mixers.  M.  D. 

JIAUSHFIKI.I),  OliE. 

Hysterotomy  for  the  removal  of  an  after-birth 
must  be  a very  uncommon  procedure,  since  I can 
find  no  reference  to  it  in  literature,  although  my 
available  sources  of  information  may  be  too 
limited.  Aside  from  the  rarity  of  the  case  I am 
about  to  recite,  it  presents  one  main  point  of  inter- 
est, the  symptom  that  characterizes  total  adhesion 
of  the  placenta  to  the  uterine  wall. 

May  2,  1911,  Mrs.  B.,  age  29.  Personal  and  family 
history  good.  Pregnant  for  the  first  time  with 
no  unfavorable  symptoms.  At  tbe  eighth  month 
she  was  badly  frightened,  which  was  followed  by 


the  appearance  of  amniotic  fluid.  A few  hours 
thereafter  labor  began  and  pursued  a normal 
course  until  the  third  stage.  The  following  condi- 
tion was  then  noted.  Hemorrhage,  partially  ad- 
herent placenta  and  contraction  ring  at  internal  os. 
Patient  was  given  an  anesthetic,  hand  introduced 
into  uterine  cavity  and  placenta  peeled  off.  May 
7 she  developed  temperature  of  101°.  She  was 
given  an  intrauterine  irrigation  and  temperature 
fell  to  normal.  May  24  sudden  hemorrhage  de- 
veloped; packed.  May  27  moderate  hemorrhage 
still  continues.  Curet  brought  away  several  pieces 
of  deciduous  tissue.  Following  this  patient  made 
a favorable  recovery. 

In  Jan.,  1915,  she  again  became  pregnant.  In 
March  she  had  some  uterine  hemorrhage  and 
feared  abortion  but  pregnancy  continued  with  no 
special  symptoms.  On  Oct.  11  labor  pains  began 
about  4 P.  M.  and  the  child  was  born  in  eight 
hours,  labor  being  moderate,  cord  cut  between 
double  ligatures.  Child  well  developed  and  normal. 
Uterus  firm  with  entire  absence  of  any  hemorrhage 
There  were  no  lacerations. 

At  the  expiration  of  fifteen  minutes  the  uterus 
was  manipulated  to  secure  contractions  for  the 
placenta;  no  response  was  obtained  but  uterus 
was  firm.  At  the  end  of  half  an  hour  another 
effort  was  made  to  obtain  expulsion  of  the  after- 
birth with  no  results.  Uterus  was  lying  on  the 
right  side  and  oblong  in  shape.  Crede  method  was 
then  employed  and  patient  was  requested  to  aid 
with  voluntary  muscles.  Under  this  manipulation 
uterus  would  become  firmer  but  there  were  no 
decisive  contractions.  No  blood  whatever  appeared 
at  the  vulvar  opening.  These  efforts  were  con- 
• tinned  for  two  hours  with  no  progress.  Examina- 
tion of  the  parturient  canal  was  then  made.  No 
part  of  the  placenta  was  in  the  lower  uterine 
segment  which  was  well  closed  down. 

Patient  was  permitted  to  rest  for  eight  hours. 
Crede  method  was  again  tried  with  no  results. 
She  was  then  given  ether  anesthesia  and  operator’s 
hand  introduced  into  the  vagina.  The  lower  uterine 
segment  was  so  firmly  contracted  that  it  was  im- 
possible to  introduce  the  hand  into  the  main  cavity 
of  the  uterus  but  the  margin  of  the  placenta  could 
be  felt.  There  was  an  entire  absence  of  any 
hemorrhage.  Patient’s  condition  good.  The  cervical 
canal  was  tightly  packed  with  gauze  which  was 
allowed  to  remain  twenty-four  hours.  This  pro- 
duced no  uterine  contractions.  There  was  no 
blood  on  the  packing  when  it  was  removed  except 
that  which  came  from  the  walls  of  the  cervix. 
There  was  no  perceptible  change  of  the  position 
of  the  placenta. 

The  child  was  born  on  Tuesday  morning;  on 
Friday  the  patient  was  taken  to  the  hospital  and 
that  evening  she  was  given  ether  anesthesia. 
Another  effort  was  made  to  reach  the  after  birth. 
The  lower  uterine  segment  was  well  contracted  and 
it  was  difficult  to  reach  the  placenta  on  account 
of  the  rigidity  of  this  portion  of  the  uterus.  The 
placenta  was  found  densely  adherent  to  the  uterus, 
no  separation  whatever  having  occurred.  A small 
portion  of  the  placenta  was  finally  separated  but 
no  further  progress  seemed  possible.  Whole  hand 
could  not  be  introduced  into  cavity  on  account  of 
the  dense  and  firmly  contracted  condition  of  the 
lower  uterine  segment.  She  was  packed  with 
gauze  and  prepared  for  abdominal  hysterotomy. 

When  the  abdomen  was  opened  we  found  a 
uterhs  unicornis  of  the  right  side,  with  the 
placenta  situated  in  the  upper  portion.  The  organ 
was  opened  and  the  placenta  shelled  out.  It  was 
completely  adherent.  The  only  separation  was  at 
the  lower  margin  which  was  caused  by  previous 
efforts  at  extraction.  The  upper  part  of  the  uterus 
was  very  thin  and  was  no  match  for  the  dense 
lower  segment.  The  placenta  was  in  reality  bot- 
tled up  with  no  chance  of  detachment  or  escape. 
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VOLUME  XV. 

The  readers  of  this  issue  will  naturally  inquire 
why  this  volume  of  Northwest  Medicine  for 
1916  should  be  numbered  XV,  and  hence  the 
following  explanation.  The  publication  of  this 
journal  began  in  1903,  appearing  with  a small 
page  with  a single  column.  In  this  form  it  was 
published  for  seven  years,  until  1909,  the  volume 
for  the  first  seven  months  of  that  year  being  num- 
bered VII.  Then  the  state  associations  of  Ore- 
gon, Washington  and  Idaho  adopted  this  as  their 
tristate  official  journal  and  it  was  enlarged  to  its 
present  form.  The  remaining  five  months  for 
1909  were  grouped  together  as  Vol.  I (new  se- 
ries), and  accordingly  the  issues  for  1915  consti- 
tuted Vol.  VII  (new  series).  Hence,  during  the 
thirteen  years  of  the  journal’s  existence  fourteen 
volumes  have  been  published.  The  journal  man- 
agement, after  due  consideration,  has  concluded 
that,  beginning  with  1916,  the  numbering  of  the 
volumes  shall  continue  with  XV,  in  order  that 
the  previous  fourteen  volumes  may  be  duly  recog- 
nized. The  fact  that  the  second  seven  volumes 
were  designated  “new  series”  will  serve  as  an 
indication  of  the  existence  of  the  first  series  of 
seven  volumes. 


THE  NORTHWEST  AS  A HEALTH 
RESORT. 

The  recent  publication  by  the  Census  Bureau 
of  the  death  rates  of  the  registration  area  of  the 
United  States  in  1914  presents  some  figures  very 
interesting  and  gratifying  to  residents  of  the  Pacific 
Northwest.  For  some  reason  the  death  rate  per 
1000  population  for  Washington  was  not  com- 
puted for  1914.  For  1912  and  1913,  however,  the 
rates  were  respectively  7.9  and  8.5,  the  nearest 
approach  to  these  being  9.8  for  Kansas  in  1914  and 
9.5  for  Minnesota  in  1912.  It  is  interesting  to 
observe  that  the  rate  for  California  for  1914, 
Washington’s  nearest  neighbor  in  the  registration 
area,  is  13.6.  The  death  rate  per  thousand  is 


given  for  all  cities  with  a population  of  100,000 
or  over  in  1910.  The  large  cities  of  Washington 
and  Oregon  continue  to  present  the  lowest  rates. 
Those  for  Seattle  and  Spokane  were  not  computed 
for  1914,  but  in  1913  they  were  respectively  8.4 
and  8.9,  with  Portland  9.1  for  1914.  It  is  re- 
ported that  the  rate  for  Seattle,  as  computed  by  its 
City  Health  Department  for  1915  will  be  7.4, 
the  lowest  on  record.  The  city  with  the  next  near- 
est rate  to  these  cities  for  1914  is  St.  Paul  with 
11.4.  The  accuracy  of  these  extremely  low  death 
rates  was  questioned  a few  years  ago  but  were 
later  verified  by  the  Census  Bureau  and  their  offi- 
cial publication  followed. 

Several  explanations  have  been  offered  for  the 
apparently  superior  healthfulness  of  these  North- 
west cities.  It  has  been  attributed  to  pure  water, 
efficient  drainage  systems,  successful  work  accom- 
plished by  their  health  departments,  youth  of  the 
population  and  other  causes.  All  these  factors 
doubtless  have  their  part  in  helping  to  produce 
these  results  but  other  cities  will  probably  question 
their  superiority  along  these  lines.  After  viewing 
the  matter  from  many  standpoints  one  cannot  es- 
cape the  conviction  that  climate  is  a most  potent 
factor  in  attaining  this  enviable  condition  of  health- 
fulness. Cool  summers,  warm  winters,  moist  at- 
mosphere with  freedom  from  germ-bearing  dust 
are  among  the  most  important  agents  to  produce 
this  most  healthful  climate  in  our  land.  The 
small  number  of  gastrointestinal  cases  among  chil- 
dren is  most  marked.  The  equable,  moist  atmos- 
phere is  very  favorable  for  the  improvement  of 
tuberculosis,  while  the  usually  mild  winters  pro- 
duce a comparatively  small  amount  of  acute  pul- 
monary disorders.  While  many  cities  in  different 
sections  of  our  country  have  been  wildly  adver- 
tised on  account  of  their  healthful  and  salubrious 
surroundings,  the  Pacific  Northwest  has  been  com- 
paratively modest  in  proclaiming  its  advantages  in 
these  respects.  The  time  is  probably  not  far  dis- 
tant, however,  when  its  health-giving  qualities 
will  become  well  known  throughout  our  land. 

BEWARE  THE  MEDICAL  FORGER. 

A request  has  come  to  us  from  Pinkerton’s  De- 
tective Agency  that  we  call  attention  of  the  medical 
profession  of  the  Northwest  to  an  elusive  forger 
who  for  some  time  has  been  robbing  physicians  and 
dentists  of  the  country.  His  sojourn  in  any  one 
city  has  been  limited  to  a short  period,  while  his 
next  appearance  may  be  in  a far  distant  state.  His 
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method  is  to  secure  the  signature  of  a physician  or 
dentist.  He  then  forges  a check  on  his  victim’s 
bank  which  is  made  payable  to  himself  and  en- 
dorsed by  his  victim’s  own  signature.  As  the  check 
is  always  presented  soon  after  the  first  of  the 
month  it  is  generally  not  detected  for  several 
weeks  when  the  checks  are  returned.  In  the  mean- 
time he  has  left  for  new  fields.  This  method 
explains  why  he  has  not  yet  been  apprehended. 
The  description  given  is  of  a man  about  40  years 
of  age,  5 ft.  6 in.  in  height,  140  lbs.,  medium  build, 
fair  complexion,  smooth  shaven,  small  pointed  fea- 
tures. He  operated  in  both  Spokane  and  Seattle 
in  September,  later  appearing  in  Portland.  It  is 
possible  he  may  revisit  these  fields  in  the  future. 


OUR  UTAH  STAFF. 

For  the  past  five  years  Northwest  Medicine 
has  served  as  the  official  journal  of  the  Utah 
State  Medical  Association.  Although  the  mutual 
relations  have  been  pleasing  and  satisfactory,  this 
association  has  not  had  the  same  editorial  repre- 
sentation which  has  been  accorded  to  the  other 
three  which  it  has  likewise  represented.  This 
inequality  has  now  been  removed  by  the  appoint- 
ment by  the  Utah  Association  of  Drs.  Walter  E. 
Whalen  of  Ogden,  and  Daniel  H.  Calder  of 
Provo,  who  have  been  added  to  our  staff  of  asso- 
ciate editors.  Matters  of  particular  interest  to 
the  Utah  profession  which  it  is  desirable  to  pre- 
sent editorially  can  be  referred  to  those  editors, 
as  well  as  any  other  items  of  interest  which  it 
is  desired  to  have  appear  in  the  journal. 


THE  ANNUAL  ROSTER. 

Previous  to  three  years  ago  it  was  our  custom  to 
publish  in  our  January  issue  a roster  of  the  mem- 
bers of  the  four  state  associations  represented  by 
this  journal.  After  this  publication  was  suspend- 
ed we  received  inquiries  from  various  sources  as  to 
why  it  had  been  discontinued  and  expressing  pleas- 
ure in  the  presentation  of  these  lists  to  our  readers. 
In  view  of  the  interest  thus  displa5'ed,  the  publica- 
tion of  the  roster  has  been  resumed.  The  lists 
are  complete  to  the  first  of  the  year,  according  to 
reports  received  from  the  different  state  secre- 
taries. If  omissions  or  errors  have  occurred  they 
should  be  reported  to  the  officials  of  each  state 
association. 


MEDICAL  NOTES 

OREGON. 

State  Board  of  Health.  At  the  annual  meeting 
of  the  Oregon  State  Board  of  Health,  the  following 
officers  were  elected  for  the  ensuing  year:  Presi- 
dent, Dr.  W.  B.  Morse,  of  Salem;  Vice-President, 
Dr.  A.  C.  Seeley,  of  Roseburg;  Secretary,  Dr.  D.  M. 
Roeburg,  of  Portland.  The  action  of  the  State 
Beard  of  Health,  of  California,  in  urging  the  Gov- 
ernment to  establish  a leprosarium,  was  endorsed. 

Surgeon  in  Belgium.  Word  has  been  received  of 
the  appointment  of  Di’.  E.  V.  Morrow,  of  Portland, 
as  chief  surgeon  and  director  of  all  the  Red  Cross 
Hospital  units  in  Belgium. 

Dogs  Quarantined.  The  State  Board  of  Health 
has  placed  a quarantine  on  all  dogs  in  Modoc 
County,  on  account  of  the  fact  that  numerous  re- 
ports have  been  received  of  rabid  coyotes  in  that 
district.  The  quarantine  is  to  the  effect  that  all 
dogs  must  be  either  confined  or  muzzled  until  such 
time  as  rabies  has  ceased  to  be  a menace. 

Epidemic  of  Trichinosis.  The  Italian  colony  in 
Portland  has  had  a rather  serious  epidemic  of 
trichinosis,  five  deaths  having  occurred  out  of  a 
total  of  some  fifteen  cases.  There  is  no  danger  of 
spreading  the  disease  as  the  Health  Department 
has  taken  prompt  action  in  locating  and  suppress- 
ing the  infected  pork.  Also  notices  concerning  the 
nature  of  the  infection  and  methods  of  prevention 
have  been  scattered  broadcast  in  the  district  af- 
fected. 

A New  Hospital  will  be  erected  in  Burns,  to  re- 
place the  structure  recently  destroyed  by  fire. 

Dr.  A.  W.  Swedenburg,  of  Ashland,  has  left  for 
Chicago,  his  place  being  taken  by  Dr.  E.  A.  Woods, 
formerly  of  Rogue  River. 

Dr.  F.  E.  Boyden  who  has  been  in  the  East  for 
the  past  two  months  has  returned  to  Pendleton. 

Dr.  W.  W.  Allen  has  been  elected  mayor  of  Jeffer- 
son. 


WASHINGTON. 

Another  Tuberculosis  Sanatorium.  The  County 
Commissioners  of  Snohomish  County  have  con- 
tracted for  twenty  acres  of  land  near  Snohomish, 
upon  which  to  erect  a County  Tuberculosis  Sana- 
torium. The  site  is  near  Blackman’s  Lake,  over- 
looking the  Pilchuck  River  and  was  selected  by  a 
committee  composed  of  Dr.  T.  D.  Tuttle,  Miss 
Kelly,  Dr.  F.  R.  Hedges  and  Mrs.  M.  S.  McCready. 

North  Pacific  Surgical  Association.  At  the  an- 
nual meeting  of  the  association,  held  last  month  at 
Spokane,  the  following  officers  were  elected  for 
the  ensuing  year:  President,  Dr.  J.  R.  Yocom,  of 

Tacoma;  Vice-Presidents,  Dr.  G.  S.  Gordon,  of  Van- 
couver, and  G.  L.  Whiteside,  of  Victoria;  Secretary- 
Treasurer,  Dr.  E.  H.  Rich,  of  Tacoma;  Recorder, 
D.  M.  G.  Sturgis,  of  Seattle,  and  Counsellor,  Dr. 
R.  E.  McKechnie,  of  Vancouver. 

Public  Health  Nursing.  At  the  last  meeting  of 
the  Washington  State  Organization  for  Public 
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Health  Nursing,  the  following  officers  were  elected 
for  the  ensuing  year:  President,  Mrs.  E.  J.  Davies, 

of  Mt.  Vernon;  Vice-President,  Miss  Anna  Moore, 
of  Seattle;  Secretary,  Miss  Isabelle  Kelly,  of 
Everett;  Treasurer,  Miss  Anabelle  Lee,  of  Everett. 
Trustees,  Mrs.  Elizabeth  Soule,  Miss  Bessie  Mur- 
phy, Miss  H.  Pierce,  of  Seattle,  and  Mrs.  A.  W. 
Bagley,  of  Tacoma. 

Drug-producing  Plants.  It  is  interesting  to  note 
that  a large  number  of  drug-producing  plants  are 
grown  in  Washington.  In  Grays  Harbor  County 
enough  fox  glove  seed  will  be  harvested  this  spring 
to  give  a considerable  amount  of  digitalis.  Also 
from  the  same  district  enough  cascara  bark  and 
spruce  cones  are  shipped  to  provide  profitable  em- 
ployment for  many  of  the  school  boys  and  girls. 

Yakima  County  Physician.  Dr.  Richard  Connell 
has  been  appointed  County  physician  of  Yakima  to 
succeed  Dr.  G.  M.  Brandt.  The  appointment  is  for 
an  indefinite  term  and  may  be  terminated  at  any 
time  if  the  service  rendered  is  not  considered  satis- 
factory. Also  Dr.  Connell  will  receive  $75  a month 
instead  of  $50,  with  an  additional  allowance  of  $40 
for  office  rent  which  was  received  by  Dr.  Brandt. 

New  Private  Sanatorium.  Dr.  J.  M.  Semple,  of 
Spokane,  will  build  a private  sanatorium  for  the 
treatment  of  nervous  and  mental  diseases  at  Pasa- 
dena, just  outside  of  the  city.  The  institution  will 
be  built  on  a cottage  plan  and  construction  will  be 
begun  early  in  the  spring. 

Automobile  Accident.  Dr.  W.  N.  Carsner,  of 
Puyallup,  sustained  a cut  lip  and  fractured  rib 
when  his  auto  skidded  and  struck  a street  car  in 
Tacoma,  on  Thanksgiving  day. 

Dr.  E.  A.  Lupton,  of  Camas,  has  left  for  the  East 
and  has  sold  his  practice  to  Dr.  W.  B.  McMakin, 
formerly  of  Washougal. 

Dr.  P.  R.  Brenton,  formerly  of  Tacoma,  has  lo- 
cated in  Enumclaw. 

Medical  Wedding.  Dr.  J.  B.  Stanley,  of  Roches- 
ter, and  Mrs.  Della  Tillotson,  Portland,  were  mar- 
ried in  Portland,  December  15th. 


IDAHO. 

Medical  Office  Building.  Several  of  the  physicians 
of  Lewiston  have  united  for  the  purpose  of  erect- 
ing a building  especially  designed  for  the  practice 
of  medicine  and  surgery.  The  building  is  to  cover 
an  area  of  50x90  feet  and  will  cost  approximately 
$40,000. 

A New  Hospital.  A permit  has  been  issued  to 
Dr.  E.  L.  White,  of  Lewiston,  for  the  erection  of  a 
tv/o-story  brick  hospital,  to  cost  $10,000. 

Dr.  J.  S.  Miller,  of  Caldwell,  who  has  been  doing 
postgraduate  work  in  California  for  some  time,  has 
returned. 


OBITUARIES. 

Dr.  C.  P.  Devore  died  at  Drain,  Ore.,  Nov.  19, 
from  disease  of  the  heart.  He  was  77  years  of  age 
and  had  resided  in  Drain  for  nine  years.  Before 
locating  there  he  practised  a number  of  years  in 


California.  Although  not  in  active  practice  for  a 
number  of  years  he  took  an  interest  in  local  af- 
fairs, and  was  held  in  high  esteem  by  his  fellow 
citizens. 

Dr.  C.  A.  Holzer  died  at  Uniontown,  Wash.,  Nov. 
19.  He  was  born  in  Austria  in  1848.  He  studied 
at  Munich,  Vienna  and  Strassburg.  After  coming 
to  this  country  he  practised  at  Leavenworth, 
Kansas,  for  five  years  and  settled  at  Uniontown  in 
1890.  He  was  councilman  for  several  times  and 
served  one  term  as  mayor. 

Dr.  B.  F.  Hart  died  at  Seattle,  Wash.,  Dec.  9,  as 
a result  of  an  attack  of  cerebral  hemorrhage.  He 
was  born  in  Kentucky  in  1830.  He  practised  in 
that  state  and  in  Missouri  for  many  years.  He 
came  to  Seattle  fifteen  years  ago,  but  never  prac- 
tised in  that  city. 


REPORTS  OF  SOCIETY  MEETINGS 

OREGON. 

PORTLAND  CITY  AND  COUNTY  MEDICAL 
SOCIETY. 

Pres.,  K.  A.  J.  Mackenzie;  Sec.,  G.  S.  Whiteside. 

The  first  semi-monthly  meeting  of  Portland  City 
and  County  Medical  Society  was  held  in  the  Ger- 
man House,  Dec.  1,  1915,  at  8 o’clock.  Meeting 
called  to  order  by  Dr.  E.  A.  Pierce  in  the  chair.  Dr. 
Mackenzie  arriving  shortly.  Seventy-five  members 
piesent.  Minutes  from  the  last  meeting  read  and 
accepted. 

On  motion  of  Dr.  J.  C.  O’Day  it  was  voted  that 
the  matter  of  the  annual  meeting  and  election  of 
officers  be  left  to  the  council. 

Pathologic  Specimens. 

Dr.  E.  Rockey  exhibited  two  interesting  speci- 
mens: (1)  Hydatidiform  mole  and  placenta  retained 
six  months  following  labor.  There  was  no  lacta- 
tion. Upon  removal  of  these  products  the  lactation 
began.  (2)  Large  aneurysm  of  the  transverse 
aorta,  rupture  taking  place  suddenly.  The  symp- 
toms were  not  marked.  X-ray  plates  were  shown. 

In  discussion  Dr.  R.  L.  Benson  said  most  of  these 
cases  were  potentially  malignant.  In  women  of 
middle  age  consider  eradication  of  the  uterus. 

Dr.  O’Day  asked  the  relation  of  syphilis  to  these 
cases. 

Dr.  Knox  stated  that  the  one  definite  symptom 
of  aneurysm,  a definite  expansile  pulsating  tumor, 
was  not  present  in  this  case. 

Paper. 

The  Importance  of  Recognizing  Type  in  Treat- 
ment of  Disease.  By  Dr.  Leo  Ricen.  He  considers 
four  types — the  digestive,  respiratory,  mental  and 
muscular.  In  consideration  of  these  the  face  is  di- 
vided into  three  zones,  the  upper  or  cerebral  being 
divided  from  the  respiratory  zone  by  a line  through 
the  upper  portion  of  the  orbit,  and  the  digestive 
zone  being  divided  from  the  respiratory  by  a line 
horizontal  through  the  lower  portion  of  the  nose. 
The  muscular  type  are  those  cases  in  which  the 
three  zones  are  about  equally  divided.  There  may 
be  combinations  of  these.  Each  type  was  de- 


24 


SOCIETY  MEETINGS. 


Vol.  XV.  No.  1. 


scribed  in  detail  with  its  anatomic  characteristics. 

He  spoke  of  the  importance  of  this  study  in  the 
education  of  children  and  the  error  of  educating 
them  en  masse  as  it  has  been  proven  that  about 
one-third  are  normal,  one-third  above  and  one-third 
below  normal  mentally. 

In  discussion  Prof.  DeBusk,  of  the  University  of 
Oregon,  spoke  of  the  measurements  and  other  in- 
vestigations that  have  been  done  along  this  line. 
He  said  children  of  muscular  type  have  less  mental 
development  than  others  and  the  intelligence  of 
children  depends  upon  their  relative  maturity  as 
they  vary  in  their  vital  indices. 

Dr.  Else  reiterated  the  necessity  of  studying  type 
in  the  treatment  of  patients. 

Dr.  R.  G.  Hall  impressed  the  importance  of  fur- 
ther study  of  these  matters,  especially  of  noting  the 
types  in  children  and  establishing  their  education 
accordingly. 

Dr.  R.  B.  Dillehunt  believes  posture  is  more  im- 
portant. He  spoke  of  the  uselessness  of  fattening 
to  overcome  ptosis,  maintaining  that  the  viscera 
are  held  in  place  by  intraabdominal  pressure.  He 
thinks  the  present  system  of  education  goes  into 
the  useful  too  early  and  neglects  the  literature 
and  arts. 

Dr.  Baar  says  Dr.  Ricen  forgets  psychology, 
many  being  cured  by  it  and  not  by  operation  or 
fattening.  He  believes  morphology  is  not  as  im- 
portant as  Dr.  Ricen  says. 

Dr.  Ricen  in  closing  spoke  of  the  important  fact 
that  fattening  would  apply  only  to  those  of  the 
digestive  type.  He  says  in  other  types  the  as- 
thenia should  be  cured  and  when  this  is  done  the 
symptoms  of  ptosis  are  removed. 

Dr.  Else  reports  a case  of  double  parotitis  fol- 
lowing appendicitis.  When  neglected  it  may  form 
one  large  abscess  or  rupture  into  the  middle  ear. 
Dr.  Ricen  made  cultures  in  this  case  and  found 
mixed  infection  with  colon  bacilli  in  the  appendix 
while  in  the  parotid  was  mixed  infection  without 
the  colon  bacilli. 

Dr.  Norden  brought  up  the  subject  of  charity 
clinics  which  have  been  considered  for  the  month 
of  December  and  wanted  to  know  the  attitude  of 
the  society  on  the  subject.  Dr.  Dillehunt  moved 
that  all  charity  patients  should  be  referred  to  the 
institutions  that  take  care  of  these  cases,  the  Free 
Dispensary  of  the  Medical  College,  the  Neighbor- 
hood House,  the  city  and  county  physicians. 


The  annual  meeting  was  held  in  the  German 
House,  Wednesday  evening,  Dec.  15,  followed  by 
a supper  at  the  Hotel  Multnomah. 

Sixty-eight  members  present  at  the  meeting — 
only  28  at  the  supper.  Minutes  of  the  last  meeting 
read  and  accepted.  Report  of  secretary,  treasurer 
and  librarian  read  and  approved,  also  nominating 
report  read. 

Election  of  officers  as  follows;  President,  G. 
S.  Whiteside;  Vice-President,  A.  W.  Baird;  Secre- 
tary, J.  G.  Strohm;  Treasurer,  K.  C.  Manion. 


Councillors — Paul  Rockey,  Wm.  S.  Knox,  J.  M. 
Short,  F.  A.  Kiehle. 

State  Delegates — E.  F.  Tucker,  C.  S.  White,  R. 
Fenton,  S.  H.  Sheldon,  E.  P.  Geary,  A.  W.  Smith, 
Leo  Ricen,  Wm.  House,  C.  D.  BoDine,  J.  C.  O’Day, 
Mary  McLaughlin,  J.  E.  Else. 


WASHINGTON. 

KING  COUNTY  MEDICAL  SOCIETY. 

Pres.,  G.  S.  Peterkin,  M.  D. ; Sec.,  A.  C.  Martin,  M.D. 

The  first  regular  semi-monthly  meeting  of  King 
County  Medical  Society  was  called  to  order  by 
the  vice-president,  at  8:20  P.  M.,  Dec.  6,  1915,  at 
232  Henry  building.  In  the  absence  of  the  secre- 
tary, Dr.  H.  D.  Dudley  was  appointed  secretary 
pro  tern.  The  minutes  of  the  last  regular  meeting 
and  a special  meeting  were  read  and  approved. 

Dr.  A.  Jeff  Nelson  exhibited  a specimen  con- 
sisting of  twenty-two  bladder  stones,  weighing  a 
total  of  four  ounces  and  forty  grains. 

Papers. 

Deep  Radiotherapy  with  the  Coolidge  Tube.  By 
Dr.  J.  H.  Snively.  He  stated  the  essentials  for 
treatment  of  deep  seated  lesions  are  very  hard 
rays  of  short  wave  lengths,  suitable  filtration 
through  aluminum  and  sole  leather,  massave 
dosage,  cross-fire  administration  and  reasonably 
long  duration  of  treatment.  He  gave  a working 
formula  which  he  considers  'represents  the  con- 
sensus of  opinion  in  regard  to  the  technic  of  the 
administration  of  radiotherapy.  He  believes  the 
use  of  deep  radiotherapy,  combined  with  other 
well  recognized  means,  will  more  than  double  the 
permanent  cures  now  shown  by  surgery  alone,  and 
at  the  same  time  greatly  decrease  the  suffering 
and  prolong  life  in  hopeless  cases. 

The  Use  of  Autoserums  in  Certain  Skin  Diseases. 
By  Dr.  F.  A.  Black.  He  described  the  conditions 
under  which  the  use  of  autosera  was  began.  He 
said  the  most  brilliant  results  were  obtained  in 
those  affections  due  to  metabolic  disturbances, 
particularly  in  the  chronic  forms  when  all  othei- 
treatment  has  failed.  He  gave  as  indications  for 
treatment  those  diseases  due  to  susceptibility  to 
chemical  substance,  those  due  to  nervous,  actinic, 
metabolic  and  toxic  origin.  He  gave  the  technic 
of  obtaining  the  serum  and  of  its  use.  This  treat- 
ment is  excellent  in  pruritic  lesions,  valuable  in 
obstinate  dermatoses,  works  best  in  conjunction 
with  local  treatment,  and  with  internal  treatment 
in  toxic  cases. 

Dr.  Lensman  asked  if  antogenous  sera  fail,  why 
not  use  homogenous  or  other  sera  as  antidlph- 
theritic  serum. 

Dr.  Jordan  stated  his  results  in  psoriasis  by 
this  treatment  had  lacked  permanency  and  he  had 
given  it  up  as  a routine.  He  admitted  the  pos- 
sibility of  the  use  of  the  serum  by  Dr.  Black’s 
technic  giving  better  results  and  called  attention 
to  the  high  expense  to  the  patient  being  an  item 
in  its  use. 

Dr.  Black  said  that  autogenous  and  homo- 
genous sera  give  equally  good  results,  but  the 


January,  1916. 


SOCIETY  MEETINGS. 


25 


best  are  obtained  in  conjunction  with  local  treat- 
ment. He  believes  it  a valuable  addition  to  the 
treatment  of  skin  diseases,  even  though  we  can 
not  insure  permanent  results  in  all  cases. 

Drs.  A.  E.  Henby  and  P.  C.  Irwin  were  elected 
to  membership. 

A letter  from  the  Seattle  Association  for  the 
Blind,  asking  aid  from  the  physicians  in  locating 
the  blind  of  this  vicinity,  was  read. 


WHATCOM  COUNTY  MEDICAL  SOCIETY. 
Pres.,  W.  C.  Keyes,  M.  D. ; Sec.,  S.  S.  Howe,  M.  D. 

At  a meeting  of  the  Whatcom  County  Medical 
Society  held  in  Bellingham,  Wash.,  Dec.  13,  the 
following  officers  were  elected  for  1916:  President, 

J.  R.  Morrison;  First  Vice-President,  G.  R.  Bice; 
Second  Vice-President,  L.  R.  Markley;  Third  Vice- 
President,  E.  S.  Clark;  Secretary,  S.  S.  Howe; 
Treasurer,  F.  J.  VanKirk;  Committee  on  Ethics. 
L.  R.  Markley  and  N.  W.  Wear;  Committee  on  En- 
quiry, S.  H.  Johnson  and  W.  H.  Axtell;  Executive 
Committee,  E.  W.  Stimpson  and  A.  M.  Smith;  Dele- 
gates to  State  Meeting,  W.  C.  Keyes  and  W.  D. 
Kirkpatrick. 

Dr.  W.  W.  Ballaine  presented  a paper  on  Rocky 
Mountain  Spotted  Fever,  in  which  he  called  atten- 
tion to  the  prevalance  of  the  disease,  contrary  to 
general  belief,  and  cited  an  undoubted  case  oc- 
curring in  Bellingham. 

On  Dec.  14,  following  a banquet  at  the  Hotel 
Leopold,  which  was  attended  by  twenty-five  mem- 
bers and  visitors.  Dr.  Wm.  House,  of  Portland  ad- 
dressed the  society  on  Cerebral  Localization,  illus- 
trating his  lecture  with  a stereopticon. 


PUGET  SOUND  ACADEMY  OF  OPHTHALMOL- 
OGY AND  OTO-LARYNGOLOGY. 

Pres.,  R.  W.  Perry,  M.  D. ; Sec.,  E.  B.  Burwell,  M.  D. 

The  November  meeting  of  the  Academy  was  held 
at  Seattle,  Wash.,  in  the  office  of  the  President. 
Dr.  Pontius,  with  Dr.  Gray  in  the  chair.  The  fol- 
lowing members  present:  Drs.  Gray,  Hemmeon, 


Cooke,  Greenstreet,  N.  P.  Wood,  Wanamaker,  Bell, 
Stillson,  Adams,  Hawley,  Swift,  Hoffman,  and  Bur- 
well.  Visitors,  Drs.  Bourns  and  Joiner. 

Dr.  Hawley  presented  a man  whose  head  had  been 
struck  by  a pile  several  months  previously.  The 
result  was  a paralysis  of  the  3rd,  6th,  7th  and  8th 
nerves,  left  side;  pupil,  dilated;  optic  nerve  showed 
atrophic  changes;  eye  rotated  in;  V.  O.  S. — fingers 
at  five  feet. 

Dr.  Stillson  presented  two  cases,  one  of  optic 
nerve  atrophy,  and  one  of  hemorrhagic  retinitis. 
This  case  had  good  vision  until  two  years  ago 
when,  after  an  operation  for  gall-stones,  blurred 
sight  was  noticed  O.  D.  Three  weeks  ago  sudden 
blurring  left  eye  with  dizziness  and  mental  con- 
fusion. The  fundus  shows  numerous  patches  of 
hemorrhage  in  the  retina,  some  new,  some  old. 
Patient’s  age,  64;  blood  pressure,  152;  second 
sound  of  heart,  rough  and  hard;  urine  negative; 
severe  tenderness  in  right  lobe  of  liver. 

Dr.  Bourns  read  an  interesting  paper  on  x-ray 
work  of  the  head,  illustrated  by  plates  showing 
various  sinus  conditions,  and  spoke  of  the  im- 
portance of  the  x-ray  as  an  aid  to  diagnosis  in  this 
class  of  cases. 

The  chair  appointed  a committee  to  make  ar- 
rangements for  a dinner  to  Dr.  Pontius,  under  the 
auspices  of  the  Academy,  before  his  departure  for 
the  war  zone. 

Dr.  Swift  moved  that  the  December  meeting  be 
devoted  to  a symposium  on  optic  nerve  atrophy. 
Carried. 

Dr.  Ballance  was  unanimously  elected  to  mem- 
bership. 

It  was  decided  that  the  article  in  the  By-Laws 
referring  to  names  of  members  on  their  windows 
referred  only  to  the  designation.  Eye,  Ear,  Nose, 
and  Throat,  and  the  name  only  on  windows  could 
be  used.  Adjournment. 

On  Dec.  11,  a dinner  was  given  under  the  auspices 
of  the  Academy  to  Dr.  Pontius  before  his  departure 
for  the  war  zone. 


Diphtheria.  In  a second  paper  on  immunization 
against  diphtheria  and  treatment  by  toxin-antitoxin, 
W.  H.  Park  and  A.  Zingher,  New  York  (Journal 
A.  M.  A.,  Dec.  25,  1915),  give  an  account  of  their 
later  observations  and  experiments  with  the  pa- 
tients treated  by  them  in  1914  and  before.  In  the 
former  article  they  give  their  conclusion  that  the 
patients  injected  with  toxin-antitoxin  could  be  di- 
vided sharply  into  two  groups:  1.  Those  who  had 

a natural  antitoxin  immunity  produced  a very  de- 
cided increase  of  antitoxin  even  after  a single  in- 
jection. These  persons,  however,  were  naturally 
immune.  2.  Those  who  have  no  natural  antitoxic 
immunity  gave  decidedly  different  results.  An 
early  response  within  four  to  six  weeks  after  the 
injection  was  noted  in  only  25  to  30  per  cent.  Among 
those  who  seemed  not  to  respond,  however,  a large 
number  gave  a fainter  Schick  reaction  than  the 
control  test  made  before  the  injections  of  toxin- 
antitoxin.  When  retested  six  to  eighteen  months 
later  a larger  proportion  gave  a negative  Schick 
reaction,  showing  that  they  had  at  last  become 
immune.  In  patients  who  had  diphtheria  some 
months  previously  it  had  been  noticed  by  the  au- 


thors that  two-thirds  of  them  still  gave  a positive 
Schick  reaction,  indicating  that  their  diphtheria 
attack  had  failed  so  far  to  immunize  them. 


Chiropractors.  T.  F.  Duhigg,  Des  Moines,  Iowa 
(Journal  A.  M.  A.,  Dec.  25,  1915),  in  view  of  the 
coming  legislative  sessions  in  which  the  chiro- 
practors will  be  apt  to  demand  recognition,  gives 
some  account  of  the  chiropractor  schools  and 
quotes  at  length  a report  of  the  Inspector  of  the 
Pennsylvania  Bureau  of  Medical  Education  and 
Licensure  on  the  three  chiropractic  colleges  of 
Davenport,  Iowa.  While  the  chiropractic  school 
is  not  recognized  in  Iowa,  and  its  practitioners  are 
subject  to  fine,  it  probably  graduates  more  of  this 
class  than  any  other  three  states.  The  Pennsyl- 
vania inspector’s  report  shows  very  fully  what  sort 
of  qualifications  the  output  of  the  Iowa  chiroprac- 
tic schools  furnish.  “It  is  sufficient  to  say  that 
the  three  schools  are  uniform  on  the  following 
points:  None  has  a library,  a hospital,  a labora- 

tory that  is  worthy  of  the  name,  postmortems  or 
capable-  teachers.”  According  to  the  report  the 
preliminary  and  graduation  requirements  cor- 
respond. 
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OFFICERS,  COMMITTEES  AND  MEMBERS  OF  THE  MEDICAL  ASSOCIATIONS  OF 

THE  PACIFIC  NORTHWEST  FOR  1916. 


OREGON. 


General  Officers:  President,  W.  Kuykendall,  Eu- 
gene; First  Vice-President,  R.  C.  Yenney,  Portland; 
Second  Vice-President,  B.  Ferrell,  Bend;  Third  Vice- 
President,  H.  J.  Clements,  Salem;  Secretary,  M.  B. 
Marcellus,  Portland;  Treasurer,  Katherine  C. 
Manion,  Portland. 

Delegate  to  A.  M.  A.,  W.  T.  Williamson,  Portland; 
Alternate,  J.  A.  Pettit,  Portland. 

Councilors:  Paul  Rockey,  Portland,  Chairman, 


terra  expires,  1917 ; M.  B.  Marcellus,  Portland,  Sec- 
retary; A.  W.  Baird,  Portland,  term  expires,  1916; 
A.  C.  Smith,  Portland,  term  expires,  1916;  C.  J, 
Smith,  Portland,  1917;  W.  T.  Williamson,  Portland, 
term  expires,  1918;  Calvin  S,  White,  Portland,  term 
expires,  1918;  J.  A Pettit,  Portland,  term  expires, 
1919;  F.  G.  Swedenhurg,  Ashland,  term  expires, 
1919;  C,  J.  McCusker,  Portland,  term  expires,  1920; 
R.  J.  Pilkington,  Astoria,  term  expires,  1920, 


MEMBERS  OF  THE  OREGON  ASSOCIATION  AND  OFFICERS  OF  THE  COMPONENT  COUNTY 

SOCIETIES. 

The  following  list  includes  the  members  of  the  county  societies  who  are  in  good  standing  in  the  State 
Medical  Association,  January  1,  1916: 


Barton,  C.  E.,  Baker. 
Blakely,  C.  L.,  Baker. 
Dodson,  C.  M.,  Baker. 


BAKER  COUNTY  MEDICAL  SOCIETY. 

President,  J.  W.  Huff;  Secretary,  C.  M.  Pearce. 

Hig-gins,  T.  J.,  Baker.  Patterson,  C.  G.,  Baker. 

Huff,  J.  W.,  Baker.  Pearce,  C.  M.,  Baker. 

Parker,  W.  L.,  Baker. 


CENTRAL  WILLAMETTE  MEDICAL  SOCIETY. 


Allen,  W.  W.,  Jefferson. 

Bartle,  P.  J.,  Eugene. 
Beardsley,  G.  S.,  Eugene. 
Beauchamp,  D.,  Eugene. 
Bennett,  E.,  Monroe. 

Booth,  J.  C.,  Lebanon. 
Bosworth,  B.  L.,  Corvallis. 
Bridgewater,  J.  E.,  Cresswell. 
Cannon,  H.  C.,  Eugene. 
Cheshire,  W.  L.,  Eugene. 
Clausius,  Sibeltz,  Ore. 

Comings,  F.  W.,  Eugene. 

Dale,  W.  H.,  Harrisburg. 
Darrow,  G.  E.,  Eugene. 

Davis,  W.  H.,  Albany. 

Day,  F.  M.,  Eugene. 

DeBar,  Geo.  O.,  Eugene. 

Ellis,  M.  H,,  Albany. 

Farra,  G.  R.,  Corvallis. 

Fowler,  Lillian,  Eugene. 
Gullion,  O.  R.,  Eugene. 


t,  W.  T.  Johnson;  Secretary,  R.  L. 
Gullion,  W.  T.,  Eugene. 

Harris,  F.  W.,  Eugene. 

Hicks,  W.  W.,  Junction. 

Howard,  Emil  B.,  Brownsville. 
Howard,  M.  G.,  Brownsville. 

Job,  B.  R.,  Cottage  Grove. 

Johnson,  W.  T.,  Corvallis. 
Kavanaugh,  H.  J.,  Pendleton. 
Kerron,  S.  M.,  Eugene. 

Kester,  Eugene,  Springfield. 

Kline,  A.  W.,  Cottage  Grove. 
Kuykendall,  J.  E.,  Eugene. 
Kuykendall,  Wm.,  Eugene. 

Loggan,  R.  O.,  Philomath. 

Loomis,  C.  E.,  Eugene. 

Marks,  E.  B.,  Eugene. 

McDougal,  L.  E.,  Eugene. 

Miller,  T.  H.,  Eugene, 

Neal,  W.  B.,  Eugene. 

Newth,  C.  H.,  Philomath. 

Ober,  Marion  H.,  Eugene. 


Bosworth. 

Patterson,  O.  E.,  Wendling. 
Pernot,  H.  S.,  Corvallis. 
Prentice,  F.  W.,  Eugene. 

Prill,  A.  G,,  Scio. 

Rebham,  W.  C.,  Springfield. 
Riggs,  G.  E.,  Albany. 

Robinson,  F.  M.,  Banks. 
Robnett,  J.  H.,  Albany. 

Ross,  A.  H.,  Lebanon. 

Ross,  C.  W.,  Lebanon. 
Rowland,  Mary,  Lebanon. 
Scaiefe,  B.  F.,  Eugene. 

Schleft,  H.  G.,  Cottage  Grove. 
Selover,  F.  E.,  Eugene. 
Southworth,  C.  W.,  Eugene. 
Spence,  H.  Y„  Eugene. 

Stuart,  Bertha,  Eugene. 

Wall,  George,  Eugene. 

Wallace,  B.  R.,  Albany. 
Wallace,  J.  P„  Albany. 
Zimmerman,  E.  L..  Eugene. 


Briscol,  L.  A.,  Seaside. 
Estes,  O.  B.,  Astoria. 
Finch,  A.  A.,  Astoria. 
Fulton,  J.  A.,  Astoria. 
Kinney,  Alfred,  Astoria. 


CLATSOP  COUNTY  MEDICAL  SOCIETY. 

President,  N.  S.  Vernon;  Secretary,  R.  J.  Pilkington. 

Kinney,  A.  M..  Astoria.  Van  Dusen,  A.,  Astoria. 

Lott,  W.  H.,  Westport.  Vernon,  Nellie  S.,  Astoria. 

Pilkington,  R.  J.,  Astoria.  Waffle,  Clara  R.,  Astoria. 

Tuttle,  Jay,  Astoria.  Waffle,  E.  B.,  Astoria. 

Van  Doren,  Frank,  Seaside. 


COOS-CURRY  COUNTIES  MEDICAL  SOCIETY. 

President,  E.  E.  Straw;  Secretary,  E.  Mingus. 

Culin,  Walter,  Coquille.  Johnson,  L.  G.,  Myrtle  Point.  Shaw,  H.  M.,  Marshfield. 

Dix,  Geo.  E.,  Marshfield.  Manzer,  T.  T.,  Kent.  Shaw,  H.  M.,  Kent. 

Houseworth,  A.  L.,  Marshfield.  Mingus,  E.,  Marshfield. 

Houston,  H.  L.,  Bandon.  Straite,  L.  K.,  Hastings,  Nebr. 


COOK  COUNTY  MEDICAL  SOCIETY. 

President.  C.  S.  Edwards;  Secretary,  J.  R.  Rosenberg. 

Belknap,  H.  P.,  Prineville.  Ferrell.  B„  Bend.  Rosenberg,  J.  R.,  Prineville. 

Coe,  U.  C„  Bend.  Fox,  T.,  Prineville.  Snook,  W.  H„  Madras. 

Edwards,  C.  A.,  Prineville.  Hosche,  J.  F.,  Redmond. 


EASTERN  OREGON  DISTRICT  MEDICAL  SOCIETY. 


Ault,  Chas.  A.,  Enterprise. 

Best,  J.  A.,  Pendleton. 

Biggers,  G.  W.,  La  Grande. 
Boyden,  F.  E.,  Pendleton. 
Boyden,  G.  L.,  Pendleton. 
Chick,  Claude  C.,  Lone. 

Chilton,  L.  W.,  Canyon  City. 
Dodson,  Z.  T.,  Cleveland,  Wash. 
Dorn,  F.  A„  Echo. 

Felt,  J.  H.,  John  Day. 

Geary,  J.  W , Burns. 

Gilliland,  J.  L.,  Pilot  Rock, 
Gregory,  V.  B.,  Wallowa. 
Griffith,  Carl,  Burns. 

Griswold,  J.  Helix. 

Hall,  M.  K„  La  Grande. 


;,  C.  M.  Pearce,  Baker;  Secretary, 
Henderson,  T.  M.,  Pendleton. 
Hocket,  G.  T.,  Enterprise. 

Holt,  R.  E.  L.,  La  Grande. 
Kirby,  E.  G.,  Elgin. 

McNary,  W.  D.,  Pendleton. 
Monkman,  B.  G.,  Hermiston. 
Myers,  J,  P.,  Union. 

Parker,  E.  O.,  Pendleton. 
Prinzing,  Jacob,  Ontario. 

Reber,  D.  N.,  Pendleton. 

Reid,  A.,  Stanfield. 

Ringo,  R.  E.  Pendleton. 

Roberts,  G.  W.,  Wallowa. 
Earazin,  J,  J..  Nyssa. 

Sharp,  S.  F.,  Athena. 

Smith,  C.  H.,  Weston. 


G.  L.  Boyden. 

Spaulding,  L.  M.,  Pilot  Rock. 
Standard,  D.  E.,  Burns. 
Standard,  S.  C.,  Huntington. 
Tamiesie,  A.  E.,  Pendleton. 
Tape,  G.  W.,  Hot  Lake. 
Taylor,  S.  D.,  Enterprise. 
Temple,  I.  U.,  Pendleton. 
Thomas,  C.  W.,  Milton. 
Turley,  M.  V.,  Pendleton. 
Vanderpool,  J.  E.,  Freewater. 
Wainscott,  C.  L.,  Hermiston. 
Wainscott,  C.  O.,  Hermiston. 
Whiting,  F.  W.,  Elgin. 
Williams,  F.  L.,  Vale. 
Winnard,  N.  E.,  Heppner. 


KLAMATH  COUNTY  MEDICAL  SOCIETY. 

President,  L.  L.  Truax;  Secretary,  F.  M.  White. 

Atkinson,  A.  A.,  Dorris,  Cal.  Harris,  J.  L.,  Bonanza.  Truax,  L.  L.,  Philadelphia,  Pa. 

Cathey,  Geo.  A„  Klamath  Falls  Hunt,  Warren  L..  Klamath  Falls.  White,  F.  M„  Klamath  Falls. 

Fisher,  C.  V„  Klamath  Falls.  Johnson,  ' E.  D.,  Klamath  Falls.  Wright,  Geo.  J„  Klamath  Falls. 

Hamilton,  R.  R.,  Klamath  Falls.  Merryman,  Geo.  H.,  Klamath  Falls. 
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MID-C0L,UMBIA  medical  SOCIETY. 
President,  J.  A.  Reuter;  Secretary,  Thompson  Coberth. 


Brown,  T.  J.,  Tygh  Valley. 
Coberth,  Thompson,  The  Dalles. 
Doane,  O.  D.,  The  Dalles. 
Dodds,  H.  C.,  Dufur. 

Elwood,  J.  L.,  Mosier. 


Huckin,  W.  H..  Nasco. 
Lowe,  J.  M.,  The  Dalles. 
Morse,  Nasco. 

Reuter,  J.  A.,  The  Dalles. 
Robinson,  David.  Mosier. 


Shannon,  H.  F.,  Tygh  Valley. 
Taylor,  M.  B.,  Grass. 

Thompson,  P.  F.  T.,  The  Dalles. 


POLK-YAMHILL-MARION  COUNTIEIS  MEDICAL  SOCIETY. 
President.  Otis  Butler;  Secretary,  H.  J,  Clements. 


Beauchamp.  H.  A.,  Stayton. 
Becker,  W.  H.,  Sherwood. 
Bellinger,  G.  C.,  Salem. 
Bollman,  L.  A.,  Dallas. 

Butler,  Otis,  Independence. 
Butler,  W.  D.,  Airlie. 

Byrd,  R.  D..  Salem. 

Byrd,  W.  H.,  Salem. 

Carey,  W.  S..  Dallas. 

Carruth,  Howard  E.,  Yamhill. 
Cartwright,  R.  C.,  Salem. 
Cashatt,  C.  E.,  Salem. 

Clay,  H.  E.,  Salem. 

Clements,  H.  J..  Salem. 

Cook,  J.  H..  McMinnville. 
Cropp,  C.  W.,  Independence. 
Ellis,  G.  V.,  Salem. 

Evans,  J.  C.,  Salem. 

Fairchild,  J.  H.,  Salem, 


F'indlay,  M.  C.,  Salem. 

Fisher,  E.  E.,  Salem. 

Fisher,  Ward,  Salem. 
Garnjobst,  G.  H.,  Salem. 
Goucher,  E.  E.,  McMinnville. 
Griffith,  L.  F.,  Salem. 
Hellwarth,  W.  H.,  Falls  City. 
Hewett,  L.  L.,  independence. 
Kleinsorge,  R.  E,,  Silverton. 
Lewis,  F.  D.,  Silverton. 

Loar,  P.  A.,  Silverton. 
Massey,  G.  A.,  Turner. 
Matthis,  C.  R.,  Amity. 
Matthis,  J.  O.,  Monmouth. 
McCallom,  B.  H.,  Dallas. 
Mclntire,  Ross,  Salem. 

Miles,  O.  B.,  Salem. 

Morse,  W.  B.,  Salem. 
Pemberton,  J.  R.,  Salem. 


Ransom,  C.  L.,  Mill  City. 
Robertson,  C.  H.,  Salem. 
Reitzer,  M.  E.,  Dayton. 

Smith,  F.  E.,  Portland. 

Smith,  J.  N.,  Salem. 

Smith,  W.  C.,  Salem. 

Smith,  W.  Tyler,  Sheridan. 
Staats,  V.  C.,  Dallas. 
Starbuck,  A.  B.,  Dallas. 
Steeves,  R.  E.  L.,  Salem. 
Steiner,  R.  E.  L.,  Salem. 
Thompson,  F.  H.,  Salem. 

Van  Winkle,  J.  O.,  Salem. 
Weaver,  S.  W.,  Hubbard. 
Webb,  J.  E.,  Mt.  Angel. 
Williams,  Chas.,  McMinnville. 
Wlslienus,  Gustave,  Salem. 
Wood,  J.  L.,  McMinnville. 
Wood,  R.  L.,  Amity. 


PORTLAND  CITY  AND  COUNTY  MEDICAL  SOCIETY. 


President,  Geo.  S.  Whiteside;  Secretary,  J.  G.  Strohm. 


Abele.  J.  G.,  Portland. 

Ainslie,  Geo.,  Portland. 

Adix,  H.  V.,  Portland. 

Amos,  W.  P.,  Portland. 

Akin,  O.  P.,  Portland. 
Anderson,  Eduard,  Portland. 
Anderson,  Gilbert,  Portland. 
Applewhite,  J.  A.,  Portland. 
Baar,  Gustave,  Portland. 
Babbitt,  O.  M.,  Portland. 
Bailey,  A.  B.,  Portland. 

Baird,  A.  W.,  Portland. 
Barbee,  C.  M.,  Portland. 
Batcheller,  J.  M.,  Portland. 
Benson,  Robt.  L.,  Portland. 
Berkley,  A.  L.,  Portland. 
Bettman,  A.  G.,  Portland. 
Besson,  J.  H.,  Portland. 
Biersdorf,  H.  R.,  Portland. 
Benyas,  N.  W.,  Portland. 
Bllderbach,  J.  B.,  Portland. 
Besaillion,  M.,  Portland. 
Binswanger,  O.  S.,  Portland. 
BItner,  S.  P.,  Gresham. 
Blochley,  A.  T.,  Portland. 
Bodine,  Chas.  D.,  Portland. 
Booth,  C.  L.,  Portland. 

Boyd,  W.  H.,  Portland. 

Boyer,  C.  O.,  Portland. 

Bristow,  J.  H.,  Portland. 
Brooke,  B.  R.,  Portland. 

Brooke,  P.  W.,  Portland. 
Brooke,  Lloyd  W.,  Portland. 
Brooks,  F.  M.,  Portland. 
Browning,  A.,  Portland. 

Bruere,  G.  E.,  Portland. 

Buck.  Louis,  Portland. 

Cahill,  R.  W„  Portland. 
Calbreath,  J.  P.,  Portland. 
Campbell,  W.  M.,  Portland. 
Cardwell,  Mae,  Portland. 
Carrico,  J.  H.,  Portland. 
Chalmers,  J.  M.  P..  Vancouver, 
Chamberlain,  C.  P.,  Portland. 
Chance,  A.  W.,  Portland. 
Chipman,  R.  J.,  Portland. 

Cliff,  H.  R.,  Portland. 

Coe,  H.  W.,  Portland. 

Coffeen,  F.  H.,  Portland. 
Coffey,  R.  C.,  Portland. 
Coffman,  W.  R.,  Portland. 
Coghlan,  J.  N.,  Portland. 
Connell,  E.  DeW.,  Portland. 
Coss,  W.  E.,  Vancouver,  Wash. 
Cottell,  W.  I.,  Portland. 
Cramer,  J.  H.,  Portland. 
Dammasch.  P.  H.,  Portland. 
Davis,  R.  P.,  Portland. 

Dedman,  H.  A.,  Canby. 
Dickson,  J.  P.,  Portland. 
Dillehunt,  R.  B.,  Portland. 
Donnelly,  J.  F.,  Portland. 

East,  W.  H.,  Portland. 

Ellis,  R.  H.,  Portland. 

Else,  J.  E.,  Portland. 

Equi,  Marie  D.,  Portland. 
Ettelson,  Jesse,  Portland. 


Ewin,  W.  H.,  Portland. 

Fenton,  Hick  C.,  Portland. 

Fenton,  Horace  B.,  Portland. 
Fenton,  R.  A.,  Portland. 

Firey,  F.  P.,  Portland. 
Fleckenstein,  H.  F.,  Portland. 
Fisher,  R.  S.,  Portland. 

French,  C.  G.,  Portland. 

Fox,  T.  J.,  Portland. 

Flagg,  C.  B.,  Vancouver,  Wash. 
Fried,  Marcus,  Portland. 

Frisbie,  C.  B.,  Portland. 

Geary,  E.  P.,  Portland. 

Gellert,  S.  M.,  Portland. 

Giesy,  A.  J.,  Portland. 

Grant,  Dan,  Portland. 

Green,  H.  M.,  Portland. 

Gullette,  Fred,  Portland. 

Hall,  C.  C.,  Portland. 

Hall,  Robt.  G.,  Portland. 
Hamilton,  L.  H.,  Portland. 

Hare,  W.  B.,  Portland. 

Haskins,  Howard  D.,  Portland. 
Hayes,  J.  C.,  Portland. 

Hendershot,  H.  M..  Portland. 
Henton,  G.  E.,  Portland. 
Hetslater,  Reinert,  Garden  Home. 
Hill,  C.  E.,  Portland. 

Holcomb.  Curtis.  Portland. 

Holden,  W.  B.,  Portland. 

House,  Wm.,  Portland. 

Howard,  H.  W.,  Portland. 

Hubbard,  W.  F.,  Portland. 

Hynson,  G.  Lee,  Portland. 

Irvine,  Lloyd,  Portland. 

Jefferson,  G.  O.,  Portland. 

Jefferds,  H.  C.  Portland. 

Jessop,  P.  H.,  Portland. 

Johnson,  A.  H.,  Portland. 

Jones,  N.  W.,  Portland. 

Jones,  P.  E.  J.,  Portland. 

Joseph!,  S.  E.,  Portland. 

Wash. Joyce,  T.  M.,  Portland. 

Kane,  J.  E.,  Portland. 

Kanaga,  E.  D.,  Hood  River. 
Karkeet,  R.  B.,  Portland. 

Keeney,  H.  I.,  Portland. 

Kelly,  R.,  Portland. 

Kidd,  A.  E.,  Portland. 

Kiehle,  F.  A.,  Portland. 

King,  G.  W.,  Portland. 

King,  J.  C.  E.,  Portland. 

King,  A.  E.,  Portland. 

Kirkpatrick,  M.,  Portland. 

Kistner,  F.  B.,  Portland. 

Knox,  Wm.  S.,  Portland. 

Koehler,  G.  F.,  Portland. 

Labbe,  E.  J.,  Portland. 

Laughlin,  J.  W.,  Portland. 
LeFevre,  J.  T.,  Portland. 
Lawrence,  H.  T..  Portland. 
Leoding,  Chas.,  Portland. 
Lieuallen,  F.  A.,  Portland. 

Locke,  J.  K.,  Portland. 

Lockwood,  W.  D.,  Portland. 

Loeb,  Sanford,  Portland. 
Lovejoy-Puhl,  E.  C.,  Portland. 


Mackay,  A.  E.,  Portland. 
Mackenzie,  K.  A.  J.,  Portland. 
MacLachlan,  Mary,  Portland. 
MacLaren,  J.  D.,  Portland. 
Madigan,  Mary  V.,  Portland. 
Manion,  F.  S.,  Portland. 
Manion,  K.  C.,  Portland. 
Manion,  J.  L.,  Portland. 
Marcellus,  M.  B.,  Portland. 
Marsh,  R.  J.,  Portland. 

Matson,  Ralph  C.,  Portland. 
Matson,  Bay  W.,  Portland. 
McCauley,  J.  F.,  Portland. 
McChesney,  Jos.,  St.  Johns. 
McClure,  Chas.  R.,  Portland. 
McCollum,  J.  W.,  Portland. 
McCool,  Jos.  L.,  Portland. 
McCusker,  C.  J.,  Portland. 
McDaniel,  E.  B.,  Portland. 
McDaniel,  Roy  C.,  Portland. 
McGavin,  Jessie  M.,  Portland. 
McGinn,  A.  F.,  Portland. 
McKay,  Harry  F.,  Portland. 
McLean,  F.  C.,  Portland. 
Menzies,  C.  S.,  Portland. 

Miller,  H.  C.,  Portland. 
Montgomery,  J.  H.,  Portland. 
Moore,  A.  W.,  Portland. 

Moore,  C.  C.,  Portland. 

Moore,  J.  S.,  Portland. 

Moran,  Karl,  Portland. 

Mount,  H.  S.,  Oregon  City. 
Morse,  E.  W.,  Portland. 

Mount,  F.  X.  R.,  Oregon  City. 
Myers,  Edmund,  Portland. 
Myers,  H.  B.,  Portland. 
Nelson,  Luther  T.,  Portland. 
Nemiro,  Abe  F.,  Chicago,  111. 
Nichols,  A.  S.,  Portland. 
Nichols,  Herbert,  Portland. 
Norden,  B.  L.,  Portland. 
Noyes,  Allen,  Portland. 

Nunn.  Richard,  Portland. 
O’Day,  J.  Chris,  Portland. 

Ong,  H.  F.,  Portland. 
Ostrander,  G.  H.,  Portland. 
Palmer,  I.  N.,  Portland. 

Panton,  J.  J..  Portland. 

Panton,  A.  C.,  Portland. 
Pargon,  J.  A.,  Portland. 
Parker,  H.  G.,  Portland. 
Parrish,  Geo.,  Portland. 

Patton,  E.  D.,  Portland. 

Patton,  H.  M..  Portland. 

Payne,  P.  J.,  Portland. 

Pease,  G.  N.,  Portland. 

Pettit,  J.  A.,  Portland. 

Pierce,  E.  A.,  Portland. 

Pitt,  J.  O.,  Portland. 

Post,  F.  S.,  Portland. 

Rand,  D.  H.,  Portland. 

Rankin,  John  S.,  Newberg. 
Ricen,  Leo,  Portland. 

Roberts,  L.  O..  Portland. 
Robinson,  J.  R.,  Portland. 
Rockey,  A.  E.,  Oswego. 

Rockey,  Paul,  Portland. 
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Rockey,  E.  W.,  Portland. 
Rosenberg,  J.  J.,  Portland. 
Rosendorff,  Max,  Portland. 
Rosenfeld,  J.  W.,  Portland. 
Roth,  J.  B.,  Portland. 

Ross,  C.  T.,  Portland. 

Rybke,  C.  M.,  Portland. 

Sabin,  C.  G.,  Portland. 
Sargentlch,  S.,  Portland. 
Scott,  W.  G.,  Portland. 
Schwartz,  Harry,  Portland. 
Seamann,  C.  .S.,  Portland. 
Sears,  Chas.,  Portland. 
Selling,  Lawrence,  Portland. 
Sellwood,  J.  J.,  Portland. 
Shea.  W.  A.,  Portland. 
Sheldon,  S.  H.,  Portland. 
Shoot,  H.  E.,  Portland. 

Short,  J.  M.,  Portland. 

Sifton,  J.  W.,  Portland. 
Sinclair,  J.  A.  B.,  Portland. 
Skene,  W.  H.,  Portland. 
Slocum,  S.  C.,  Portland. 
Smith,  A.  C.,  Portland. 

Smith,  A.  W.,  Portland. 
Smith,  C.  J.,  Portland. 
Sommers,  E.  A.,  Portland. 


Spencer,  W.  O.,  Portland. 

Stearns,  R.  S.,  Portland. 

Stedman,  C.  J.,  Fort  Canby. 
Sternberg,  Jos.,  Portland. 
Stewart,  j.  A.,  Portland. 

Stewart,  W.  E.,  Portland. 

Streit,  E.  H.,  Oregon  City. 
Strickland,  M.  C.,  Oregon  City. 
Strohecker,  S.  M.,  Kenton. 
Strohm,  J.  Guy,  Portland. 
Stryker,  R.  S.,  Ridgefield,  Wash. 
Sutton.  I.  G.,  Los  Angeles,  Cal. 
Swenson,  J.  G.,  Portland. 
Swenson,  Karl,  Portland. 
Tamiesie,  G.  W..  Portland. 
Tamiesie,  J.  P.,  Portland. 
Taylor,  Frank  M.,  Portland. 
Thornton,  E.  H..  Portland. 

Tilzer,  Aaron,  Portland. 

Torrens,  A.  S.,  Portland. 
Townley,  J.  T.,  Portland. 

Trimble,  W.  A.,  Portland. 
Trommald,  G.  T.,  Portland. 
Tucker,  E.  F.,  Portland. 

V.an  Cleve,  A.  C.,  Portland. 
Vissetti,  Carl,  Portland. 

Vose,  W.  H.,  Portland. 


Wade,  Ben  N.,  Portland. 

Walker,  R.  C.,  Portland. 

Walls,  J.  T„  Portland. 

Watkins,  Raymond  E.,  Portland. 
Watts,  Thos.  Wynne,  Portland. 
Waugh,  J,  M.,  Hood  River,  Ore. 
Webster,  A.  M..  Portland. 

Weir,  Hamilton,  Portland. 
Wellington,  R.  H.,  Portland. 
Wheeler,  Glen,  Portland. 

White,  C.  S.,  Portland. 

Whiteside,  Geo.  S.,  Portland. 
Whiting,  Sanford,  Portland. 
Wickstrom,  E.  M.,  Portland. 
Wight,  O.  B.,  Portland. 

Wiley,  J.  O.  C.,  Portland. 
Williamson,  Hugh,  Portland. 
Williamson,  W.  T.,  Portland. 
Wilson,  Geo.  F.,  Portland. 

Wolf,  L.  J.,  Portland. 

Wood,  Frank  W.,  Portland. 

Wood,  W.  S.,  Portland. 

Wood,  Jos.,  Portland. 

Wright,  S.  E.,  Portland. 

Tenney,  R.  C.,  Portland. 

Yielding,  A.  T.,  Portland. 

Ziegler,  Amelia,  Portland. 
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Ashley,  W.  W.,  Palo  Alto,  Cal. 
Boslough,  A.  W.,  Ashland. 
Clancy,  R.  W.,  Medford. 

Clement,  L.  O.,  Grants  Pass. 
Conroy,  R.  J.,  Medford. 

DeVore,  B.  F.,  Oakland. 

Emmons,  J.  J.,  Medford. 
Flanagan,  W.  H.,  Grants  Pass. 
Golden,  R.  E.,  Jacksonville. 
Gregg,  G.  W.,  Ashland. 

Hart,  John  F.,  Talent. 
Hemenway,  Stacy,  Yainax. 


lent,  E.  B.  Stewart;  Secretary, 
Holt,  Wm.  W.  P.,  Eagle  Point. 
Jarvis,  G.  O.,  Ashland. 

Johnson,  W.  S.,  Bonanza. 
Lemon,  Cora  B.,  Grants  Pass. 
Lockwood,  S.  A.,  Medford. 
Loughridge,  S.,  Grants  Pass. 
Picket,  E.  R.,  Medford. 

Porter,  E.  H.,  Medford. 

Seeley,  A.  C.,  Roseburg. 

Shaw,  H.  M.,  Ashland. 

Shearer,  J,  E;,  Grants  Pass. 
Smith,  J.  E.,  Grants  Pass. 


..  C.  Seeley. 

Smith,  Lucetta,  Roseburg. 
Stearns,  R.  W.,  Medford. 
Stewart,  E.  B.,  Roseburg. 
Stryker,  F.  D.,  Grants  Pass. 
Sweeney,  C.  T.,  Murphy. 
Swedenberg,  A.  W.,  Ashland. 
Swedenburg.  F.  G.,  Ashland. 
Thayer,  F.  G.,  Medford. 
Truax,  J.  R.,  Grants  Pass. 
Woods,  E.  A..  Chicago,  111. 


Bowls,  R.  T„  Tillamook. 
Hawk,  W.  C.,  Bay  City. 


TILLAMOOK  COUNTY  MEDICAL  SOCIETY. 

President,  R.  T.  Bowls:  Secretary,  L.  L.  Hoy. 

Hoy,  L.  L.,  Tillamook.  Wendt,  S.  M.,  Tillamook. 

Reinhart,  Wheeler. 


WASHINGTON  COUNTY  MEDICAL  SOCIETY. 
President,  Charles  Hines;  Secretary,  E.  B.  Brookbank. 


Anderson,  F.,  Orenco. 

Baker,  Jas.  A.,  Gaston. 
Brookbank.  E.  B.,  Forest  Grove. 
Crowthers,  E.  J.,  Cornelius. 
Erwin.  R.  M.,  Hillsboro. 


Hines,  Chas.,  Forest  Grove. 
Hyde,  L.  W.,  Hillsboro. 
Kaufman,  H.  R.,  Forest  Grove. 
Mumford,  W.  B.,  Banks. 

Robb,  J.  O.,  Hillsboro. 


Tucker,  W.  Q.,  Forest  Grove. 
Voiomer,  H.  W.,  Forest  Grove. 
Ward,  Forest  Grove. 

Wood,  W.  D.,  Hillsboro. 


WASHINGTON. 


General  Officers:  President,  J.  R.  Brown,  Ta- 

coma; President-elect,  J.  M.  Semple,  Spokane; 
First  Vice-President,  A.  E.  Burns,  Seattle;  Second 
Vice-President,  C.  S.  Wilson,  Tacoma;  Secretary- 
Treasurer,  C.  H.  Thomson,  Seattle;  Assistant  Sec- 
retary-Treasurer, J.  H.  O’Shea,  Spokane. 

Delegates  to  A.  M.  A.:  J.  M.  Sleicher,  Cheha’is; 
D.  E.  McGillivray,  Port  Angeles;  D.  H.  Palmer,  Se- 
attle; Alternate,  C.  F.  Eikenbary,  Spokane. 


Trustees:  First  District,  W.  N.  Hunt,  Burling- 

ton; L.  M.  Sims,  Kalama;  J.  R.  Yocom,  Tacoma; 
R.  H.  O’Shea,  Seattle. 

Second  District,  H.  H.  McCarthey,  Spokane;  C. 
J,  Lynch,  North  Yakima;  T.  Epplin,  Spokane;  F.  E. 
Culp,  Wenatchee. 

Journal  Trustees:  Wilson  Johnston,  Spokane; 

E.  W.  Janes,  Tacoma;  P.  D.  McCornack,  Spokane. 


MEMBERS  OF  THE  WASHINGTON  ASSOCIATION  AND  OFFICERS  OF  THE  COMPONENT  CO'UNTY 

SOCIETIES. 


The  following  includes  members  of  county  societies  who  were  in  good  standing  in  the  State  Medical 
Association,  January,  1916: 

HONORARY  MEMBERS. 

W.  M.  Beach,  Shelton.  L.  L.  Lumsden,  U.  S.  M.  H.  S. 

CLALLAM  COUNTY  MEDICAL  SOCIETY. 

President,  F.  T.  Hyde;  Secretary,  W.  H.  Taylor. 

Craig,  D.  M.,  Port  Angeles.  Lewis,  F.  S.,  Port  Angeles.  Taylor,  W.  J.,  Port  Angeles. 

Earls,  W.  W.,  Port  Angeles.  McGillivray,  D.  E.,  Port  Angeles. 

Hyde,  F.  T.,  Port  Angeles.  Taylor,  W.  H.,  Port  Angeles. 

CLARK  COUNTY  MEDICAL  SOCIETY. 

President,  J.  M.  P.  Chalmers;  Secretary,  H.  C.  Lieser. 

Black,  R.  G.,  Vancouver.  Goddard,  H.  S..  Vancouver.  Sayer,  J.  H.,  Seattle. 

Cass,  W.  E.,  Vancouver.  I.ieser,  H.  C.,  Vancouver.  Thompson.  R.  S..  Vancouver. 

Chalmers,  J.  M.  P.,  Vancouver.  I.ieser,  M.  A„  Vancouver.  Wiswall,  R.  D.,  Vancouver. 


Flagg,  C.  E.,  Vancouver. 
Flagg,  M.  B.,  Vancouver. 


Bales.  C.  W.,  Kelso. 
Ballard,  J.,  Kelso. 
Bird,  F.  A.,  Kelso. 


Ahlman,  E.  R.,  Hoquiam. 
Austin,  A.  S.,  Aberdeen. 
Austin,  O.  R.,  Aberdeen. 


McCown,  C.  C.,  Vancouver. 

Stryker,  R.  S.,  Ridgefield. 

COWLITZ  COUNTY  MEDICAL  SOCIETY. 

President,  C.  J.  Hoffman;  Secretary,  L.  M.  Sims. 

Hoffman.  J.  J.,  Woodland.  Stafrin,  C.  E.,  Kalama. 

McCallum,  C.,  Kalama. 

Sims.  L.  M.,  Kalama. 

GRAYS  HARBOR  COUNTY  MEDICAL  SOCIETY. 

President,  J.  B.  Kinney;  Secretary,  W.  G.  Croxall. 

Chamberlin.  G.  E.,  Aberdeen.  Goodenow,  L.  L.,  Aberdeen. 

Croxall,  W.  Y.,  Aberdeen.  Holsti,  O.,  Aberdeen. 

French,  E.  P..  Elma.  Hopkinson,  L.,  Aberdeen. 
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Hurley,  G.  I.,  Hoquaim. 

Jones,  C.  W.,  Elma. 

Kinney.  J.  B.,  Aberdeen. 
MacDonald,  J.  F.,  Hoquaim. 
MacLafferty,  B.  W.,  Aberdeen. 


MacLafferty,  M.  J.,  Aberdeen. 
Marcy,  G.  E.,  Montesano. 
McIntyre,  A.  J.,  Hoquaim. 
Randolph,  H.  G..  Aberdeen. 
Riley,  E.  B.,  Aberdeen. 


Van  Winkle,  J.  O.,  Oakville. 
Watkins,  H.  C.,  Hoquaim. 
Watkins,  N.  R.,  Aberdeen. 


JEFFERSON  COUNTY  MEDICAL  SOCIETY. 

President,  W.  R.  Simmons;  Secretary,  P.  B.  Carter. 

Carter.  P.  B.,  Port  Townsend.  Hill,  R.  C.,  Irondale.  Simmons,  W.  R.,  Port  Townsend. 

Edwards,  J.  W..  Port  Townsend. 


KING  COUNTY  MEDICAL  SOCIETY. 
President.  P.  V.  von  Phul;  Secretary,  A.  C.  Martin. 


Adams,  F.  W.,  Seattle. 

Allen.  H.  E.,  Seattle. 

Allen,  N.,  Seattle. 

Appleton,  T.  J..  Seattle. 

Ashton,  F.  L..  Seattle. 

Babcock,  H.  B.,  Seattle. 
Babcock,  O.  D„  Seattle. 

Bailey,  J.  W.,  Seattle. 

Baldwin,  T.  C.,  Port  Orchard. 
Ballance,  C.  J.,  Seattle. 

Bates,  U.  C.,  Seattle. 
Baumgarten,  K.  C.,  Seattle. 
Beckett,  E.  C„  Seattle. 

Beeler,  G.  W.,  Seattle. 

Beeson.  J.  B.,  Seattle. 

Bell,  W.  O.,  Seattle. 

Bentley,  Fred,  Seattle. 

Betts,  C.  A.,  Seattle. 

Bickford,  E.  L.,  Seattle. 

Black,  F.  A.,  Seattle. 

Bleuler,  E.  A.,  Roche  Harbor. 
Booth.  F.  A.,  Seattle. 

Bourns,  F.  S.,  Seattle. 

Bowles,  J.  A.,  Black  Diamond. 
Bridnestlne,  S.  J.,  Seattle. 
Bronson,  Adolph,  Renton. 
Brown.  F.  H.,  Seattle. 

Brown.  H.  D.,  Mt.  Vernon. 
Brown,  I.  C.,  Seattle. 

Brown,  J.  M.,  Seattle. 

Buckley,  Daniel,  Seattle. 
Burdick,  C.  M.,  Seattle. 

Burdon,  M.  B.,  Seattle. 

Burke,  R.  T.,  North  Bend. 
Burns.  A.  E.,  Seattle. 

Burwell,  E.  B.,  Seattle  . 

Buss,  L.  A.,  Enumclaw. 
Calhoun,  Grant,  Seattle. 
Canfield,  H.  H.,  Seattle. 

Capron,  V.  J.,  Friday  Harbor. 
Cardwell,  D.  T..  Seattle. 
Carmichael,  D.  L.,  Seattle. 
Carney,  E.  M.,  Seattle. 

Carroll.  F.  M.,  Seattle. 

Case,  S.  W.,  Seattle. 
Chessman,  F.  M.,  Seattle. 
Churchill,  F.  A.,  Seattle. 

Clark,  H.  J.,  Seattle. 

Closson,  G.  L.,  Seattle. 

Coe,  H.  E.,  Seattle. 

Collier,  L.  B.,  Seattle. 

Colliver,  S.  N.,  Seattle. 

Cook,  C.  T.,  Seattle. 

Cook,  Fredk.,  Seattle. 

Costello,  T.  J.,  Seattle. 
Coventry,  H.  J.,  Seattle. 

Cowan,  C.  B.,  Seattle. 
Crawhall,  G.  W.,  Seattle. 
Creighton,  J.  E.,  Seattle. 
Crooks,  J.  W.,  Seattle. 

Crookall,  A.  C..  Seattle. 
Cunningham,  W.  F.,  Seattle. 
Cutliffe,  W.  O.,  Seattle. 
Davidson,  C.  F.,  Seattle. 
Davidson,  H.  J..  Seattle. 

Davis,  C.  W.,  Seattle. 

Davis,  G.  H.,  Kirkland. 
Dawson,  J.  T.,  Seattle. 

Dawson,  L.  R.,  Seattle. 

Dean,  J.  F.,  Seattle. 

Dean,  S.  J.,  Seattle. 

DeDonato,  X.  P.,  Seattle. 

Dixon,  C.  L.,  Renton. 

Dowling,  G.  A.,  Seattle. 
Dudley,  H.  D„  Seattle. 

Durand,  J.  I.,  Seattle. 

Eagleson,  J.  B.,  Seattle. 

Eaton.  C.  E..  Seattle. 

Edwards.  A.  F..  Seattle. 
Edwards,  Orange,  Seattle. 
Elmore,  Bruce,  Seattle. 
Emerson.  F.  X..  O’Brien. 
Everly,  M.  L.,  Seattle. 

Ewing,  D.  A.,  Seattle. 

Fassett,  F.  J.,  Seattle. 

Fick,  E.  P.,  Seattle. 

Fleischer,  H.  J.,  Riverton. 
Flemming,  J.  A.,  Seattle. 


Forbes,  R.  D.,  Seattle. 

Ford,  C.  B„  Seattle. 

Foster,  F.  J.,  Seattle. 

France,  Rowe.  Seattle. 

Gardner,  F.  P.,  Seattle. 

Gellhorn,  W.,  Seattle. 

Gearhart,  A.  E.,  Seattle. 

Ghent,  J.  A.,  Seattle. 

Ghiglione,  A.  J.,  Seattle. 

Gibson,  W.  E.,  Issaquah. 

Gorham,  F.  C.,  Seattle. 

Gosnell,  J.  C.,  Seattle. 

Gould,  A.  R.,  Kent. 

Gray,  A.  H.,  Seattle. 

Gray,  C.  E.,  Seattle. 

Green,  I.  B.,  Seattle. 

Greenstreet,  A.  G.,  Seattle. 
Greiner,  H.  A.,  Seattle. 

Griffin,  W.  J.,  Seattle. 

Griswold,  W.  S„  Seattle. 

Guthrie,  C.  E..  Seattle. 

Hagyard,  C.  E.,  Seattle. 

Hall,  D.  C.,  Seattle. 

Hall,  W.  H.,  Seattle. 

Hanley,  E.  T.,  Seattle. 

Harrison,  I.  M.,  East  Sound. 
Hawley,  A.  W.,  Seattle. 

Heg,  E.  E.,  Seattle. 

Hemmeon,  J.  A.,  Seattle. 
Hemingway,  E.  E.,  Seattle. 
Henby,  A.  E.,  Seattle. 

Henderson.  J.  W.,  Seattle. 

Heussy,  W.  C.,  Seattle. 

Hill.  J.  F.,  Seattle. 

Hoffman,  W.  J.,  Seattle. 

Holcomb,  C.  M.,  Seattle. 

Holmes,  S.  J.,  Seattle. 

Hooker,  S.  V.,  Seattle. 

Hoopman,  A.  A.,  Seattle. 

Hopkins,  R,  T.,  Riverton. 
Horsfall,  F.  L.,  Seattle. 

Horton,  G.  M.,  Seattle. 

Houston,  D.  H.,  Seattle. 

Howe,  A.  L.,  Seattle. 

Hunt.  J.  W.,  Seattle. 

Hutchinson,  J.  L..  Rainier  Beach. 
Irwin,  L.  C.,  Seattle. 

Irwin,  P.  C.,  Seattle. 

Janson,  Eiliv,  Seattle. 

Janson,  Ivar,  Seattle. 

Jento,  C.  P.,  Seattle. 

Joiner,  W.  E.,  Seattle. 

Jones,  E.  O.,  Seattle. 

Jones,  W.  R.,  Seattle. 

Jordan,  Arthur,  Seattle. 

Kantner,  W.  C.,  Seattle. 

Kelley,  E.  R..  Boston,  Mass. 
Keith,  L.  R.,  Port  Orchard. 
Kelton,  W.  B.,  Seattle. 

Kidd,  A.  B.,  Seattle. 

King.  B.  T.,  Seattle. 

Kingsley,  R.  J.,  Seattle. 

Kintner,  W.  C.,  Seattle. 

Klamke,  E.,  Port  Gamble. 
Klemptner,  Louis,  Seattle. 

Knott.  H.  J.,  Seattle. 

Knudson,  C.  W.,  Seattle. 
Koltalashi,  K.,  Seattle. 

Lamson,  O.  F.,  Seattle. 

Lane,  J.  L.,  Seattle. 

Lanter,  E.  C.,  Seattle. 

Lapidewsky,  C.  J.,  Seattle. 
Layton,  C.  A.,  Seattle. 

Lazalle,  H.  G.,  Seattle. 

Leeds,  C.  W.,  Seattle. 

Lensman,  A.  P.,  Seattle. 

Lessing,  Albert,  Seattle. 

Lewis,  G.,  Seattle. 

Lind,  C.  O.,  Seattle. 

Lippincott,  W.  C.,  Seattle. 

Lloyd,  B.  J..  Seattle. 

Loe,  A.  O.,  Seattle. 

Loughary,  J.  B.,  North  Yakima. 
Long,  L.  D.,  Seattle. 

Lyon,  D.  B.,  Seattle. 

Lyon,  R.  H.,  Bothell. 

Lyons,  J.  H..  Seattle. 

Lyttle,  E.  E.,  Bothell. 


Manning,  J.  B.,  Seattle. 
Markey,  F.  F.,  Seattle. 
Marsh,  Marietta,  Seattle. 
Martin,  A.  C.,  Seattle. 
Mason,  J.  T.,  Seattle. 
Maxson,  Frank,  Seattle. 
Maxson,  L.  H.,  Seattle. 
MacKinnon,  J.  A.,  Seattle. 
MacWhinnie,  A.  M.,  Seattle. 
McBride,  J.  C.,  Seattle. 
McClure,  C.  E.,  Seattle. 
McCulloch,  G.  B.,  Seattle. 
McDowell,  W.  M.,  Seattle. 
McKay,  J.  A.,  Seattle. 
McKee,  J.  A.,  Seattle. 
McKinney,  M.  W.,  Seattle. 
McLoughlin,  G.  N.,  Seattle. 
Merritt,  F.  D.,  Auburn. 
Merritt,  W.  D.,  Seattle. 
Miles,  W.  T.,  Franklin. 
Millett,  J.  H.,  Seattle. 
Mitchell,  D.  A.,  Seattle. 
Mitchell,  J.  W.,  Seattle. 
Moore,  J.  C.,  Seattle. 
Nadeau,  Fonda,  Seattle. 
Nelson,  A.  J.,  Seattle. 
Neville,  E.  C.,  Seattle. 
Neville,  L.  C.,  Seattle. 

Neu,  C.  W.,  Seattle. 
Newlands,  Geo.,  Seattle. 
Newton,  L.  A.,  Seattle. 
Nicholson,  D.  A.,  Seattle. 
Nicholson,  E.,  Seattle. 

Null,  M.  M.,  Seattle. 
O’Rourke,  W.  P.,  Seattle. 
Osborn,  J.  M.,  Seattle. 
O’Shea,  R.  J.,  Seattle. 
Ostrom,  H.  C.,  Seattle. 
Palmer,  D.  H.,  Seattle. 
Palmer,  F.  S.,  Seattle. 

Park,  M.  M.,  Seattle. 
Parker,  F.  C.,  Seattle. 
Parker,  Maud,  Seattle. 
Parry,  I.  A.,  Seattle. 
Paschall,  B.  S.,  Seattle. 
Peacock,  A.  H.,  Seattle. 
Perry,  R.  W.,  Seattle. 
Peterkin,  G.  S.,  Seattle. 
Phelps,  F.  W.,  Seattle. 
Phillips,  F.  A.,  Seattle. 
Pierrot,  G.  F.,  Seattle. 
Plummer,  R.  C.,  Seattle. 
Pontius,  N.  D.,  Seattle. 
Pratt,  F.  P.,  Seattle. 
Purman,  R.  M.,  Seattle. 
Raymond,  Alfred,  Seattle. 
Read,  H.  M.,  Seattle. 

Reedy,  E.  S.,  Seattle. 

Reese,  H.  L.,  Seattle. 
Renfro,  L.  W.,  Seattle. 
Richardson,  J.  W.,  Seattle. 
Richter,  J.,  Seattle. 

Roach,  Li.  S.,  Seattle. 
Rorabaugh,  C.  R.,  Seattle. 
Russell,  Montg.,  Seattle. 
Rust,  H.  H.,  Gig  Harbor. 
Rutherford,  C.  A.,  Seattle. 
Samuels,  S.  M.,  Seattle. 
Sandborg,  F.  S.,  Seattle. 
Saxe,  Cora,  Seattle. 

Sayre,  T.  D.,  Seattle. 
Schutt,  W.  B.,  Bremerton. 
Scott,  W.  B.,  Seattle. 
Seagrave,  M.,  Seattle. 
Seelye,  W.  K.,  Seattle. 
Shannon,  Jas.,  Seattle. 
Shannon,  W.  A.,  Seattle. 
Sharpies,  C.  W.,  Seattle. 
Shaw,  H.  A.,  Seattle. 
Shepard.  F.  L.,  Winslow. 
Shlley,  G.  F.,  Seattle. 
Sllverberg,  C,  W.,  Seattle. 
Simpson,  A.  U.,  Seattle. 
Slippern,  H..  Paulsbo. 

Sloan,  T.  W.,  Seattle; 
Slyfield,  F„  Seattle. 

Smith,  C.  A.,  Seattle. 

Smith,  C.  T„  Seattle. 
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Smith,  H.  S..  Black  Diamond. 
Smith,  M.  EX,  Seattle. 

Smith,  R.  P.,  Seattle. 

Snively,  J.  H.,  Seattle. 

Snow,  A.  G.,  Seattle. 

Speidel,  W.  C.,  Seattle. 
Spurgeon,  G.  C.,  Seattle. 
Stevens,  J.  E.,  Seattle. 
Stevens,  L.  L.,  Seattle. 
Stewart,  S.  J.,  Seattle. 
Stillson,  H.  H.,  Seattle. 

Stith,  R.  M.,  Seattle. 

Stone,  D.  M.,  Seattle. 

Stubbs.  E.  J.,  Seattle. 

Sturgis,  Milton,  Seattle. 
Sullivan,  T.  J.,  Seattle. 
Sweeney,  J.  P.,  Seattle. 

Swift,  G.  W.,  Seattle. 

Taake,  E.  F.,  Seattle. 

Taggert,  E.  J.,  Bremerton. 


Teepell,  Wm.,  Seattle. 
Templeton,  C.  L.,  Seattle. 
Thomas,  J.  S.,  Seattle. 
Thomas,  J.  W.,  Seattle. 
Thomson,  C.  H.,  Seattle. 
Thompson,  H.  B.,  Seattle. 
Tiffin,  C.  C.,  Seattle. 
Tenney,  C.  M.,  Bremerton. 
Torland,  T.,  Seattle. 

Turner,  P.  A.,  Seattle. 
Turner,  W.  K.,  Seattle. 
Ulman,  P.  G.,  Enumclaw. 
Underwood,  F.  R.,  Seattle. 
Vanderboget,  C.  L.,  Seattle. 
Victor,  A.  L.,  Washtucna. 
von  Phul,  P.  V.,  Seattle. 
Wannamaker,  A.  T.,  Seattle. 
Warhanik,  C.  A.,  Seattle. 
Warmburg,  Geo.,  Seattle. 
Watanabe,  J.,  Seattle. 


Waughop,  P.  H.,  Seattle. 
Weichbrod,  I.  A.,  Seattle. 
West,  B.  F.,  Seattle. 

West,  O.  J.,  Seattle. 

West,  P.  C.,  Seattle. 
Whiting,  F.  B.,  Seattle. 
Wigger,  N.  N.,  Seattle. 
Wilkins,  J.  W.,  Seattle. 
Willis,  P.  W.,  Seattle. 
Wiltsie,  S.  F.,  Seattle. 
Winslow,  Kenelm,  Seattle. 
Wolley,  W.  T.,  Seattle. 
Wood,  C.  B.,  Seattle. 

Wood,  N.  P.,  Seattle. 
Woodin,  S.  P.,  Seattle. 
Woodward,  W.  C.,  Seattle. 
Wotherspoon,  J.,  Seattle. 
Wright,  H.  A.,  Seattle. 
Wurdemann,  H.  V.,  Seattle. 
Young,  E.  W,  Seattle. 


KITTITAS  COUNTY  MEDICAL  SOCIETY. 
Carpenter,  W.  T.,  Thorp.  McClanahan,  A.  L.,  Ellensburg. 


Banks,  R.  B.,  Centralia. 
Bickford,  F.  J.,  Centralia. 
Botzer,  Wm.,  Mayfield. 
Campbell,  R.  H.,  Vader. 
Coleman,  J.  T.,  Chehalis. 


LEWIS  COUNTY  MEDICAL  SOCIETY. 
President,  David  Livingstone;  Secretary,  Rush  Banks. 


Feagles,  H.,  Morton. 
Hackney,  F.  J.,  Toledo. 
Hotchkiss,  W.  B.,  Chehalis. 
Kniskern,  E.  L.,  Centralia. 
Livingston,  D.,  Centralia. 


MacLean,  A.  B.,  Pe  Ell. 
Primmer,  Thos.,  Centralia. 
Scott,  W.  R.,  Centralia. 
Sleicher,  J.  M.,  Chehalis. 
Stevens,  E.  W.,  Dryad. 


Anderson,  F.  W.,  South  Bend. 
Bammert,  J.  M.,  South  Bend. 
Barkman,  H.  C.,  Raymond. 
Blair,  J.  B.,  Lebam. 


PACIFIC  COUNTY  MEDICAL 
President,  O.  R.  Nevitt;  Secretary, 
Cravers,  H.  B.,  Walville. 
Mathiew,  A.  L.,  Raymond. 
McLennan,  A.  L.,  Raymond. 
Nevitt,  O.  R.,  Raymond. 


SOCIETY. 

E.  R.  Perry. 

Overmeyer,  G.  W.,  Seattle. 
Paul,  L.  W.,  Ilwaco. 

Perry,  E-  R.,  Raymond. 
Tripp,  G.  A.,  South  Bend. 


Green,  G.  H.,  Reardon. 
Adams,  O.  L.,  Davenport. 
Bennett,  M.  B.,  Wilbur. 
Bittner,  J.  E.,  Sprague. 
Bingman,  J.  C.,  Sprague. 


LINCOLN  COUNTY  MEDICAL  SOCIETY. 
President,  Morton  Myers;  Secretary,  H.  Z.  Dean. 


Caulbach,  J.  I.,  Edwall. 
Corpening,  J.  M.,  Harrington. 
Dean,  H.  Z.,  Davenport. 
Flaningan,  O.  A.,  Creston. 
Langley,  E.  E.,  Harrington. 


Moore,  R.  P.,  Davenport. 
Myers,  Morton,  Davenport. 
Strang,  D.  M.,  Sprague. 
Thompson,  L.  M.,  Reardon. 
Williams,  A.  S.,  Wilbur. 


PIERCE  COUNTY  MEIDICAL  SOCIETY. 
President,  E.  A.  Rich;  Secretary,  E.  C.  Wheeler. 


Allan,  Hamilton,  Tacoma. 
Argue,  H.  S.,  Tacoma. 
Armstrong,  J.,  Tacoma. 
Balabanoff,  I.  P.,  Tacoma. 
Balabanoff,  M.  C.,  Tacoma. 
Bean,  J.  W.,  Ventura,  Cal. 
Braden,  A.  E.,  Tacoma, 

Bridge,  A.  W.,  Eatonville. 
Brown,  E.  M,.  Tacoma. 

Brown,  J.  R.,  Tacoma. 

Brown,  Warren,  Tacoma. 
Cameron,  W.  G.,  Tacoma. 
Carlson,  E.  L.,  Tacoma. 

Dewey,  H.  W„  Tacoma. 
DeWitt,  C.  H.,  Jr..  Tacoma. 
Doughty,  J.  W.,  Sedro  Woolley. 
Flynn,  A.  M.,  Tacoma, 

Foreman,  B.  H.,  Tacoma. 
Goldsmith,  A.  E.,  Tacoma. 

Gove,  R.  A.,  Tacoma. 

Green,  H.  R.,  Tacoma. 

Griggs,  J.  F.,  Tacoma. 

Gulick,  W.  V.,  Tacoma. 

Hards,  H.  J.,  Tacoma, 

Henry,  J.  C.,  Tacoma. 

Hicks,  G.  S.,  Tacoma. 

Ireland,  G.  O.,  Tacoma. 


Ito,  K.,  Tacoma. 

James,  C.  P.,  Tacoma. 

Janes,  E.  W.,  Tacoma. 

Kane,  J.  P.,  Fern  Hill. 
Karshner,  W.  M.,  Puyallup. 
Keho,  Jas.,  Tacoma, 

Keller,  W.  N.,  Fort  Steilacoom. 
Kinnear,  C.  H.,  Tacoma. 

Kunz,  G.  R.,  Tacoma. 

LaGasa,  J.  A.,  Tacoma. 

Laws,  C.  E.,  DuPont. 

Libbey,  G.  A.,  Tacoma. 
Loughlin,  O.  W.,  Tacoma. 

Love,  L.  L.,  Tacoma. 

McCreery,  C.  R.,  Tacoma. 
McCreery,  W.  B.,  Tacoma. 
McNerthney,  J.  B.,  Tacoma. 
Mitchell,  W.  B.,  Sumner. 
Montague,  E,  A.,  Tacoma. 

Morse,  R.  C.,  Puyallup. 

Nace,  G.  A.,  Tacoma. 

Pascoe,  W.  W.,  Tacoma. 

Penny,  W.  B.,  Tacoma. 

Perkins,  M.  H.,  Tacoma 
Post,  J.  O.,  Tacoma. 

Pratt,  F.  E.,  Tacoma. 

Quevli,  Christen,  Tacoma. 


Read,  W.  D.,  Tacoma. 

Reynolds,  A.  E.,  Tacoma. 

Rhea,  E.  B.,  Tacoma. 

Rich,  E.  A.,  Tacoma. 

Robertson,  J.  B.,  Tacoma. 
Rinkenberger,  F.  W.,  Los  Angeles, 
Cal. 

Ryning,  J.  L.,  Tacoma. 

Scott,  F.  A.,  Tacoma. 

Shaver,  G.  D.,  Tacoma. 

Sims,  L.  B.,  Tacoma. 

Smith,  T.  F.,  Tacoma. 

Snoke,  J.  W.,  Tacoma. 

Southworth,  F.  W.,  Tacoma. 

Steagall,  T.  R.,  Tacoma. 

Stewart,  F.  J.,  Tacoma. 

Sutton,  E.  O.,  Tacoma. 

Swearingen,  P.  B.,  Tacoma. 
Thuringer,  J.  M.,  Tacoma, 

Tymms,  W.  R.,  Gig  Harbor. 

Wagner,  G.  C.,  Tacoma. 

Wheeler,  E.  C.,  Tacoma. 

Whitnall,  W.  R.,  Puyallup. 
Whittaker,  H.  J.,  Tacoma. 

Wilcon,  C.  S.,  Tacoma. 

Wing,  P.  B.,  Tacoma. 

Yocum,  J.  R.,  Tacoma. 


SKAGIT  COUNTY  MEDICAL  SOCIETY. 
President,  R.  J.  Cassell;  Secretary,  L.  F.  Trask. 


Brooks,  B.  F.,  Sedro  Woolley. 
Cassel,  R.  J.,  Mt.  Vernon. 
Cleveland,  H.  E.,  Burlington. 
Cook,  A.  B.,  Anacortes. 

D’Arc,  H.  T.,  Mt.  Vernon. 
Harbaugh,  C.  C.,  Sedro  Woolley. 


Frazee,  C.  M.,  Sedro  Woolley. 
Hunt,  W.  N.,  Burlington. 
Jackson,  J.  L,  Edison. 
Jackson,  W.  L.,  Burlington. 
Lea,  M.  J.,  Big  Lake. 
Meadows,  L.  W.,  Clear  Lake. 


Mertz,  E.  F.,  Concrete. 
Osterman,  A.  J.,  Mt.  Vernon. 
Payne,  W.  H.,  Sedro  Woolley. 
Shaw,  A.,  Anacortes. 

Trask,  L S.,  Burlington. 


SNOHOMISH  COUNTY  MEDICAL  SOCIETY. 
President,  C.  H.  Soil;  Secretary,  j.  F.  Beatty. 


Adams,  E.  M.,  Arlington. 

Allen,  O.  R.,  Hartford. 

Beatty,  J.  F.,  Everett. 

Brown,  A.  C.,  Stanwood. 
Buchanan,  C.  M.,  Tulalip. 
Calbick,  S.  L.,  Everett. 

Capps,  W.  O..  Everett. 
Chandler,  C.  E.,  Mukilteo. 
Chappell,  Frank,  Granite  Falls. 
Chisholm,  J.  E.,  Everett. 

Cook,  E.  M.,  Everett. 


Cox,  W.  C.,  Everett, 

Duryee,  A.  P.,  Everett. 

Eldridge,  H.  L,  Snohomish. 
Flynn,  W.  T.,  Everett. 
Goodenow,  N.  H.,  Everett. 
Harnett,  A.  L.,  Three  Lakes. 
Harris,  J.  E.,  Arlington. 
Hedges,  F.  R.,  Everett. 

Hoeffler,  C.  L.,  Mansfield,  Ohio. 
Howard,  H.  P.,  Everett. 
Jackobsen,  L.  H.,  Stanwood. 


Kestling,  O.  G.,  Arlington. 
Locke,  J.  A.,  Index. 
McCready,  N.  S.,  Snohomish. 
McEacheron,  D.,  Stanwood. 
Mead,  C.  A.,  Everett. 

Miller,  F.  R.,  Everett. 

Munn,  C.  E.,  Marysville. 
Musgrove,  T.  W..  Sultan. 
Newcomb,  J,  S.,  Everett. 
Parsons,  I.  W.,  Everett. 
Persons,  J.  R.,  Oak  Harbor. 
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Pond,  I.  J.,  Arlington. 
Purdy,  J.  S.,  Sultan. 
Quigley,  R.  A.,  Elverett. 
Schmidt,  O.  W.,  Edmonds. 
Soil,  C.  H.,  Monroe. 


Stafford,  E.  A.,  Snohomish. 
Stauffer,  J.  E.,  Everett. 
Stewart,  J.  K.,  Granite  Falls. 
Stockwell,  H.  K.,  Monroe. 
Teigen,  Margaret,  Everett. 


Thompson,  N.  L.,  Everett. 
West,  W.  F.,  Everett. 
Woodford,  L.  G.,  Everett. 


SPOKANE  COUNTY  MEDICAL  SOCIETY. 


Presi 

Allison,  G.  S.,  Spokane. 
Anderson,  J.  B.,  Spokane. 
Anthony,  X.  L.,  Spokane. 

Baker,  N.  M.,  Spokane. 

Baer,  H.,  Mansfield. 

Baldwin.  C.  A.,  Spokane. 
Balsiger,  J.  A.,  Spokane. 
Batcheller,  O.  T.,  Spokane. 
Bennett,  L.  F.,  Opportunity. 
Brazeau,  S.  D.,  Spokane. 
Brodrecht,  J.  H.,  Spokane. 

Brown.  C.  G.,  Spokane. 

Burger,  T.  D.,  Spokane. 

Butts,  C.  E.,  Spokane. 

Catterson,  T.  L.,  Spokane. 
Collins,  I.  S.,  Spokane. 
Cunningham,  A.  R.,  Spokane. 
Cunningham,  J.  G.,  Spokane. 
Deitz,  Wm.,  Spangle. 

Doland,  Chas.,  Spokane. 

Doolittle,  G.  T.,  Spokane. 

Drake,  J.  C..  Opportunity. 

Dutton.  W.  O.,  Spokane. 

Eakin,  D.  P.,  Spokane. 

Eikenbary,  C.  F.,  Spokane. 
Ensley,  G.  W.,  Fairfield. 

Epplin,  F..  Spokane. 

Essig,  N.  P.,  Spokane. 

Flemming,  G.  J.,  Spokane. 
Freeman,  B.  R.,  Spokane. 

Frost,  W.  S.,  Spokane. 

Gallagher,  P.  J.,  Spokane. 
Ghiselin,  A.  D.,  Spokane. 

Green,  D.  A.,  Spokane. 


;,  C.  F.  Eikenbary;  Secretary,  R. 
Gunning,  J.  M.,  Spokane. 
Hamblin,  R.  N.,  Spokane. 
Hendricks,  R.,  Spokane. 

Hopkins,  S.  B.,  Spokane. 
Howells,  W.  J.,  Spokane. 

Hoxey,  J.  H.,  Spokane. 

Hoxey,  T.  E.,  Spokane. 

Hubbard,  F.  Li.,  Spokane. 
Jennings,  E.  S.,  Spokane. 
Johnson,  M.  M.,  Spokane. 
Johnston,  Wilson,  Spokane. 

Kalb,  C.  S..  Spokane. 

Kearns,  R.  J.,  Spokane. 

Keene,  R.  K.,  Spokane. 

Lambert,  S.  E.,  Spokane. 

Lantz,  I.  R.,  Spokane. 

Libbey,  G.  W.,  Spokane. 

Loffler,  E.  E.,  Spokane. 

Luhn,  H.  B.,  Spokane. 

Lundgren,  A.  R.,  Spokane. 
MacLeod,  A.  F.,  Spokane. 

Martin,  H.  S.,  Spokane. 

Marshall,  H.  P.,  Spokane. 
Matthews,  A.  A.,  Spokane. 
Matthews,  J.  G.,  Spokane. 
McCarthey,  H.  H.,  SiDOkane. 
McCornack,  P.  D.,  Spokane. 
McLean,  J.  D.,  Mead. 

Merriam,  C.  K.,  Spokane. 

Nelson,  E.  B.,  Spokane. 

Oliver,  A.  S.,  Jr.,  Medical  Lake. 
Olmstead,  E.  D.,  Spokane. 

O’Neil,  F.  W.,  Spokane. 
Oppenheimer,  S.  S.,  Spokane. 


N.  Hamblin. 

O’Shea,  J.  H.,  Spokane. 
O’Shea,  W.  M.,  Spokane. 
Patton,  M.  W.,  Spokane. 
Pennock,  W.  J.,  Spokane. 
Pickrell,  W.  B.,  Spokane. 
Pomeroy,  F.  A.,  Cheney. 
Potter,  W.  W.,  Spokane. 
Powell,  J.  M.,  Spokane. 

Reid,  P.,  Spokane. 

Richter,  E.,  Spokane. 
Rhodehamei,  H.  E.,  Spokane. 
Rohrer,  G.  A.,  Spokane. 

Rose,  Frank,  Spokane. 

Rose,  F.  E.,  Spokane. 
Rosenthal,  S.  E.,  Spokane. 
Russell,  D.  G.,  Seattle. 
Russell,  T.  A.,  Spokane. 
Sarvins,  A.  H.,  Spokane. 
Seaberg,  S.  P.,  Spokane. 
Semple,  J.  M.,  Spokane. 
Smith,  C.  L.,  Spokane. 

Smith,  D.  L.,  Spokane. 
Sprouwl,  F.  G.,  Spokane. 
Sternberg,  O.,  Spokane. 
Sutherland,  J.,  Spokane. 
Thompson,  R.  L.,  Seattle. 
Tilmont,  A.  P.,  Spokane. 
Veasey,  C.  A.,  Spokane. 
Weisman,  C.  H.,  Spokane. 
Wheeler,  H.  E.,  Spokane. 
Windell,  J.  D.,  Spokane. 
Witter,  F.  P.,  Spokane. 


STEVENS  COUNTY  MEDICAL  SOCIETY. 
President,  D.  D.  Monroe;  Secretary,  I.  S.  Clark. 


Cartwright,  W.  A.,  Valley. 

Clark,  I.  S.,  Colville. 

Foster,  R.,  Springdale. 
Greenwald,  H.  A.,  Kettle  Falls. 


Harvey,  L.  B.,  Colville. 
Henderson,  J.  W.,  Colville. 
McRoe,  R.  D.,  Hunters. 
Munroe,  D.  D.,  Chewelah. 


Olds,  W.  A.,  Addy. 
Wells,  R.  S.,  Colville. 


THURSTON-MASON  COUNTY  MEDICAL  SOCIETY. 

President,  N.  J.  Redpath;  Secretary,  W.  L.  Bridgeford. 

Bridgeford,  W.  L.,  Olympia.  Mowell,  J.  W.,  Olympia.  Wells,  C.  H.,  Shelton. 

Ingham,  G.  W.,  Olympia.  Redpath,  N.  J.,  Olympia. 


WALLA  WALLA  COUNTY  MEDICAL  SOCIETY. 

President,  Bert  Thoma.s;  Secretary,  Y.  C.  Blalock. 

Blalock,  Y.  G.,  Walla  Walla.  Robinson,  F.  C.,  Walla  Walla.  Van  Patten,  W.  H.,  Walla  Walla. 

Campbell,  F.  M.,  Walla  Walla.  Shaw.  E.  E.,  Walla  Walla. 

Keylor,  H.  R.,  Walla  Walla.  Sutner,  C.  N.,  Walla  Walla. 


WHATCOM  COUNTY  MEDICAL  SOCIETY. 
President,  J.  R.  Morrison;  Secretary,  S.  S.  Howe. 


Goodgeart,  J.  W.,  Bellingham. 
Hills,  C.  C.,  Custer. 

Hood.  C.  S.,  Ferndale. 

Howe,  S.  S.,  Bellingham. 
Johnson,  S.  H.,  Bellingham. 
Keys,  W.  C.,  Bellingham. 
Kirkpatrick,  W.  D.,  Bellingham. 
Markley,  L.  R.,  Bellingham. 
Mehlig,  H.  M.,  Bellingham. 
Morrison,  J.  R.,  Bellingham. 
Mounter,  B.  C.,  Lynden. 


Reed,  C.  O.,  Friday  Harbor. 
Ruge,  E.  C.,  Bellingham. 
Shyrock,  H.  W.,  Everson. 
Shute,  F.  V.,  Bellingham. 
Smith,  A.  M.,  Bellingham. 
Stlmfson,  E.  W.,  Bellingham, 
Thomson,  A.  W.,  Sumas. 
Torney,  S.  J.,  Bellingham. 
Van  Kirk,  F.  J.,  Bellingham. 
Wear,  N.  W.,  Bellingham. 


WHITMAN  COUNTY  MEDICAL  SOCIETY. 
President,  C.  S.  Bumgarner;  Secretary,  E.  T.  Pates. 


Axtell,  W.  H.,  Bellingham. 
Ballaine,  W.  W.,  Bellingham. 
Beebe,  O.  C.,  Bellingham. 
Bice,  G.  R.,  Ferndale. 

Biggs,  D.  E.,  Bellingham. 
Blrney,  H.  J.,  Bellingham. 
Cark,  E.  S.,  Sumas. 

Compton,  H.  A.,  Bellingham. 
Cook,  G.  F.,  Bellingham. 
Dalton,  M.  T.,  Sumas. 

Erb,  C.  M.,  Bellingham. 


Angus.  D.  A.,  Rosalia. 
Beistel,  M.  J.,  Pullman. 
Boyd,  G.  T.,  Palouse. 
Bryant,  F.  A.,  Colfax. 
Bumgarner,  C.  S.,  Thornton. 
Campbell,  D.  R.,  Pullman. 
Kimsey,  L.  G.,  Pullman. 


Leuty,  J.  D.,  Farmington. 
MacGregor,  G.  M.,  Garfield. 
Maguire,  E.,  Pullman. 
McIntyre,  D.,  St.  John. 
Mitchell,  W.  A.,  Colfax. 
Palmountain,  W.  B.,  Colfax. 
Pattee,  E.  T.,  Pullman. 


Quaife,  L.  A.,  Rosalia. 
Simonson,  C.  J.,  La  Crosse. 
Van  Pelt.  R.  S.,  Malden. 
Watson.  W.  H.,  Oaksdale. 
West,  M.  A.,  Winona. 


YAKIMA  COUNTY  MEDICAL  SOCIETY. 
President,  S.  D.  Cameron;  Secretary,  H.  H.  Skinner. 


Ahlqulst,  R.  E.,  Grand  View. 
Alby,  A.  G.,  Granger. 

Bartley,  J.  H.,  Zillah. 

Bice,  D.  F.,  Toppenish. 

Brush,  F.  H.,  North  Yakima. 
Cameron,  S.  D.,  North  Yakima. 
Cerswell,  B.  S-,  Toppenish. 
Chase,  E.  F.,  North  Yakima. 
Connell,  R.,  North  Yakima. 
Cooper,  P.  B.,  North  Yakima. 
Cornett,  G.  W.,  North  Yakima. 
Dale,  E V.,  North  Yakima. 
Dulin,  C.  T.,  North  Yakima. 


Duncan,  C.  R.,  Wapato. 
Fordyce,  W.  E.,  Sunnyslde. 
Helton,  A.  J.,  North  Yakima. 
Keeler,  C.  E.,  North  Yakima. 
Loudon,  J.  P.,  North  Yakima. 
Keeler,  C.  E.,  North  Yakima. 
Lynch,  C.  J.,  North  Yakima. 
Maguire,  M.  J.,  Natches  City. 
McCracken,  A.,  Zillah. 

McClure,  W.  L.,  North  Yakima. 
Moffitt,  L.,  North  Yakima. 
Nagler,  F.  W.,  North  Yakima. 
Reincke,  C.  A.,  Zillah. 


Rosser,  D.,  North  Yakima. 
Rowland,  D.  F.,  North  Yakima. 
Scott,  J.  F.,  North  Yakima. 
Skinner,  H.  H.,  North  Yakima. 
Shuman,  J.  R.,  Sunnyslde. 

Sloan,  Geo.,  North  Yakima. 
Tetrau,  Thos.,  North  Yakima. 
Thompson,  J.  R.,  North  Yakima. 
Tilton,  J.  J.,  Toppenish. 

Turfin,  C.  H.,  Mabton. 

West,  E.  S.,  North  Yakima. 
Weyer,  R.  S.,  North  Yakima. 
Wimberly,  G.  W.,  Ellensburg, 
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General  Officers:  President,  T.  O.  Boyd,  Twin 

Falls;  Vice-President,  O.  C.  Carssow,  Lewiston; 
Secretary-Treasurer,  Ed.  E.  Maxey,  Boise. 

Chairman  of  Standing  Committees:  Arrange- 

ments, A.  H.  Dunn,  Twin  Falls;  Legislation,  O.  F. 


Page,  Sandpoint;  Public  Health,  C.  M.  Cline,  Idaho 
Falls. 

Journal  Trustees;  R.  L.  Nourse,  Boise;  E.  E. 
Delegates  to  A.  M.  A.:  J.  M.  Sleicher,  Cbehalis; 
Delegate  to  American  Medical  Association:  L.  P. 
McCalla,  Boise;  Alternate,  M.  H.  Tallman,  Boise. 


IDAHO. 


MEMBERS  O'F  THE  IDAHO  ASSOCIATION  AND  OFFICERS  OF  THE  COMPONENT  DISTRICT  AND 

COUNTY  SOCIETIES. 

The  following  list  includes  the  members  of  thedistrict  and  county  societies  who  were  in  good  stand- 
ing in  the  State  Medical  Association,  January,  1916: 


Didier,  F.  W.,  Harrison. 
Pry,  E.  E.,  Bonners  Ferry. 
Jackson,  R.  N.,  Sandpoint. 


BONNER  COUNTY  MEDICAL  SOCIETY. 

President,  O.  F.  Page;  Secretary,  C.  P.  Stackhouse. 

Moody,  Chas.  S.,  Hope.  Patterson,  E.  B.,  Sandpoint. 

McKinnon,  M..  Sandpoint.  Slamberg,  L.,  Eastport. 

Page,  O.  P.,  Sandpoint.  Stackhouse,  C.  P.,  Sandpoint. 


NON-RESIDENT  MEMBERS. 

Salmon,  A.  L..  with  Canadian  Vol-Stauffer,  L.  J.,  Browning,  Mont, 
unteers  at  front. 

NORTH  IDAHO  DISTRICT  MEDICAL  SOCIETY. 
President.  E.  G.  Braddock;  Secretary,  A.  M.  Frank. 


Adair,  W.  A.,  Moscow. 

Alley,  John  N.,  Lapwai. 
Aspray,  Joseph,  Moscow. 
Barrows.  F.  L.,  Moscow. 
Braddock,  E.  G.,  Lewiston. 
Bruce,  Susan  E.,  Lewiston. 
Busey,  Chas.,  Reubens. 
Carssow,  O.  C.,  Lewiston. 
Clarke,  Jessie  K.,  Lewiston. 
Clarke,  J.  N.,  Moscow. 
Cornwall,  D.  E.,  St.  Maries. 
Faust,  R.  C.,  Deary. 

Fairly,  J.  M.,  Orofino. 

Frank,  A.  M.,  Lewiston. 


Givens,  J.  W.,  Orofino. 

Gibson,  F.  C.,  Bovill. 

Gritman,  C.  L.,  Moscow. 
Hanson,  L.  E.,  Wallace. 

Hoyt,  J.  E.,  Kendrick. 
Horswell,  E.  W.,  Orofino. 
Jeffreys,  O.  A.,  Nez  Perce. 
Mason,  T.  R.,  Kellogg. 

Morris,  J.  B.,  Lewiston. 
McMahon,  W.  P.,  Kamiah. 
Nourse,  F.  P.,  Lewiston. 
Perkins,  L.  J.,  Lewiston. 
Prindle,  Earl  S.,  Spirit  Lake. 
Ray,  D.  F.,  Moscow. 


Rothwell,  W.  A.,  Kendrick. 
Roe,  S.  A.  Juliaetta. 

Rogers,  E.  B.,  Winchester. 
Sansing,  C.,  Lewiston. 

Shaff,  C.  W.,  Lewiston. 
Shawhan,  G.  E.,  Wallace. 
Smith,  Max  T.,  Wallace. 
Stoneburner,  J.  W.,  Leland. 
White,  E.  L.,  Lewiston. 
Wiik,  J.  C.,  Moscow. 
Mowery,  Chas.  R.,  Wallace. 
Mowery,  H.  C.,  Wallace. 


POCATELLO  MEDICAL  SOCIETY. 
President,  A.  M.  Newton;  Secretary,  W.  F.  Howard. 


Castle,  H.  A.,  Pocatello. 
Castle,  L.  P.,  Pocatello. 
Clothier,  Joseph,  Pocatello. 
Howard,  W.  F.,  Pocatello. 
Newton,  A.  M.,  Pocatello. 


Poole,  F.  H.,  Pocatello. 
Ray,  F.  M.,  Pocatello. 
Roberts,  E.  N.,  Pocatello. 
Smith,  R.  J.,  Bancroft. 
Sprague,  F.  M.,  Pocatello. 


Steely,  O.  B.,  Pocatello. 
Wooley,  H.  Smith,  Pocatello. 
Wright,  W.  A.,  Pocatello. 


SOUTH  IDAHO  DISTRICT  MEDICAL  SOCIETY. 
President,  J.  L.  Reynolds;  Secretary,  R.  L.  Glase. 


Avey,  O.  H.,  Payette. 
Bartlett,  J.  C.,  Bruneau. 
Boeck,  John.  Boise. 

Brandt,  F.  H.,  Boise. 
Braxton,  T.  N.,  Boise. 

Cole,  F.  M..  Caldwell. 
Donaldson,  Mary  J.,  Boise. 
Dutton,  C.  L.,  Meridian. 
Falk,  Ralph,  Boise. 

Forney,  S.  W.,  Boise. 
Froom,  J.  E.,  Boise. 
Genoway,  C.  V.,  Boise. 
Glase,  R.  L.,  Boise. 
Goodfriend,  H.,  Boise. 


Kerby,  Jas.  P..  Washington,  D. 


Alexander,  D.  L.,  Twin  Falls. 
Boyd,  T.  O.,  Twin  Falls. 
Caldwell,  A.  B.,  Twin  Falls. 
Coughlin,  John  P.,  Twin  Palls. 
Davis,  J.  N.,  Kimberly. 

Dunn,  A.  Henry,  Twin  Falls. 
Elmore,  E.  H.,  Rupert. 


Gue,  John  W.,  Caldwell. 

Higgs,  D.  P.,  Soldier. 

Hudgel,  C.  R.,  Boise. 

Kaley,  C.  M.,  Caldwell. 

Kenagy,  J.  B.,  Rupert. 

Kleinman,  E.  W.,  Hailey. 

Maxey,  Ed.  E.,  Boise. 

Miller,  S.  J.,  Caldwell. 

McCalla,  L.  P.,  Boise. 

McDonald,  J.  L„  Placerville. 
Nourse,  R.  L.,  Boise. 

Noth,  R.  F.,  American  Falls. 
Numbers,  J.  R.,  Boise. 

Reynolds,  J.  L„  Emmett. 

NON-RESIDENT  MEMBERS. 
C.  King.  Robt.  W.,  Salt  Lake  City. 


Groom,  C.  P.,  Rupert. 
Killen,  V.  R.,  Heyburn. 
Minter,  J.  M.,  Burley. 
Morgan,  G.  R..  Twin  Falls. 
McClusky,  A.  F.,  Buhl. 
Newberry,  A.  A.,  Filer. 
Oldham,  E.  P.,  Oakley. 


Schuyler,  W.  H.,  Silver  City. 
Shirley,  C.  B.,  Weiser. 
Smith,  W.  F.,  Boise. 
Springer,  J.  S.,  Boise. 
Stewart,  J.  L.,  Boise. 

Taylor,  J.  M.,  Boise. 

Tallman,  M.  H.,  Boise. 
Waldrop,  W.  E.,  Parma. 
Woodburn.  J.  M.,  Boise. 
Woodward,  J.  C.,  Payette. 
Wright,  R.  H.,  Hailey. 
Wright.  Crispen,  Fruitland. 
Cummings,  R.  N.,  Emmett. 


Dunn. 

Patterson,  J.  C.,  Burley. 
Scott,  C.  R.,  Twin.  Falls. 
Schultz.  B.,  Burley. 

Starr,  O.  F.,  American  Falls. 
Wilson,  H.  W.,  Twin  Falls. 
Woods,  E.  A.,  Twin  Falls. 


SOUTH  SIDE  MEDICAL  SOCIETY. 
President,  J,  N.  Davis;  Secretary,  A.  H. 


Beck,  W.  W.,  Blackfoot, 
Bland,  Curtis,  Preston, 
Cline,  C.  M,,  Idaho  Falls. 
Cook,  John  O.,  Gilmore. 
Fisher,  Ray  H.,  Rigby. 


MEMBERS  AT  LARGE. 
Hollister,  T.  C..  Idaho  Falls. 
Hoover,  C.  A.,  Blackfoot. 
Mason,  Roy  E.,  Mackay, 
Mitchell,  F,  W.,  Blackfoot. 
Parkinson,  G.  T.,  Preston. 


Pond,  Casper  W.,  Downey. 
Simmons,  H.  J.,  Blackfoot. 
States,  G.  W.,  Preston. 


UTAH. 


General  Officers:  President,  E.  W.  Whitney, 

Salt  Lake;  First  Vice-President,  L.  B.  Laker, 
Eureka;  Second  Vice-President,  C.  F.  Osgood,  Og- 
den; Third  Vice-President,  Fred  Dunn,  Springville; 
Secretary,  W.  Brown  Ewing,  Salt  Lake;  Treasurer, 
H.  P.  Kirtley,  Salt  Lake;  Delegate  to  A.  M.  A.,  S. 
G.  Kahn,  Salt  Lake;  Alternate,  Ezra  C.  Rich,  Ogden. 
Councilors:  E.  H.  Smith,  Ogden;  T.  C.  Gibson, 


Salt  Lake;  H,  G.  Merrill,  Provo. 

Committee  Chairmen:  Scientific  Work,  A.  J. 

Hosmer,  Salt  Lake. 

Public  Policy  and  Legislation:  C.  K.  MacMurdy, 

Ogden. 

Medical  Education,  Bella  A.  Gemmell,  Salt  Lake. 
Necrology,  S.  Ewing,  Salt  Lake. 

Arrangements,  R.  W.  Fisher,  Salt  Lake. 


January,  1916. 
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MEMBERS  OF  THE  UTAH  ASSOCIATION  AND  COMPONENT  SOCIETIES. 

The  following  list  includes  the  members  of  the  County  Societies  who  were  in  good  standing  in 
the  State  Medical  Association,  December  1,  1915: 


Adamson,  Herbert  A.,  Richmond. 
Bland,  Curtis,  Preston,  Ida. 
Budge,  David  C.,  Logan. 

Budge,  Edw.  S.,  Logan. 


CACHE  VALLEY  MEDICAL  SOCIETY. 

Budge,  Thomas  B.,  Logan.  Merrill,  Ralph  T.,  Smithfield. 

Eliason,  Pehr  \V.,  Hyrum.  Quick,  R.  W.,  Franklin. 

Hayward,  Jos.  W.,  Logan.  Reynolds,  Frank  O.,  Logan. 

Merrill,  P.  R.,  Wellsville. 


SALT  LAKE  COUNTY  MEDICAL  SOCIETY. 


Albaugh,  C.  J.,  Salt  Lake. 
Allen,  S.  H„  Salt  Lake. 

Allison,  R.  S.,  Salt  Lake. 
Anderson,  Ross,  Salt  Lake. 
Anderson,  Wm.,  Salt  Lake. 
Andrew,  David,  Salt  Lake. 
Ashley,  R.  W.,  Salt  Lake. 
Baldwin,  S.  C.,  Salt  Lake. 
Barnard,  D.  L.,  Garfield. 
Bascom,  F.  S.,  Salt  Lake. 

Beer,  W.  F.,  Salt  Lake. 

Beatty,  T.  B.,  Salt  Lake. 

Behle,  A.  C.,  Salt  Lake. 

Benedict,  C.  M.,  Salt  Lake. 
Benjamin,  Warren,  Salt  Lake. 
Bennett,  W.  W.,  Salt  Lake. 
Bird,  A.  A.,  Murray. 

Bowdle,  R.  A.,  Salt  Lake. 
Bower,  A.  S.,  Salt  Lake. 

Brain,  Chas.  E.,  Salt  Lake. 
Brown,  J.  Z.,  Salt  Lake. 
Buchanan,  F.  G.,  Palmer  Lake, 
Calderwood,  W.  R.,  Salt  Lake. 
Calonge,  S.  D.,  Salt  Lake. 
Carter,  C.  E.,  Salt  Lake. 
Castleman,  A.  L.,  Salt  Lake. 
Colton,  W.  A.,  Salt  Lake. 
Christopherson,  W.,  Salt  Lake. 
Critchlow,  J.  F.,  Salt  Lake. 
Curtiss,  Geo.  N.,  Salt  Lake. 
Donoher,  W.  D.,  Salt  Lake. 
Dowd,  R.  E.,  Kenilworth. 
Ellerbeck,  W.  S.,  Salt  Lake. 
Emrich,  E.  L.,  Murray. 

Evans,  J.  O.,  Salt  Lake. 

Ewing,  A.  C.,  Salt  Lake. 

Ewing,  S.,  Salt  Lake. 

Ewing,  W.  B.,  Salt  Lake. 

Faust,  Elsie  A.,  Salt  Lake. 
Felts,  H.  B.,  Salt  Lake. 

Fisher,  R.  W.,  Salt  Lake. 

Field,  G.  J.,  Salt  Lake. 

Flynn,  J.  F.,  Bingham  Canyon, 
Flood,  T.  A.,  Salt  Lake. 
Galligan,  John  J..  Salt  Lake. 
Gardner,  W.  L.,  Salt  Lake. 
Gemmell,  Belle  A.,  Salt  Lake. 
Gibson,  T.  C..  Salt  Lake. 

Giesy,  J.  U.,  Salt  Lake. 

Goeltz,  Francis  A.,  Salt  Lake. 
Goins.  G.  W.,  Tooele. 

Groesbeck,  Roy,  Salt  Lake. 


Hammond,  E.  D.,  Salt  Lake. 
Hampton,  R.  R.,  Salt  Lake. 
Hanchett,  J.  C.,  Salt  Lake. 

Hanson,  A.  N.,  Salt  Lake. 

Hardie,  J.  C.,  Garfield. 

Harding,  G.  F.,  Salt  Lake. 

Hardy,  O.  R.,  Riverton. 

Harrison,  J.  N.,  Salt  Lake. 
Harvielle,  C.  P.,  Salt  Lake. 

Hosmer,  A.  J.,  Salt  Lake. 

Hosmer,  A.  J.,  Midvale. 

Howells,  T.  J.,  Salt  Lake. 

Hummer,  L.  F.,  Salt  Lake. 
Humphrey,  I.  K.,  Salt  Lake. 

Hyde,  Geo.  E.,  Salt  Lake. 

Irvine,  A.  R.,  Salt  Lake. 

Jorgenson,  H.  C.,  Salt  Lake. 

Kahn,  S.  G.,  Salt  Lake. 

Keith,  Ora  D.,  Salt  Lake. 

Keogh,  P.  S.,  Salt  Lake. 

Kerr,  A.  A..  Salt  Lake. 

Colo  Keyting,  W.  S.,  Salt  Lake. 

Kirtley,  H.  P.,  Salt  Lake. 

Knott,  A.  D.,  Murray. 

Laker,  L.  B.,  Eureka. 

Landenberger,  J.  C.,  Salt  Lake. 
Lane,  J.,  Salt  Lake. 

Le  Compte,  Edw.  D..  Salt  Lake. 
Lewis,  Alvah,  Salt  Lake. 

Lewis,  D.  H.,  Salt  Lake. 

Light,  G.  A.,  Salt  Lake. 

Lindsay,  D.  M.,  Salt  Lake. 

Lipkis,  A.,  Salt  Lake. 

Lund.  H.  Z.,  Salt  Lake. 

Lynch,  Hardie,  Salt  Lake. 

Lyons,  I.  A.  E.,  Salt  Lake. 

Mayo,  H.  N.,  Salt  Lake. 

McDermid,  C.  E.,  Winter  Quarters. 
Middleton,  G.  W.,  Salt  Lake. 
Minear,  A.  N.,  Salt  Lake. 

Morton,  T.  F.  H.,  Salt  Lake. 
Murphy,  A.  J.,  Salt  Lake. 

McHugh,  F.  M.,  Murray. 

McDonald,  D.  L.,  Salt  Lake. 

Neher,  E.  M.,  Castle  Gate. 

Nielson.  M.  M.,  Salt  Lake. 
Openshaw,  C.  R.,  Salt  Lake. 

Paul,  S.  G.,  Salt  Lake. 

Peck,  Joseph  W.,  Salt  Lake. 
Peterson.  F.  L.,  Sandy. 

Pfoutz,  G.  B.,  Salt  Lake. 

Phipps,  J.  A..  Tooele. 


Pinkerton,  C.  F.,  Salt  Lake. 
Pinkerton,  S.  H.,  Salt  Lake. 
Plummer,  Chas.  G.,  Salt  Lake. 
Pugh,  W.  N.,  Salt  Lake. 

Raley,  F.  H.,  Mohrland. 

Ray,  C.  N.,  Salt  Lake. 

Rich,  Wm.  L.,  Salt  Lake. 
Richards,  G.  G.,  Salt  Lake. 
Richards,  R.  T.,  Salt  Lake. 
Richards,  S.  L.,  Salt  Lake. 
Ridges,  A.  J.,  Salt  Lake. 
Roberts,  G.  F.,  Salt  Lake. 
Robertson,  J.  E.,  Midvale. 
Robison,  Jno.  C.,  Salt  Lake. 
Root,  E.  F.,  Salt  Lake. 
Rothwell,  W.  H.,  Murray. 
Sandberg,  C.  L.,  Salt  Lake. 
Schramm,  G.  V.,  Salt  Lake. 
Schulte,  W.  G.,  Salt  Lake. 
Scott,  H.  S.,  Salt  Lake. 

Sharp,  J.  F.,  Salt  Lake. 

Shields,  C.  L.,  Salt  Lake. 

Silver,  E.  V.,  Salt  Lake. 
Skolfield,  Jane,  Salt  Lake. 
Slopansky,  F.  R.,  Helper. 

Smart,  G.  L.,  Salt  Lake. 

Snow,  Clarence,  Salt  Lake. 
Snow,  L.  W.,  Salt  Lake. 

Snow,  Perry  G.,  Salt  Lake. 
Snyder,  C.  C.,  Salt  Lake. 
Sprague,  H.  B.,  Salt  Lake. 
Stauffer,  Fred,  Salt  Lake. 
Steele,  R.  E.,  Salt  Lake. 
Stevenson,  L.  A.,  Salt  Lake. 
Stewart,  C.  W.,  Salt  Lake. 
Stewart,  M.  R.,  Salt  Lake. 
Stookey,  W.  M.,  Salt  Lake. 
Thorn,  E.  I.,  Salt  Lake. 
Tyndale,  W.  R.,  Salt  Lake. 
Tyree,  J.  E.,  Salt  Lake. 
VanCott,  Ernest,  Salt  Lake. 
Van  Cott,  Harold,  Salt  Lake. 
Viko,  Eindred,  Salt  Lake. 
Ward,  W.  T.,  Salt  Lake. 

Weiler,  G.  L.,  Salt  Lake. 
Wheeler,  T.  H.,  Salt  Lake. 
Whitney,  E.  W.,  Salt  Lake. 
Wilcox,  C.  F.,  Salt  Lake. 
Wilcox,  E.  E.,  Salt  Lake. 
Worthington,  Union,  Salt  Lake. 
Wright,  E.  S.,  Salt  Lake. 


Arntzem,  J.  L.,  Elsinora. 

Biglow,  M.  W.,  Spring  City. 
Freece,  M.  A.,  Salina. 

Linebaugh,  B.  C.,  Moroni. 

Christy,  G.  H.,  Vernal. 

Irmen,  F.  A.,  Randlet. 

Aird,  John  W.,  Provo. 

Calder,  David  H.,  Provo. 

Clark,  Clarence  M.,  Provo. 

Clark,  Geo.  W.,  Springville. 
Curtis,  Asa  L.,  Payson. 
Dannenberg,  B.  A.,  Heber. 

Dunn,  F.,  Springville. 

• Baham,  J.  M..  Ferran. 

Green,  Oscar  E.,  Pleasant  Grove. 
Hagan,  J.  W.,  Spanish  Fork. 
Hasler,  Walter  T.,  Provo. 

Badcon,  S.  W.,  Ogden. 

Baker.  G.  W.,  Ogden. 

Bartlett,  F.  K.,  Ogden. 

Bates,  Edgar,  Ogden. 

Brick,  S.  L.,  Ogden. 

Brown,  W.  R.,  Ogden. 

Clark,  F.  G.,  Ogden. 

Condon,  A.  S.,  Ogden. 

Conroy,  E.  M.,  Ogden. 

Cragun,  W.  M.,  Garland. 
Crawshaw,  L.  H.,  Ogden. 

Dickson,  G.  A.,  Ogden. 

Borland,  C.  E.,  Devils  Slide. 
Dumke,  E.  R.,  Ogden. 

Fernlund,  A.,  Ogden. 


SANPETE  COUNTY  MEDICAL  SOCIETY. 


Neill,  H.  K.,  Richfield. 
Neilson,  A.  J.,  Ephraim. 
Nelson.  Parley,  Manti. 
Sears,  G.  L.,  Manti. 


Steiner,  J.  J.,  Richfield. 
Stocks,  J.  C.,  Ogden. 
West,  C.  E.,  Salina. 


UINTAH  COUNTY  MEDICAL  SOCIETY. 

Lloyd,  H.  B.,  Port  Duchene.  O’Donnell,  Maud  G.,  Vernal. 

Martin,  M.  R.,  Vernal.  Rich.,  H.  E.,  Vernal. 


UTAH  COUNTY'  MEDICAL  SOCIET 
Hatch,  H.  R.,  Heber. 

Holbrook,  H.  C.,  Lehi. 

Hughes,  Jos.,  Spanish  Fork. 
Hughes,  E.  M.,  Provo. 

Hunter,  Henry  C.,  Milford. 

Kelley,  P.  M.,  American  Fork. 
Merrill,  H.  G.,  Provo. 

Noyes,  J,  F.,  American  Fork. 

Pyne,  II.  S.,  Provo, 

Robison,  Geo.  E.,  Provo. 

Robison,  L.  H.,  Storrs. 


Y. 

Robinson,  H.  E.,  American  Fork. 
Stewart,  Andy  J.,  Provo. 
Stewart,  L.  D.,  Payson. 

Stoddard,  A.  G.,  Spanish  Fork. 
Taylor,  Fred  W.,  Provo. 

Vance,  H.  M.,  Pleasant  Grove. 
Warner,  W.  E.,  Spanish  Fork. 
Westwood,  David,  Provo. 
Worlton,  Fred  D.,  Lehi. 


WEBER  COUNTY  MEDICAL 
Freiday,  Wm.  G.,  Ogden. 
Gordon,  J.  S.,  Ogden. 

Green,  G.  W.,  Ogden. 
Hetzel,  C.  C.,  Ogden. 
Ingebretsen,  Paul,  Ogden. 
Joyce,  R.  S.,  Ogden. 
Kauzler,  Reinhold,  Ogden. 
MacMurdy,  C.  K.,  Ogden. 
Matson,  John  A.,  Ogden. 
McCune,  R.  A.,  Ogden. 
Morrell,  J.  R.,  Ogden. 
Moyer,  G.  G.,  Ogden. 
Osgood,  C.  F.,  Ogden. 
Pearse.  R.  A..  Brigham. 
Pidcock,  J.  W.,  Ogden. 


SOCIETY'. 

Pugmire,  L.  R.,  Ogden. 

Rich,  E.  C.,  Ogden. 

Rich,  E.  I,,  Ogden. 

Ries-Finley,  Anna  F.,  Bend,  Ore. 
Robinson,  A.  A.,  Ogden. 

Smith,  E.  H,,  Ogden. 

'I'aplin,  D.  S.,  Ogden. 

Wach,  Frederick,  Collinston. 
Weymuller,  E.  A.,  Brigham. 
Whalen,  W.  E.,  Ogden. 

Whitlock,  J.  R.  A.,  Tremonton. 
Worrell,  R.  E.,  Ogden. 

Wright,  W.  J.,  Ogden. 
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OXFORD  WAR  PRIMERS. 

Surgery  of  the  Head.  By  L.  Bathe  Rawling,  M.  B., 
B.  C.,  F.  R.  C.  S.  Surgeon  and  Senior  Demonstra- 
tor of  Operative  Surgery,  St.  Bartholemew’s  Hos- 
pital; Major,  R.  A.  M.  C.  Cloth,  150  Pp.  $1.25. 
Oxford  University  Press,  London  and  New  York. 
This  book  is  a strong,  succinct  summary  of  one 
of  the  most  difficult  subjects  of  surgery  in  practice 
and  prose.  Much  of  the  matter  will  apply  as  well 
in  civil  life,  particularly  cerebral  anatomy  and  lo- 
calization of  injuries.  The  diagnosis  of  concussion, 
compression  and  cerebral  irritation  is  well  done. 
The  great  value  of  estimating  blood  pressure  in 
head  injuries  is  brought  out.  It  is  low  (50  mm. 
or  so)  in  the  first  or  shock  stage  of  concussion, 
from  depression  of  the  vasomotor  centre,  but  in 
reaction  and  in  compression  it  is  high.  In  gunshot 
wounds  of  the  head  concussion  and  irritation  are 
combined.  There  may  be  coma,  contracted  pupils 
and  flaccid  paralysis  but  with  periods  of  restless- 
ness, twitching  or  convulsions  of  unparalyzed  parts. 
Operation  is  always  advisable  in  head  injuries,  even 
in  scalp  wounds  for  exploration.  Rawling  is  author 
of  Landmarks  and  Surface  Markings  and  his  chap- 
ter on  cerebral  localization  is  excellent  in  both  its 
completeness  for  practical  purposes  and  its  brevity. 
The  writer  thinks  the  old  hand  trephine  is  the 
best  instrument  on  account  of  its  safety  and  sim- 
plicity and  this  will  be  a relief  to  those  who  have 
nothing  else  for  the  purpose.  The  antiseptic  toilet 
is  thorough  and  worthy  of  description. 

Abdominal  Injuries.  By  Rutherford  Morrison,  Pro- 
fessor of  Surgery,  Durham  University,  Senior 
Surgeon  Northumberland  War  Hospital;  and  W. 
G.  Richardson,  M.  B.,  F.  R.  C.  S.  Cloth,  116 
Pp.  $1.00,  1915.  Oxford  University  Press,  London 
and  New  York 

The  older  view  that  in  war  abdominal  wounds 
should  be  let  alone  has  passed.  Sixty  per  cent,  of 
these  may  be  saved  death  from  hemorrhage  and 
sepsis  if  the  patient  can  be  operated  on  within  6 
to  12  hours,  or  so,  after  injury.  But  if  the  patient 
is  doing  well  in  every  respect  (without  operation), 
18  to  24  hours  after  being  wounded  he  should  be 
given  expectant  treatment.  In  the  Boer  war  the 
mortality  of  those  shot  in  the  abdomen,  who 
reached  hospitals  alive,  was  40  per  cent.  The  first- 
aid  treatment  on  the  field  consists  in  application 
of  sterile  dressing  and  injection  of  morphin.  The 
writers  lay  down  the  rule  that  all  abdominal  in- 
juries must  be  explored  when  they  reach  the  hos- 
pital (with  exception  noted)  to  remove  dirt  and 
foreign  bodies  in  the  wall  and  to  determine  the 
accessible  bullets.  In  sepsis  only  operate  to  cure 
sepsis;  do  not  do  any  needless  surgery.  In  oper- 
ating for  abdominal  injuries  first  stop  hemorrhage 
and  then  look  for  perforations.  The  least  danger- 
ous perforations  are  those  of  the  stomach ; +he 
most  dangerous  those  of  the  small  intestines  and 


transverse  colon.  The  book  is  an  able,  concise  and 
practical  exposition  of  the  subject  for  the  sometime 
military  surgeon. 

Wounds  of  the  Thorax  in  War.  By  J.  Keogh  Mur- 
phy, M.  C.,  F.  R.  S.  Surgeon  to  the  Miller  Gen- 
eral Hospital  for  Southeast  London,  etc.  Cloth, 
156  Pp.  $1.00,  1915.  Oxford  University  Press, 
London  and  New  York. 

Among  general  effects  of  rifie  bullet  wounds  the 
author  states  that  the  modern  bullet  generally 
makes  a clean  small  track  (does  not  carry  in  cloth- 
ing) through  soft  tissues  at  most  ranges,  unless 
it  first  strikes  a bone  or  other  hard  object,  when 
the  jacket  of  copper,  nickel  or  steel  rips  off,  the 
inner  lead  splays  out,  and  the  damage  is  tremen- 
dous. Likewise  wounds  of  the  lung  by  an  intact 
bullet  are  likely  to  be  of  slight  significance  and 
bullets  are  apt  to  make  a clean  hole  through  ribs. 
The  damage  to  the  chest  wall  is  of  most  impor- 
tance, unless  the  heart  or  large  vessels  are  pene- 
trated. Shell  wounds  are  the  worst  and  shrapnel 
and  revolver  wounds  are  usually  septic.  There  is 
li  tie  shock  in  perforation  of  the  lung  unless  there 
is  much  damage  to  the  chest  wall,  hemoptysis  or 
pain.  Wounds  in  the  wall  are  usually  septic  but 
those  in  the  lung  and  pleura  commonly  heal  with- 
out infection.  Empyema  is  rarely  primary  from 
bullet  infection  but  usually  follows  hemothorax 
secondarily  infected.  Treatment  of  the  various 
chest  complications  is  given  in  all  its  details  and 
the  book  is  a most  excellent  guide  to  the  volunteer 
surgeon. 

Injuries  of  Joints.  By  Robert  Jones,  Ch.  M.,  F.  R.  C. 
S.  Director  of  Military  Orthopedic  Hospital,  Liv- 
erpool, etc.  Cloth.  189  Pp.  Oxford  University 
Press,  London  and  New  York. 

This  book  discusses  not  only  the  common  minor 
injuries  of  joints  seen  in  times  of  peace  but  the 
graver  trautmatisms.  Soldiers  must  be  got  to 
work  as  soon  as  possible  so  that  the  treatment 
best  calculated  to  this  end  is  requisite.  Thus  the 
treatment  given  for  sprained  ankle  is  quite  differ- 
ent from  that  in  use  in  this  country  and  may  be 
an  improvement.  The  chapters  on  Pain  and  Stiff- 
ness in  Relation  to  Diagnosis  and  Treatment,  and 
the  treatment  of  Stiffness  and  Limitation  of  Move- 
ment, are  especially  good.  The  discussion  of  In- 
juries includes  fractures  and  dislocations  about 
all  the  joints  (but  not  of  the  bone  shafts)  in  the 
body  and  so  the  work  occupies  an  unusual  place 
in  surgery.  As  an  aid  to  volunteer  surgeons  it  is 
of  undoubted  merit.  The  book  does  not  encroach 
on  gunshot  wounds  of  the  joints. 

Wounds  in  War.  By  D’Arcy  Power,  M.  B.,  F.  R. 
C.  S.,  Surgeon  at  the  St.  Bartholomew’s.  $1.00. 
University  Press,  London  and  New  York. 

This  is  an  intensely  engrossing  and  instructive 
monograph  by  an  eminent  surgeon.  Surgery  has 
been  “thrown  back”  thirty  years  because  of  the 
filth  in  which  the  men  live  in  the  trenches  and 
the  suppurating  infections  which  follow.  But  the 
x-ray,  antiseptics,  vaccines,  serums  and  the  splen- 
did physical  condition  of  the  men  make  the  results 
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ORIGINAL  CONTRIBUTIONS 

CANCER  OF  THE  STOMACH.* 

By  Charles  E.  Sears,  M.  D., 

PORTLAND,  ORE. 

Although  cancer  of  the  stomach  is  the  most 
dreaded  of  diseases  and  one  of  the  most  discussed, 
its  recognition,  early  treatment  and  prevention 
have  not  been  appreciated  by  either  the  laity 
or  the  profession  at  large — nor  have  recent  knowl- 
edge and  methods  pertaining  thereto  been  gen- 
erally appropriated  and  applied.  Twelve  years 
ago  Murphy  and  Mikulicz  expressed**  their  be- 
lief that  another  decade  would  witness  a material 
decrease  in  deaths  due  to  cancer  of  the  stomach 
because  of  a diffusion  of  knowledge  concerning 
the  precancerous  conditions,  and  their  earlier  and 
more  radical  treatment. 

The  fulfillment  of  this  prophecy  is  not  appar- 
ent nor  will  it  be  liable  to  become  so  until  a 
deeper  interest  is  taken  in  the  subject  than  is 
now  exhibited. 

The  very  early  stages  of  cancer  are  so  insidi- 
ous and  so  unknown  that  it  is  useless  to  speak 

‘Read  before  Third  Triennial  Meeting  of  State  Medical  As- 
sociations of  Idaho.  Oregon  and  Washington,  Lewiston,  Ida.,  Oct. 
13-15,  1915. 


**In  the  clinic  of  J.  B.  Murphy,  during  the  visit  of  Mikulicz 
in  America. 


at  the  present  time  of  its  correspondingly  early 
diagnosis.  Boas  despairs  of  our  ever  being  able 
to  make  an  early  diagnosis,  though  he  admits  that 
we  are  by  newer  methods  progressively  making 
earlier  diagnoses.  A diagnosis  in  a far  earlier 
stage  than  is  at  present  made  is,  however,  quite 
possible,  as  I will  attempt  to  show  later  in  this 
paper,  in  an  analysis  of  some  of  our  cases. 

While  this  may  not  result  in  any  immediate 
great  saving  of  life,  it  will  be  a distinct  step  in 
the  right  direction.  It  will  save  some  lives,  ma- 
terially prolong  life  and  diminish  suffering  in 
others.  What  is  also  important,  it  would  give 
better  opportunity  for  the  study  in  the  operative 
material,  of  those  conditions  in  the  stomach  wall 
preceding  the  cancer,  before  they  have  become 
obliterated  by  the  growth  and  concentrate  atten- 
tion upon  those,  the  cure  of  which  will  tend  to 
prevent  cancer.  Furthermore,  the  possibilities  of 
the  surgical  cure,  with  an  earlier  diagnosis  and 
perfected  technic,  have  by  no  means  been  ex- 
hausted. Coffey  and  others  have  materially  re- 
duced their  immediate  mortality  by  using  the  two 
stage  method. 

The  symptoms  and  signs  commonly  considered 
as  belonging  to  stomach  cancer  are  largely  those 
of  the  terminal  or  hopeless  stage ; the  more  posi- 
tive and  definite  they  are,  the  more  advanced  the 
cancer. 
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It  is  our  duty  to  appreciate  the  importance  of, 
become  familiar  with  and  utilize  those  which 
are  of  most  value  in  the  earlier  stages.  The 
following  is  a tabulation,  partial  analysis,  with 
pertinent  remarks  of  the  age,  incidence,  essential 
clinical  manifestations,  signs  and  laboratory  find- 
ings, occurring  in  thirty-five  consecutive  cases 
which  have  been  proven  under  our  personal  ob- 
servation, whose  histories  have  been  searched 
and  examinations  conducted  with  these  objects  in 
view : 

SEX  AND  AGE 

Total  number  of  cases,  35.  Males,  74.2% ; 
females,  25.8%. 

Age  Males  Females 

Under  40,  11.4% 25.00%  75.0% 

Under  50,  25.7% 33.4  % 66.6% 

Over  50,  74.3% 85%  15% 

It  is  a striking  fact  that  the  majority  of  the 
cases  under  40  were  females,  while  the  majority 
over  50  were  males. 

CLINICAL  CONDITIONS 

Average  duration  of  symptoms  before  examina- 
tion, 13  months. 

Precancerous  disorders  (gastric) 40.0% 


Emaciation  100.0% 

Vomiting  74.2% 

Pain  74.2% 

Palpable  tumor  60.0% 

Vomiting  of  blood  6.5% 


symptoms  become  manifest.  The  infiltration  of 
the  pyloric  area  and  even  the  pylorus  itself  by  can- 
cer induces  rigidity  and  patency  of  the  same,  which 
with  diminished  acidity  tend  to  produce  early 
emptying  time. 

On  the  other  hand,  latency  is  often  only  ap- 
parent. The  mild  symptoms  with  which  the  can- 
cer may  for  a long  period  be  associated,  such  as 
epigastric  uneasiness,  gas  belching  and  slight  loss 
of  weight  and  strength,  are  not  generally  inter- 
preted as  being  the  only  outward  manifestations 
of  a serious  gastric  disease,  which  on  x-ray  exam- 
ination or  at  operation  may  show  extensive  cancer- 
ous involvement. 

Occult  blood  in  stomach  contents  or  stool  is  the 
most  constant  and  important  sign  in  cancer  of  the 
intestinal  tract,  provided  that  it  be  carried  out 
under  the  proper  conditions.  Its  presence  must 
be  constant  even  under  rest  and  treatment  to  be 
of  importance  and  herein  lies  its  chief  value,  as 
first  pointed  out  by  Boas^,  in  differentiating  cancer 
from  ulcer  and  bleeding  achylias. 

Its  presence  in  the  stool,  of  course,  does  not 
in  any  way  show  which  part  of  the  gastrointestinal 
tract  is  involved.  Its  absence  practically  excludes 
cancer.  Where  there  is  much  vomiting  in  the 
presence  of  pyloric  obstruction  it  may  only  be 
present  in  the  gastric  contents. 


LABORATORY  FINDINGS 


Occult  blood*  100.0% 

X-ray  deformityt  97.1% 

Marked  indicant  91.2% 

6 hour  residue?  (barium) 66.0% 

Anacidity  63.0% 

Hypacidity  33.6% 

Normal  acidity  3.4% 

Lactic  acid  24.1% 


Interval  between  onset  of  symptoms  and  com- 
plete examination. — -The  most  striking  feature  of 
the  series  is  the  long  average  duration  of  symptoms 
before  the  patient  has  undergone  a thorough  ex- 
amination. In  but  one  instance  had  this  been 
undertaken.  The  shortest  period  was  two  months 
and  the  longest  two  and  a half  years.  This  long 
interval  before  complete  examination  is  due  to 
several  causes,  of  which  latency  is  the  most  impor- 
tant. This  is  largely  due  to  motility  and  empty- 
ing power  and  when  these  are  decompensated 


‘Examination  not  made  in  three  advanced  cases.  Percentage 
computed  in  32  cases  where  examination  made. 

t Absent  in  one  case  only.  Double  meal  not  given  and 
insufficient  in  number  and  direction.  Standing  posture  only. 
6 hour  residue  was  present. 

Unsufficiently  carried  out  in  three  cases. 

§Not  carried  out  in  5 more  advanced  cases. 


The  X-ray  findings  are  practically  as  constant  as 
occult  blood  and  often  more  important,  but  un- 
fortunately not  as  specific.  On  the  other  hand, 
they  are  of  inestimable  value  as  corroborative  evi- 
dence, as  well  determining  the  location  and  extent 
of  the  process  and  herein  lie  its  advantages  over 
other  means  of  examination,  including  occult 
blood.  The  findings  in  almost  the  entire  series 
(except  where  duplicated)  are  illustrated  in  sup- 
port of  the  above  contention,  and  from  their  ex- 
tent of  filling  defect  and  deformities  demonstrate 
that  they  would  have  been  positive  at  a very  much 
earlier  period. 

The  findings  are  outlined  as  follows  in  order  of 
their  frequency  and  importance : 


(a) 

(b) 


(Filling  defect 

Defects  of  contour -(Size 

[Shape 


Orificial  changes 
resulting  in  ....-( 


Obstruction 
and  retention. 


Insufficiency . 


[ Esophageal 
[Pyloric 

[Esophageal 

[Pyloric 


I should  like  to  call  attention  to  and  emphasize 
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the  importance  of  stasis  in  the  esophagus  or  incom- 
petence of  the  cardia,  as  evidenced  by  the  x-ray, 
as  indicating  extensive  involvement  and  doubtful 
operability.  Little  or  nothing  has  been  mention- 
ed in  the  literature  regarding  this. 

Local  peristaltic  defect 

(c)  Disturbances  of  J Retroperistalsis 

motility  1 Hypermotility 

Residue  after  6 hours 

(d)  Location  of  organ  in  relation  to  tenderness 

or  tumor. 

(e)  Fixation  of  organs. 

(f)  Perforation  into  a neighboring  viscus  or  cav- 

ity. 

These  findings  should  be  based  upon  both  screen 
and  plate  examinations,  the  latter  in  such  num- 
bers, direction  and  posture  as  to  bring  into  evi- 
dence all  possible  phases  of  stomach  activity  and 
surface. 

Indican  in  increased  quantities,  while  very  con- 
stant (91  per  cent  of  this  series  and  not  carefully 
worked  out  in  a few  cases)  in  the  more  or  less 
advanced  cases,  may  not  be  as  regular  in  the  earl- 
ier ones.  Nevertheless  it  is  much  more  so  than 
anacidity,  vomiting  of  food  or  blood,  tumor  or 
pain.  It  stands  next  in  frequency  to  occult  blood 
and  x-ray  findings.  Its  continued  absence  has  a 
distinct  negative  value.  Albu®  attributes  the  in- 
creased indican  to  the  constipation  with  which 
cancer  is  often  associated,  but  in  those  cases  where 
diarrhea  occurred  I found  the  most  indican. 

Pain,  if  distinct  distress  be  included  under  this 
heading,  is  the  most  important  symptom  of  cancer, 
because  it  is  often  that  which  impels  the  patient 
to  seek  medical  advice.  But  as  a diagnostic  symp- 
tom it  has  little  value  because  so  late  in  occur- 
rence. Two  of  our  patients  had  none  at  any  time. 
Severe  pain  is  not  usual,  and  when  it  does  occur, 
especially  when  deep  or  posterior,  usually  indicates 
penetration  into  a neighboring  cavity  or  organ. 

Vomiting  or  regurgitation  of  food,  when  soon 
after  meals,  indicates  infiltration  of  the  lesser 
curvature  or  cardiac  orifice  with  obstruction  or  in- 
sufficiency of  the  same.  This  may  be  a manifesta- 
tion of  diffuse  involvement  and  shrinking  of  the 
entire  organ.  The  patient  complains  that  his 
“stomach  seems  too  small  to  hold  the  food.” 

Vomiting  of  blood,  either  fresh  or  coffee-ground, 
is  very  unusual,  occurring  in  but  6.5  per  cent  of 
this  series.  It  indicates  ulceration,  vascular  stasis 
or  toxic  erosions  and  is  extremely  equivocal. 

Palpable  tumor  occurred  in  60  per  cent.  This 


is  an  unusually  small  percentage.  It  may  indicate 
either  advanced  growth  or  ulceration  with  inflam- 
matory swelling. 

Lactic  acid  is  fast  losing  the  significance 
originally  attached  to  it.  It  has  value  only  when 
occurring  in  stagnation  and  in  quantities. 

A history  of  precancerous  gastric  disorder  oc- 
curred in  40  per  cent.  It  is  of  inestimable  import- 
ance, if  we  are  to  make  any  progress  in  the  pre- 
vention of  cancer.  A definite  relation  existing 
between  preceding  diseases  of  the  stomach  and 
cancer  has  not  yet  been  proven,  but  that  a close 
etiologic  connection  exists  has  been  shown  to  be 
very  probable.  While  40  per  cent  of  our  cases 
gave  a history  of  a precancerous  disease  and  about 
80  per  cent  of  these  could  have  been  ulcer,  clinical 
methods  do  not  suffice  to  prove  an  etiologic  rela- 
tionship, though  they  furnish  strong  presumptive 
evidence.  It  requires  most  careful  and  unprej- 
udiced analytical  history,  taken  with  this  very 
point  in  view,  to  be  of  any  value. 

From  the  side  of  the  pathologist,  Wilson  and 
McCarthy  have  furnished  very  presumptive  evi- 
dence, but  here  again  they  have  only  shown  that 
certain  cancers  show  evidence  of  having  developed 
from  ulcer.  They  have  not  proven  that  at  least  a 
large  percentage  might  not  have  been  carcinomat- 
ous from  the  outset,  and  they  have  not  and  can- 
not show  what  percentage  of  ulcers  become  malig- 
nant. No  one  has  yet  seen  the  transition  of  ulcer 
into  cancer. 

The  late  histories  of  patients  upon  whom  gas- 
troenterostomy has  been  performed  for  ulcer 
should  be  especially  illuminating.  Notwithstand- 
ing the  long  duration  of  postoperative  observa- 
tion, they  show  relatively  few  deaths  from  cancer. 
Kuttner*  reports  two,  or  1.6  per  cent  among  120 
gastroenterostomies;  Von  Eiselsberg®,  13,  or  4.8 
per  cent*  among  -269.  When  we  consider  that  the 
ulcers  were  not  excised  in  many  of  these  cases  and 
in  many  others  gastrotomy  was  not  performed,  we 
have  no  means  of  knowing  how  many  were  not 
cancer  at  the  time  of  operation  and  not  ulcer. 

Kuttner  states  that  both  his  were  certainly  can- 
cer at  the  time  of  operation,  as  shown  by  later 
examination  of  the  material  removed  at  operation. 
He  also  believes  that  a certain  proportion  of  ulcers, 
showing  cancer  in  their  borders,  even  though  not 
in  their  bases,  are  primarily  cancers.  He  has  been 
misquoted  on  several  occasions,  hence  I am  bodily 

*Not  10  per  < ent  as  incorrectly  quoted  by  W.  J.  Mayo,  Gastric 
Ulcers,  "The  Journal  A.  M.  A.,”  Sept.  25,  1915,  p.  1070. 
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extracting  a paragraph  from  one  of  his  latest  com- 
munications : 

“I  wish  to  again  emphasize  that  what  we 
designate  as  callous  ulcer  is  in  a large  proportion 
of  cases  cancer.  There  is  no  clinical  sign  by  which 
we  can  absolutely  differentiate  between  callous 
ulcer  and  cancer;  even  with  an  open  abdomen  the 
differentiation  is  often  enough  impossible.  For 
this  reason  only  have  I advised  and  do  urge  resec- 
tion of  a callous  ulcer  and  not,  as  has  often  been 
stated,  because  callous  ulcer  transforms  into  can- 
cer. On  the  contrary,  I have  specifically  stated 
we  have  not  found  transition  of  ulcer  into  cancer.” 

His  statements  are  founded  upon  1100  gastric 
operations  performed  in  the  last  seven  years. 

Perthes^  strongly  endorses  this  belief  and  pro- 
cedure, and  urges  the  microscopic  examination  of 
lymph  glands  found  adjacent  to  ulcers  during  the 
course  of  operation. 

These  facts  and  statements  are  not  adduced  to 
prove  that  cancer  does  not  develop  upon  ulcer,  but 
that  how  often  it  may  occur  we  do  not  know ; that 
we  do  not  know  when  or  how  it  occurs.  Suspi- 
cious ulcers  and  all  callous  ulcers  should  be  regard- 
ed so  and  should  be  excised  whenever  feasible  and 
further  examined  microscopically.  Though  can- 
cerous transformation  of  ulcers  may  not  be  fre- 
quent, it  is  our  duty  to  see  that  ulcers  are  diagnosed 
before  they  reach  the  cancer  age  or  stage.  We 
must  learn  to  recognize  that  large  and  indurated 
ulcers  may  exist  and  give  few  signs  of  their 
presence.  On  the  other  hand,  there  are  probably 
other  precancerous  states  of  the  gastric  mucosa 
that  demand  our  diagnostic  aid  and  therapeutic 
care. 

CONCLUSIONS. 

( 1 )  It  is  possible  to  diagnose  cancer  of  the 
stomach  earlier  than  is  now  being  done  and  at 

Anaphylactic  Food  Reactions.  Anaphylactic 
food  reactions  in  dermatology  have  been  studied 
by  Albert  Strickler  and  Joseph  M.  Goldberg,  Phil- 
adelphia, who  publish  their  preliminary  report  in 
the  Journal  A.  M.  A.,  Jan.  22,  1916.  After  giving 
some  historical  notes  on  anaphylaxis,  which  was 
observed  long  before  it  was  understood,  they 
enumerate  the  food  products  used  in  their  experi- 
ments and  the  methods  of  their  preparation,  which 
take  up  the  larger  part  of  the  paper.  From  their 
studies  they  conclude  that  unless  a reaction  re- 
mains for  forty-eight  hours  it  cannot  be  called 
positive  and  they  emphasize  the  fact  that  the 
element  of  time  constitutes  the  most  important 
factor  in  the  determination  of  the  positive  re- 
action. Spurious  reactions  occur  and  probably 
indicate  a hypersusceptibility. 


W.  B.  Saunders  Company,  Publishers  of  Phil- 
adelphia and  London,  have  just  issued  their  1916 
eighty-four  page  illustrated  catalogue.  As  great 


a time  when  it  will  be  possible  to  do  something 
for  the  patient. 

(2)  It  is  not  possible  to  diagnose  ulcer  from 
cancer,  by  gross  appearances  at  the  operating  table, 
better  than  by  clinical  examination;  hence  all  ul- 
cers should  be  submitted  to  microscopic  examina- 
tion when  possible  during  or  after  operation. 

(3)  There  are  four  factors  which  play  the 
chief  roles  in  the  hopelessly  late  diagnosis: 

(a)  Patients  disregard  too  long  symptoms  that 
are  not  severe  before  accepting  or  demanding  a 
thorough  examination. 

(b)  Incomplete  examination  and  observation 
of  patients  presenting  themselves  with  those  symp- 
toms. 

(c)  Lack  of  familiarity  with  and  importance 
of  the  means  of  diagnosis  which  we  now  possess. 
Hence  what  we  need  at  present  is  not  newer 
methods  of  gastric  diagnosis  but  an  earlier  applica- 
tion of  those  we  now  have  to  the  apparently  mild 
but  protracted  and  recurring  gastric  disorders. 

(4)  The  latency  of  cancer  is  often  more  ap- 
parent than  real. 

(5)  The  most  constant  sign  of  cancer  of  the 

stomach  are:  (a)  occult  blood;  (b)  x-ray  mani- 

festations; (c)  indican  in  excess  in  the  urine. 
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care  has  evidently  been  taken  in  its  production 
as  in  the  manufacture  of  their  books.  It  is  a 
descriptive  catalogue  in  the  truest  sense,  telling 
you  just  what  you  will  find  in  their  books  and 
showing  you  by  specimen  cuts,  the  type  of  illus- 
trations used.  It  is  really  an  index  to  modern 
medical  literature,  describing  some  300  titles,  in- 
cluding 45  new  books  and  new  editions  not  in 
former  issues.  A postal  sent  to  W.  B.  Saunders 
Company,  Philadelphia,  will  bring  you  a copy,  and 
you  should  have  one. 


OFFICE  FOR  RENT. 

Physician’s  offices  in  Seattle  of  two  or  three 
rooms,  thoroughly  equipped,  conspicuously  located. 
Beautiful  furniture,  oriental  rugs,  complete  set  of 
instruments  for  all  operative  work.  Electrical 
apparatus,  drugs,  dressings,  etc.  Ready  for  im- 
mediate use.  Address  P,  care  Northwest  Medicine 
or  telephone  Main  3833. 
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Fig.  1.  Case  IV.  Diffuse,  infiltrating  scirrhus  involving  entire  stomach.  Note  horn  shape,  shrinking  and  elevation  of  the 
same.  Patent  but  rigid  and  incompetent  cardiac  and  pyloric  orifices.  6 hour  residue.  Chief  symptom  and  extending 
over  months  was  regurgitation  of  food  soon  after  eating. 

Fig.  2.  Case  XIX.  Showing  marked  defect  in  middle  of  body  of  stomach  with  pseudo-niche.  Note  stasis  in  esophagus. 

Fig.  3.  Case  T.  Showing  pronounced  defect  in  middle  of  body  of  stomach  and  regurgitation  into  esophagus;  6 hour  residue. 

Fig.  4.  Case  XX.  Extensive  involvement  and  defect;  stasis  in  esophagus  and  6 hour  residue. 

Fig.  5.  Case  XV.  Very  extensive  involvement  and  defect,  gaping  pylorus  and  stasis  in  esophagus. 

Fig.  6.  Case  XXIV.  Collar  defect  in  pyloric  area,  rigid  and  incompetent  pylorus.  No  6 hour  residue. 
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Fig.  7.  Case  XXIII.  Marked  defect  on  greater  curvature  with  nipple-like  process  of  barium  dipping  into  crater. 

Fig.  8.  Case  XXI.  Marked  defect  in  pyloric  area  with  patent  pylorus;  6 hour  residue. 

Fig.  9.  Case  XXI.  Entire  pyloric  antrum  and  pyloric  area  involved.  Peristaltic  waves  move  up  to  but  cease  at  tumor. 

Rigid  pylorus  with  insufficiency.  Moderately  dilated  stomach  due  to  early  pyloric  obstruction,  giving  way  to  insufficiency 
as  infiltration  progressed.  Peristaltic  waves  show  competency  of  muscle  in  body  of  stomach. 

Fig.  10.  Case  XI.  Collar  involvement  of  pyloric  area.  Rigid  but  patent  pylorus. 

Fig.  11.  Case  XII.  Age  70.  Complete  latency,  due  to  competent  muscle,  until  decompensation  induced  by  an  attack  of 

pneumonia  two  months  before  examination.  Occult  blood  found  in  stomach  but  not  in  stool;  explained  by  vomiting 
and  completeness  of  pyloric  obstruction.  Absence  of  indican  explained  on  same  grounds.  Extreme  dilatation  with  almost 
complete  closure  of  the  pylorus;  24  hour  residue.  Defect  slight  at  pyloric  border.  Incompetent  musculature  indicated 
by  absence  of  peristaltic  waves.  The  marked  dilatation  extending  to  the  right  of  the  median  line,  such  as  is  shown 
here,  has  been  considered  by  roentgenologists  as  indicating  development  of  cancer  on  base  of  ulcer;  but  the  carefully 
inquired-into  and  completely  negative  history  and  examination  of  the  tumor  removed  at  operation  in  this  case,  allow  of 
no  such  interpretation. 

Fig.  12.  Case  XII.  24  hour  residue. 
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Fig.  18.  Case  IX.  Pyloric  cancer.  Defect  definite  and  marked.  Moderate  dilatation;  6 hour  residue. 

Fig.  14.  Case  IX.  6 hour  residue,  showing  defect  on  border. 

Fig.  15.  Case  VIIT.  Pyloric  defect. 

Fig.  16.  Case  VI.  Pyloric  defect,  peristaltic  waves  up  to  same;  6 hour  residue. 

Fig.  17.  Case  XVIII.  Pyloric  defect,  moderate  compensation  and  dilatation;  rigid,  insufficient  pylorus;  6 hour  residue. 
Fig.  18.  Case  XXV.  Pyloric  defect,  moderate  dilatation;  6 hour  residue. 
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Fig.  19. 
Fig.  20. 
Fig.  21. 
Fig.  22. 
Fig.  23. 
Fig.  24. 


Case  XXVI.  Dilatation  with  pyloric  defect  and  rigid,  patent  pylorus. 

Case  XXVII.  Defect  in  greater  curvature,  pylorus  uninvolved;  6 hour  residue. 

Case  XXVIII.  Prepyloric  defect,  hyperistalsis.  Small  6 hour  residue. 

Case  XXIX.  Dilatation,  partial  decompensation,  pyloric  defect  marked. 

Case  XXX.  Defect  high  on  lesser  curvature,  involving  cardia  with  esophageal  obstruction  and  stasis. 
Case  XXX.  Showing  esophageal  obstruction. 
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Fig.  25.  Case  XXXI.  Dilatation,  pyloric  defect,  with  rigid  but  patent  pylorus;  6 hour  residue. 

Fig.  26.  Case  X.’CXII.  Marked  defect  of  body  and  part  of  antrum,  leaving  pyloric  area  unaffected. 

Fig  27.  Case  XXXIII.  Very  marked  involvement  and  shrinking  of  entire  stomach  with  gaping  pylorus.  The  stomach 

emptied  in  20  minutes.  Gastric  symptoms  began  in  July,  1914.  Case  diagnosed  as  and  operated  on  for  gall-bladder 
disease  in  May,  1914;  few  adhesions  said  to  have  been  found;  stomach  not  examined.  First  complete  examination  July, 
1915. 

Fig.  28.  Case  XXXIV.  Marked  defect  in  and  involvement  of  body. 

Fig.  29.  Case  XXXV.  Marked  pyloric  defect;  12  hours  residue. 

Fig.  30.  Case  XXXVI.  Diffuse  involvement  of  entire  stomach. 
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THE  MALIGNANT  TUMORS  OF  THE 
GALL-BLADDER.* 

By  J.  Earl  Else,  Ph.  G.,  M.  S.,  M.  D. 

PORTLAND^  ORE. 

Instructor  in  Surgery,  Medical  Department  Univer- 
sity of  Oregon,  Pathologist  to  Multnomah 
County  Hospital. 

Sarcoma  and  carcinoma  are  found  In  the  gall- 
bladder both  as  primary  and  secondary  tumors. 
Sarcoma,  however,  is  so  rare  as  a primary  lesion 
that  little  attention  need  be  given  to  it.  Diagnosis 
is  usually  made  at  the  operating  table  or  post- 
mortem. Judging  from  the  reported  cases  the 
prognosis,  when  operated  upon  fairly  early,  is  bet- 
ter than  that  of  sarcoma  in  general. 

Secondary  sarcoma  is  more  common  but  of  less 
clinical  Interest.  Involvement  is  usually  by  direct 
extension,  lymphosarcoma  being  the  most  frequent 
form,  as  this  is  the  most  common  sarcoma  in  this 
locality.  Metastasis  through  the  blood  stream 
occurs  but  extension  through  the  lymph  channel 
probably  does  not.  For  some  unexplainable  reason 
the  gall-bladder  Is  not  an  infrequent  site  for  meta- 
stasis from  melanosarcoma.  (Fig.  1.) 


present,  will  contain  portions  of  the  tumor  and 
necrotic  masses.  Occasionally  the  whole  gall- 
bladder wall  becomes  infiltrated  so  that  it  is  found 
as  a mass  the  size  of  a fist  or  larger.  In  the  center 
of  which  tightly  gripped  are  found  gall-stones. 
Sometimes  the  gall-bladder  is  shrunken  so  that  the 
lumen  is  almost  entirely  obliterated. 

The  tumors  originate  either  from  the  epithe- 
lium lining  the  gall-bladder  or  from  that  of  the 
mucous  glands.  Three  types  retain  the  cylindrical 
form  of  the  cells,  adenocarcinoma,  papillary  carci- 
noma and  the  solid  cylindrical-celled  carcinoma. 
The  adenocarcinoma  (Figs.  2,  3),  arising  from  the 
mucous  glands  or  from  the  adenomata  of  the  gall- 
bladder, Is  the  most  common  form.  It  develops 
Into  a fairly  large  tumor,  extending  into  the  liver 
and  becoming  adherent  to  and  infiltrating  the  near- 
by organs.  Papillary  carcinoma,  extending  into 
the  lumen  of  the  gall-bladder,  is  comparatively 
rare,  this  being  difficult  to  understand  in  view  of 
the  fact  that  papillomata  are  not  infrequent.  The 
solid,  cylindrical-celled  carcinoma  develops  as  a 
large  central  mass  with  smaller  whitish  masses 


Pig.  1.  Fig.  2.  Fig.  3. 

Fig.  1.  Metastasis  from  a melanosarcoma  extending  into  and  destroying  a Luschka’s  duct. 

Fig.  2.  Adeno  or  tubular  carcinoma  of  the  gall-bladder. 

Fig.  3.  A solid  cylindrical  carcinoma  of  the  gall-bladder,  showing  a few  tubules  which  prove  that  this  carcinoma  is  of 
glandular  origin. 


Carcinoma  occurs  much  more  frequently  In  the 
gall-bladder  than  sarcoma.  The  Breslau  statistics 
show  it  to  be  primary  here  In  5 per  cent,  of  all 
cases  having  carcinoma,  the  Basle  statistics  in  5.19 
per  cent.,  and  those  from  Gottingen  in  6 per  cent. 
The  point  of  origin  is  most  frequently  in  the  fun- 
dus, the  next  in  frequency  being  in  the  neck.  It 
grows  usually  either  as  an  Infiltrating  or  nodular 
growth,  or  rarely  as  a papillomatous  mass  extend- 
ing Into  the  lumen.  Ulceration  of  the  tumor  with- 
in the  gall-bladder  is  often  seen.  Often  the  gall- 
bladder is  dilated,  containing  a watery  or  purulent 
material  which,  if  ulceration  of  the  tumor  mass  be 


•Read  before  the  Third  Triennial  Meeting  of  State  Medical 
Associations  of  Idaho,  Oregon  and  Washington,  Lewiston,  Ida., 
Oct.  13-15,  1915. 


which,  coalescing  with  the  parent  tumor,  extend 
into  the  liver.  There  is  often  sloughing  Into  the 
lumen  of  the  gall-bladder,  so  that  It  becomes 
distended  wdth  a grumous  material.  In  addition 
to  these  forms  there  may  also  develop  from  the 
cylindrical  cells  scirrhous  carcinoma  (Fig.  4), 
which  may  infiltrate  the  whole  gall-bladder  wall 
or  a large  portion  of  it,  giving  it  an  appearance 
^not  unlike  that  of  a chronic  fibrous  Infiltration, 
and  colloid  carcinoma  in  which  case  there  may  be 
extensive  infiltration  of  the  peritoneum. 

Round-cell  carcinoma  is  a type  in  which  the  cells 
revert  back  to  an  earlier  fetal  type.  These  tumors 
while  rare  are  more  malignant.  Squamous-celled 
carcinomata  (Fig.  5)  are  rare  but  may  arise  from 
squamous  cells  resulting  from  metaplasia  due  to 
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chronic  irritation.  Wieting  and  Hambdi  report 
a case  of  melanocarcinoma. 

Metastasis  from  gall-bladder  carcinoma  does 
not  occur  as  early  or  as  rapidly  as  from  carcinoma 
of  the  gastrointestinal  tract,  for  the  gall-bladder 
is  relatively  poorly  supplied  with  lymphatics.  Yet 
at  postmortem  chains  of  small  nodules  are  seen 
marking  the  course  of  the  lymphatics  and  the  por- 
tal glands  and  the  gland  or  glands  about  the 


Fig.  4.  Scirrhous  carcinoma  of  the  gall-bladder,  showing 
tubules  evidencing  the  fact  that  it  is  of  tubular  origin. 


Pig.  6.  Squamous  celled  carcinoma  of  gall-bladder. 


cystic  duct  are  involved.  Metastasis  from  carci- 
noma arising  from  the  fundus  does  not  occur  as 
early  as  that  arising  at  the  neck.  This  accounts  for 
the  better  prognosis  of  fundus  cases  operated  upon 
early.  In  the  Basle  material  the  liver  was  involved 
in  39.5  per  cent,  of  the  cases  but  liver  involve- 
ment is  more  often  by  direct  extension  than  by 
metastasis,  as  there  is  no  direct  lymphatic  connec- 
tion. Through  retrograde  extension  the  malignant 


cells  may  reach  the  liver  through  the  lymphatics 
but  this  is  probably  rare  not  only  here  but  else- 
where. Metastasis  may  reach  the  liver  through 
the  malignant  process  penetrating  into  the  radicles 
of  the  cystic  vein  and  cells  becoming  detached  are 
carried  down  to  the  portal  vein  and  thence  to  the 
liver.  After  secondary  lung  involvement  malig- 
nant cells  can  be  brought  through  the  arterial 
system. 

In  addition  to  involvement  of  the  liver  by  direct 
extension,  the  tumor  mass  may  extend  to  the  colon, 
the  stomach  and  the  duodenum,  in  which  case  ob- 
struction may  occur,  or  to  other  structures  even  in- 
volving the  anterior  abdominal  wall  in  some  cases. 
The  portal  vein  may  either  become  affected  or  ob- 
structed through  pressure  or  thrombosed,  thus 
producing  ascites.  The  liver  veins  are  the  scenes 
sometimes  of  a thrombophlebitis,  the  thrombus  ex- 
tending occasionally  into  the  ascending  vena  cava 
and  even  to  the  right  ventricle.  The  common  or 
hepatic  ducts  may  become  involved  or  constricted, 
in  which  case  icterus  results.  The  gall-bladder 
may  become  adherent  to  the  colon  with  a later  per- 
foration, so  that  there  is  free  drainage  into  the 
colon.  The  author  saw  one  such  case.  Detached 
cells  may  be  transferred  to  any  portion  of  the  peri- 
toneum, where  secondary  tumors  may  develop. 
Detached  cells  passing  down  with  the  bile  may 
also  become  lodged  on  the  mucosa  and  develop 
tumors  not  only  in  the  ducts  but  also  either  in  the 
small  or  large  bowel. 

Etiology.  Age.  According  to  the  Balse  statis- 
tics 60  per  cent,  occur  between  the  ages  of  50  and 
70.  It  is  rare  under  40,  although  there  are  sev- 
eral reported  cases  in  the  literature.  Proescher 
reports  a case  in  a man  22  years  of  age,  in  which 
recovery  followed  operation. 

Sex.  Carcinoma  of  the  gall-bladder  like  gall- 
stones occurs  much  more  frequently  in  women. 
Bland-Sutton  places  it  at  75  per  cent.  Fiitterer 
found  it  in  80  per  cent.,  Zenker  in  87  per  cent., 
Siegert  in  90  per  cent,  and  the  Gottingen  material 
showed  91.7  per  cent. 

Nothing  could  be  determined  as  to  race  from 
a review  of  the  literature.  Sedentary  occupations, 
through  predisposing  to  gall-stone  formation,  pre- 
disposes to  cancer. 

Cholecystitis.  Chronic  cholecystitis,  especially 
when  accompanied  by  the  formation  of  gall-stones, 
through  its  maintaining  a chronic  irritation  to  the 
epithelial  cells  is  the  most  important  factor  in  the 
production  of  carcinoma,  so  far  as  our  present 
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knowledge  of  the  etiology  goes.  Gall-stones  are 
present  in  the  majority  of  cases,  the  percentage 
varying  from  66,  as  found  by  Tiedemann,  to  100 
per  cent,  in  the  records  of  Marchand.  The  Basle 
material  showed  86  per  cent.  It  is  easy  to  under- 
stand the  role  of  the  gall-stones,  for  either  through 
rubbing  they  may  furnish  constant  irritation  or 
by  pressure  they  may  produce  ulcers.  These  ulcers 
may  not  heal  readily  because  of  the  continuous 
irritation  from  the  stones  and  the  infection  pres- 
ent, thus  subjecting  them  to  malignant  degenera- 
tion, or,  when  healing  does  occur,  the  newly 
formed  epithelium  may  pass  over  into  the  malig- 
nant type  or,  should  epithelial  cells  have  been 
buried,  they  may  become  malignant.  Further,  the 
stones  serve  to  maintain  the  infection  from  which 
they  resulted  or,  in  case  of  healing  through  con- 
tinued irritation,  reinfection  may  occur,  not  only 
continuing  the  irritation  but  also  causing  the  for- 
mation of  more  stones. 

Important  as  stones  are,  it  must  not  be  forgot- 
ten, however,  that  there  are  other  factors  which  in 
certain  cases  are  even  more  important.  Were 
stones  the  all  important  factor  one  would  expect 
to  find  the  majority  of  cancers  originating  at  the 
neck  of  the  gall-bladder,  where  the  greatest  irri- 
tation occurs,  instead  of  at  the  fundus.  In  this 
connection,  however,  it  must  be  remembered  that 
there  is  some  irritation  at  the  fundus  from  stones, 
for  with  the  patient  in  the  standing  position  the 
fundus  may  be  low'er  than  the  neck,  permitting  the 
stones  to  fall  into  the  fundus.  Further,  the  carcino- 
ma should  be  of  the  tjije  that  can  originate  from  the 
surface  epithelium,  namely  papillary  carcinoma  or 
solid  cylindrical-celled  carcinoma  or  some  of  its 
varieties.  This,  however,  is  not  the  case.  The 
majority  of  the  carcinomas  of  the  gall-bladder  are 
adenocarcinomas  which  upon  superficial  examina- 
tion appear  to  be  solid  but  on  more  careful  exam- 
ination reveal  a few’  tubules  showing  their  true 
character  (fig.  3).  The  fact  that  the  majority 
are  adenocarcinoma  show^s  that,  while  the  stones 
may  be  an  important  factor  in  maintaining  chronic 
irritation,  yet  there  is  another  factor,  for  adeno- 
carcinomas only  develop  from  glandular  tissue  or 
adenomas  which  have  sprung  from  glandular  tis- 
sue. According  to  our  present  understanding  of 
tumor  growths,  tumor  cells  may  be  of  the  same 
type  as  the  original  or  may  revert  back  to  any  stage 
through  which  the  parent  cell  passed  in  the  course 
of  its  development  but  it  can  not  pass  to  a higher 


type.  This  being  true  and  it  is  generally  accept- 
ed as  such,  the  adenocarcinoma  of  the  gall-bladder, 
the  most  common  form,  can  not  develop  from  the 
surface  epithelium,  so  another  source  must  be 
found.  This  we  have  in  the  mucous  glands  and 
the  adenomata. 

The  mucous  glands  appear  to  be  of  two  types; 
the  glands  of  the  mucosa  which  do  not  extend  be- 
low the  mucosa  and  the  Luschka  glands  wdiich 


Fig.  6.  Lnschka  duct  showing  mitotic  figures  at  A. 


Fig.  7.  Luschka  duct  showing  at  A the  coalescing  of  two 
branches. 


extend  along  the  blood  vessel  into  the  muscularis, 
often  through  into  the  fibrosa  and  sometimes  even 
into  the  subserosa.  Both  types  may  be  complete, 
in  which  cases  they  consist  of  ducts  with  true 
glands  at  the  base  or  incomplete  when  the  ducts 
only  are  present.  These  glands  very  much  resem- 
ble the  mucous  glands  found  about  the  larger  bile 
ducts  and  from  the  appearance  of  the  glands  them- 
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selves  give  but  little  evidence  of  the  fact  that  they 
are  not  normal  structures  but  have  developed  as 
the  result  of  a chronic  irritation.  That  the 
glands  functionate  is  evidenced  by  the  presence  of 
secretion  in  those  that  have  become  obstructed. 

While  the  Luschka  ducts  or  glands  of  them- 
selves appear  as  benign  growths,  yet  they  show 
some  characteristics  that  do  not  belong  to  the  be- 
nign group.  First  they  extend  deeply  into  the  other 
layers  of  the  gall-bladder,  sometimes  going  even 
to  the  serosa  and,  second,  sometimes  they  appear 
to  grow  through  the  lymphatic  spaces  or  blood 
vessels  as  evidenced  by  the  finding  of  endothelium 
about  the  glands.  Mitosis  (Fig.  6)  is  often 
greater  than  normal.  Sometimes  there  is  a coales- 
cing of  the  walls  of  adjacent  ducts  or  branches 
of  the  same  duct  (Fig.  7).  These  glands  being 
new'  formation  which  are  somewhat  atypical,  it  is 
not  surprising  that  malignant  changes  would  be 
prone  to  occur  and  that  such  is  the  case  can  be 
readily  proved  by  demonstrating  the  tubular  char- 
acter of  cancer  developing  from  the  gall-bladder, 
an  organ  which  normally  does  not  have  glandular 
tissue. 

The  other  source  from  which  adenocarcinomas 
may  develop  is  that  of  the  adenomata.  Aschoff  has 
reported  finding  fundus  adenomata  in  3 per  cent, 
of  all  cases  and  my  records  confirm  his  report  as 
to  adults  but  in  one  hundred  postmortems  on 
children  I was  unable  to  find  a single  case.  While 
this  is  not  a large  series,  yet  I do  not  believe  with 
Aschoff  that  they  are  congenital.  I believe  that 
the  adenomata  are  benign  tumors  devoloping  from 
the  mucous  glands.  That  these  may  undergo 
malignant  changes  there  can  be  no  question. 

Secondary  involvement  of  the  gall-bladder  is 
usually  by  direct  extension,  metastasis  through 
the  blood  stream  being  rare  and  through  the  lymph 
channels  probably  almost  unknown  or,  in  the  first 
place  as  previously  stated,  the  gall-bladder  is  not 
richly  supplied  wdth  lymphatics  and,  second,  it 
would  have  to  be  by  retrograde  extension  which 
is  always  rare. 

To  make  the  diagnosis  clinically  before  the  tu- 
mor through  direct  extension  or  metastasis  has 
passed  beyond  the  reach  of  the  surgeon  is  impos- 
sible. The  only  way  to  save  the  lives  of  these 
patients  is  to  operate  upon  all  chronic  lesions  of 
the  gall-bladder,  removing  those  gall-bladders 
showing  evidence  of  chronic  infiltrative  processes. 

816-818  Selling  Bldg. 


EXCISION  OF  ULCER-BEARING  AREA 
IN  GASTRIC  SURGERY.* 

By  C.  N.  SuTTNER,  M.  D. 

WALLA  WALLA  WASH. 

Nineteen  years  ago  W.  L.  Rodman  in  his 
lectures  on  surgery  emphasized  the  probability  of 
gastric  ulcer  being  the  prelude  to  cancer.  Refer- 
ring to  my  notes  which  were  taken  by  me  as  his 
student,  the  following  statement  occurs:  “I  firmly 
believe  that  25  per  cent,  of  all  cases  of  gastric 
cancer  are  preceded  by  a history  of  ulcer.  Why 
not  excise  the  ulcer  and  considerable  of  area  sur- 
rounding the  ulcer?” 

The  gradual  evolution  of  Rodman’s  theory  into 
well-established  scientific  fact  is  well  known.  To- 
day excision  of  a gastric  ulcer  per  se,  as  well  as 
partial  gastrectomy  and  pylorectomy,  is  recognized 
by  the  leading  surgeons  of  the  world.  While  these 
latter  procedures  are  vastly  more  formidable,  yet 
the  clinical  results  justify  the  method. 

In  order  to  perfect  a technic  which  might  be 
serviceable  in  emergencies  and  to  prove  the  dictum 
of  Rodman,  a number  of  pylorectories  and  partial 
gastrectomies  were  performed  on  dogs  as  early  as 
1897.  These  operations  were  performed  in  two 
stages. 

To  compare  the  relative  value  of  pyloroplasty 
and  partial  gastrectomy,  a pyloroplasty  was  per- 
formed on  two  dogs  according  to  Finney.  The 
latter  of  these  died  of  malnutrition  eight  or  nine 
months  after"^  operation ; the  former  is  still  alive. 
Therefore,  the  resection  of  the  assumed  ulcer- 
bearing area  by  means  of  a partial  gastrectomy 
seemed  to  be  an  ideal  one. 

Applying  these  conclusions  in  nine  ulcer  cases 
in  the  human  the  result  has  been  most  gratifying 
in  all  but  one.  In  two  cases  pylorectomies  per  se 
were  done,  while  seven  were  partial  gastrectomies. 
One  of  the  partial  gastrectomies  necessitated  the 
resection  of  one-third  of  the  pyloric  part  of  the 
stomach,  owing  to  the  involvement  of  the  ulcer. 
Microscopy  of  the  specimen  showed  no  malig- 
nancy, yet  eight  months  after  the  resection  gastric 
carcinoma  speedily  closed  the  scene.  True  conser- 
vation in  this  case  would  have  been  an  earlier 
and  more  radical  resection. 

In  one  case  of  ulcer  (assumed)  operation  dis- 
closed gastric  syphilis,  hence  pyloric  stenosis  was 
treated  by  Hahn’s  method  of  pylorodiosis.  A post- 

•Read  before  the  Third  Triennial  Meeting  of  State  Medical 
Associations  of  Idaho,  Oregon  and  Washington,  Lewiston,  Ida., 
Oct.  13-16,  1916. 
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operative  Wassermann  confirmed  the  assumed 
diagnosis  and  he  was  given  606  at  proper  intervals. 
7'his  man  is  still  under  antisyphilitic  treatment. 

All  pylorectomies  are  more  or  less  gastrecto- 
mies. The  usual  indications  are  for  malignant 
disease.  Inasmuch  as  ths  vast  majority  of  gastric 
carcinomata  give  a previous  ulcer  history  (Rod- 
man,  Mayo,  Murphy,  Coffey),  why  not  attack 
the  initial  lesion?  Alas,  too  frequently  these  cases 
are  seen  in  their  final  instead  of  initial  stage.  Fre- 
quently one  medical  cure  after  another  was  unfor- 
tunately successful.  Ultimately  these  cases  present 
themselves  for  gastroenterostomy.  The  late  re- 
sults, however,  of  gastroenterostomy  in  these  cases 
is  not  flattering.  As  a routine  treatment  for 
chronic  ulcer  of  stomach  or  duodenum  it  leaves 
much  to  be  desired.  As  a matter  of  course  the 
surgical  neophyte  has  a modicum  of  success  in 
gastroenterostomies,  while  a gastrectomy  demands 
anatomic  knowledge.  Gastroenterostomy  is  the 
hey-day  of  his  glory,  as  he  always  finds  an  ulcer, 
though  it  might  be  but  a gastric  crisis  of  locomotor 
ataxia. 

With  the  present  day  equipment  of  the  competent 
internist  and  equally  well  qualified  roentgenolo- 
gist, ulcer  diagnosis  should  have  ulcer  treatment — 
not  gastroenterostomy  but  excision  of  ulcer  area, 
be  it  where  it  may.  As  is  well  known,  ulcer  dis- 
tant from  the  pylorus  has  a greater  tendency  to 
undergo  malignancy.  These  ulcers  often  are  not 
cured  by  simple  gastroenterostomy,  but  by  excis- 
ing the  ulcer  with  conjoined  gastroenterostomy  in 
cases  to  date. 

The  summary  in  all  my  cases  is  as  follows: 

Gastroenterostomy  with  pyloric  excision  for 
chronic  duodenal  ulcer,  2;  partial  gastrectomy 
for  chronic  ulcer,  7 ; pylorectomy  for  chronic  ulcer 
in  immediate  vicinity  of  pylorus,  2;  gastroenteros- 
tomy with  excision  of  ulcer  (chronic),  4;  gastro- 
enterostomy with  excision  of  ulcer,  1 1 ; exploratory 
laparotomy  for  ulcer  (syphilis  of  stomach),  1; 
gastric  resection  for  hour  glass  stomach,  4;  gastric- 
plasty  for  relieving  gastrotomy  opening  (corrosive 
poison),  1;  gastroenterostomy  for  pyloric  stenosis 
(ulcer),  7;  gastroenterostomy  for  palliation  in  ma- 
lignant disease,  23.  Referring  to  the  two  cases  of 
pylorectomy,  in  one  of  which  carcinoma  developed, 
I wish  to  emphasize  that,  had  a more  complete 
resection  been  made,  the  result  might  have  been 
otherwise. 

Gastric  perforations  in  the  pyloric  vicinity  often 


do  not  permit  of  extensive  excision  without  nar- 
rowing the  lumen,  even  by  Balfour’s  method.  In 
such  cases  one  should  perform  excision  after  cau- 
terization and  gastroenterostomy,  whenever  the 
patient’s  condition  makes  it  advisable.  Such  per- 
forations if  seen  early  would  do  better  if  partial 
gastrectomy  could  be  performed.  Gastroenteros- 
tomies nearest  the  pylorus  functionate  more  nor- 
mally than  when  too  far  away  (Brun).  Hence 
pyloric  exclusion  with  a new  opening  nearest  the 
pyloric  site  seems  most  desirable. 

In  four  cases  of  pyloric  exclusion  with  partial 
gastrectomy  on  dogs,  compared  with  four  of  non- 
exclusion, the  former  are  thriving  while  of  the  lat- 
ter all  but  one  succumbed.  To  arrive  at  absolute 
conclusion  by  animal  experimentation  is  impossi- 
ble, yet  relative  deductions  are  admissible.  An 
operation  which  gives  the  best  end-results,  both 
as  to  gastric  function  and  possibility  of  cancer 
formation,  should  be  the  one  of  choice.  Such  an 
operation,  of  course,  should  be  at  the  hands  of  the 
master  in  this  kind  of  work. 

In  briefly  analyzing  the  above  cases,  I beg  to 
state  that  no  emergency  case  is  among  them.  All 
gastroenterostomies  for  malignant  disease  gave  re- 
lief from  four  months  to  two  years.  None  are 
now  alive.  Of  the  partial  gastrectomies  (four  in 
number),  three  are  alive  and  one  died  of  cancer 
three  and  one-half  years  later. 


THE  PREVENTION  AND  CURE  OF 
CANCER.* 

By  K.  A.  J.  Mackenzie,  M.  D., 

PORTLAND,  ORE. 

The  medical  profession  has  always  devoted  its 
best  efforts  for  the  welfare  of  mankind  by  study- 
ing the  prevention  of  disease.  Schools  of  practice 
spring  up  like  mushrooms  which  announce  some 
new  dogma  or  system  of  treatment.  They  pro- 
claim a system  of  therapy  so  complete  that  they 
are  prepared  to  cure  any  disease  under  the  sun. 
They  charge  that  all  other  systems  are  shams  and 
snares  and  ask  the  world  to  discard  all  save  th'eir 
own.  The  sands  and  shoals  of  time  are  strewn 
with  their  wrecks  because  they  were  made  for 
selfish  gain.  Their  term  of  life  is  fitful  and  short. 
They  die  because  they  have  not  the  right  food  on 
which  to  live.  Altruism  of  the  purest  kind  is  the 
one  food  on  which  any  s}^tem  of  healing  can  sur- 

*Read  before  Forty-first  Annua]  Meeting  of  Oregon  State 
Medical  Association,  Portland,  Ore.,  Sept.  9-10,  1915. 
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vive.  If  the  aim  of  medicine  were  not  to  stop 
disease,  it  could  not  last  long,  but  as  long  as  it 
has  for  its  chief  aim  the  blotting  out  of  all  disease 
and  continues  true  to  its  trust,  it  will  endure 
forever. 

By  the  study  of  preventive  medicine  the  world 
has  been  gradually  freed  from  its  scourges;  one 
by  one  they  have  yielded  to  the  self-sacrificing  toil 
of  the  workman  in  the  laboratory.  Cancer  alone 
of  all  the  diseases  that  prey  upon  man  is  increasing 
and  will  continue  to  increase  unless  man  the  world 
over  will  take  to  heart  and  learn  the  lessons  of 
its  prevention  and  cure.  With  him,  at  the  present 
time,  rather  than  with  the  physician,  rests  the  hope 
of  the  control  of  this  blight. 

Happily  the  study  of  cancer  and  the  means  of 
its  prevention  and  cure  are  being  actively  agitated 
thrpughout  the  world.  The  plan  is  simple  and 
involves  no  great  cost.  In  its  essence  each  man 
and  woman  shall  be  taught  to  be  his  or  her  own 
guardian  and  shall  take  note  of  the  first  signs  of 
the  disease.  The  crux  of  the  whole  matter  is  that 
early  cancer  can  be  cured  and  late  cannot.  It  must 
be  proclaimed  that  cancer  like  any  fungus  or  plant 
will  take  root  in  a soil  suited  to  it,  that  it  will  not 
grow  in  healthy  tissues  but  will  thrive  at  the  seat 
of  irritation.  That  the  theme  is  of  great  moment 
is  shown  by  the  fact  that  the  toll  of  death  due  to 
cancer  in  the  year  1914  in  the  United  States  was 
seventy  thousand. 

When  diseases  spread  they  do  so  by  reason  of 
their  being  infectious  or  contagious.  Measles  will 
spread  through  a school  like  wildfire,  the  infection 
going  from  one  child  to  another.  Tuberculosis 
in  precisely  the  like  manner,  but  very  slowly,  ex- 
tends from  person  to  person  but  not  so  with 
cancer.  Cancer  is  not  known  to  be  contagious  or 
infectious  and  still  it  spreads  more  and  more 
through  the  human  family.  Its  nature  and  cause 
are  not  known.  In  a large  sense  we  grope  in  the 
dark  but  we  learn  more  and  more  as  we  study  the 
disease  objectively  at  the  bedside.  There  is  much 
to  support  the  theory  that  it  is  parasitic.  It  grows 
and  spreads  like  other  infections  and  would  seem, 
because  it  selects  exposed  places  for  attack,  to 
have  an  origin  derived  from  without,  else  why 
should  it  attack  the  skin  so  often  and  appear  at 
times  as  the  chimney  sweep’s  cancer.  Why  does 
it  attack  the  smoker’s  lip  or  tongue  which  are 
made  raw  so  often  and  thereby  exposed  to  some 
subtle  infection?  Why  is  it  so  often  found  in  the 


neck  of  the  womb,  especially  that  torn  in  labor, 
unless  it  be  that  the  denuded  epithelial  covering 
has  become  the  seat  of  infection.  Why  is  the 
exposed  cervix  so  often  the  seat  of  cancer  and 
not  the  more  protected  body?  Why  does  the 
lower  bowel  become  the  host  so  often,  and  the 
upper  and  more  protected  so  seldom?  Why  is 
the  pylorus  so  often  a point  of  election,  unless  it 
be  that  the  perpetual  churning  of  this  mill  has 
finally  scarred  the  surface  and  infected  it?  Why, 
in  brief,  does  cancer  almost  always  attack  the 
exposed  points,  unless  it  be  that  trauma  plays  a 
great  part  and  paves  the  way  for  the  graft  that 
always  comes  from  without? 

Amongst  these  and  many  added  arguments  ap- 
pear those  which  are  based  upon  the  cellular  origin 
of  cancer,  their  strongest  plea  being  that  the 
disease  must  have  its  origin  in  the  cells  and  espe- 
cially the  epithelium  layers,  because  the  reproduc- 
tion of  the  disease  elsewhere  by  metastasis  or  oth- 
erwise invariably  exhibits  the  reproduction  of  the 
same  cells. 

Of  great  weight,  therefore,  in  the  study  of 
cancer  is  the  fact  that  it  is  found  constantly  at 
the  gateways  of  the  body  and  at  points  more  or 
less  exposed.  Apart  entirely  from  the  parasitic 
or  cellular  theory,  we  must  think  of  the  principle 
of  irritation  alone  as  a factor  in  the  cause  of 
cancer,  and  it  must  be  thought  of  in  relation  to 
both  because  it  may  enter  so  intimately  in  both  in 
causal  relationships.  Considered  alone,  and  em- 
pirically, in  relation  to  the  prophylaxis  of  cancer, 
and  this  is  very  largely  our  position  at  present,  the 
principle  develops  a colossal  importance.  Its  rec- 
ognition by  the  man  and  woman  on  the  street 
predicates  that  they  will  take  into  account  at  once 
and  regard  seriously  the  fissured  lip,  the  torn  neck 
of  the  uterus,  the  roughened  tongue,  the  irritated 
wart,  the  bleeding  womb,  the  lump  in  the  breast, 
likewise  the  painful  stomach  with  its  habitual  dys- 
pepsia, etc.,  and  seek  a cure  in  fear  but  not  without 
hope  while  yet  there  is  time.  They  must  learn, 
on  the  one  hand,  the  peculiar  immunity  of  normal 
healthy  tissue  from  cancer  and,  on  the  other,  the 
peculiar  proclivity  of  abnormal,  irritable  tissue  to 
the  disease;  that  the  normal  body  repels  while  the 
abnormal  attracts  the  disease. 

We  see  daily  in  our  walks  colleagues  whose 
hands  have  been  blasted  by  the  x-ray  and  the 
menace  of  cancer  hanging  over  them.  We  read 
of  countless  cases  of  cancer  of  the  mouth  caused 
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by  the  chewing  of  the  betel  nut  and  by  the  use 
of  the  pipe.  We  note  other  groups  quite  as  large, 
in  which  cancer  springs  up  from  the  base  of  an 
old  ulcer  or  at  the  seat  of  a mole  or  wart,  or  in  a 
breast  which  had  previously  harboured  what  was, 
until  very  recently,  a harmless  growth.  The 
pathologist  warns  us  of  the  transition  of  tumors 
and  reveals  under  the  microscope  the  process  of 
transformation  of  the  benign  into  the  malignant 
and  interprets  with  fidelity  what  the  change  means 
and  what  it  must  lead  to.  The  surgeon  furnishes 
many  examples  of  cancer  which  have  grown  in 
the  soft  tissues  or  in  bone,  which  received  its  im- 
petus of  growth  from  an  injury  received  some 
time  before.  Striking  examples  of  cancer,  caused 
by  or  associated  with  continued  irritation  have  been 
reported  by  Neve  among  the  natives  of  Kashmir 
who  develop  so-called  kangri  sores  which  are  the 
result  of  wearing  fire  baskets  on  the  abdomen  in 
cold  weather.  Of  2020  of  these  natives  operated 
on  for  tumors,  496  proved  to  be  epithelial  cancers, 
363  of  which  were  cancers.  There  is  something 
tragic  about  the  ease  with  which  cancer  will  take 
on  its  growth  at  the  site  of  an  old  calloused  wart 
or  in  the  meshes  of  a pigmented  mole. 

Two  years  ago  a young  woman  of  good  physique 
came  to  me  suffering  from  a sore  on  her  back 
between  the  shoulder  blades.  A chocolate  colored 
mole  which  had  become  irritable  from  friction  had 
been  excised  two  weeks  before  by  her  physician, 
and  a number  of  small  bluish  nodules  appeared 
within  a week  after  about  the  area  of  the  incision. 
The  lymphatics  were  universally  enlarged  and  the 
patient  entered  the  hospital  to  be  observed  and 
treated.  From  day  to  day  one  could  note  the 
ghastly  growth  and  spread  of  the  disease.  In  less 
than  two  weeks  the  liver  and  spleen  attained  such 
size  as  to  fill  the  abdomen  and  in  another  week 
there  were  signs  of  the  disease  in  the  lungs,  pleu- 
rae, heart  and  pericardium,  and  in  the  brain  and 
cord.  Within  tliree  weeks  of  the  original  opera- 
tion she  was  dead.  The  venom  of  the  asp  and 
the  adder  could  not  be  more  shocking  or  repulsive. 

It  is  said,  and  it  is  in  itself  a great  warning, 
that  the  pigmented  mole,  once  it  becomes  active 
in  a malignant  process,  is  invariably  destructive  of 
life  and,  no  matter  how  radical  the  extirpation,  the 
disease  will  recur  in  the  organs  and  kill  as  in  the 
case  above  quoted.  If  irritation  and  all  that  goes 
with  it  exercises  such  potent  influence  in  causing 
cancer  of  the  skin  and  other  exposed  parts  of  the 


body,  what  bearing  does  it  exert  upon  cancer 
within  the  body  ? We  are  perhaps  too  prone  to 
speak  of  precancerous  states  and  to  conjure  their 
existence  in  order  to  explain  cancer  when  it  comes. 
There  is  no  known  law  in  pathology  which  pro- 
pounds that  certain  peculiar  alterations  take  place 
in  the  tissues  which  are  preliminary  to  the  develop- 
ment of  cancer  and  there  is  no  pathologist  who 
has  yet  dared  to  say  that  there  is  a definite  histo- 
pathology  which  marks  the  precancerous  state.  It 
is  cancer  or  it  is  not. 

But  this  does  not  argue  that  states  of  irritation, 
wherever  they  may  be,  within  the  body  or  without, 
on  skin  or  mucous  surface,  are  not  subject  to 
variations,  and  changes  which  may  be  differen- 
tiated from  time  to  time.  Irritation  apparently 
plays  its  role  within  the  body  as  much  as  it  does 
without.  The  stomach,  rendered  irritable  and 
sensitive  by  hyperacidity  or  by  a round  ulcer  with 
its  chronic  dyspeptic  symptoms,  becomes  after  a 
long  and  variable  time  the  seat  of  cancer.  Study 
the  ulcer  with  care  and  one  will  find  that  it  is 
intact  in  its  centre  and  base  but  the  graft  has 
taken  root  on  its  elevated  margins.  This  is  the 
ulcer  cancer,  whereas  the  cancer  ulcer  shows  the 
structure  of  the  growth  throughout.  In  the  small 
and  in  large  intestine  cancer  develops  under  like 
conditions  and  irritation  based  upon  some  patho- 
logic changes  plays  the  same  part  as  elsewhere. 

I have  noted  but  five  cases  of  cancer  of  the 
small  intestine,  in  all  of  which  an  irritative  di- 
arrhea was  the  constant  feature.  It  is  difficult  to 
say  how  much  it  depended  upon  the  cancer  or  upon 
some  concurrent  or  previous  catarrhal  disorder. 
Three  of  these  cases  were  operated  on,  of  which 
two  survive,  one  five  years  after,  the  last  about 
two,  and  both  in  perfect  health.  In  the  large 
intestine  the  number  of  cancers  noted  is  large, 
and  irritation  of  great  and  usually  inveterate 
character  preceded  the  disease.  The  majority  of 
the  cases  met  with  involved  the  rectum;  next  in 
frequency  the  cecum  and  last  the  sigmoid.  Two 
cases  of  cancer  involving  the  transverse  colon  have 
been  observed,  one  of  which  was  operated  upon. 
The  entire  transverse  colon  was  removed  and  the 
patient  survived  and  is  in  perfect  health  after 
eighteen  years.  Most  of  the  cases  of  cancer  of 
the  large  intestine,  unfortunately,  come  too  late 
for  good  results,  notwithstanding  which  many 
cases  of  cancer  of  the  rectum  and  cecum  survive 
after  periods  ranging  from  six  months  to  five 
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years  and,  including  the  transverse  colon,  eigh- 
teen years.  I see  at  regular  intervals  at  least  a 
dozen  cases  of  cancer  of  the  stomach,  intestines 
and  rectum,  who  report  at  intervals  of  three  or 
four  months  or  a year  to  find  out  if  they  are  still 
protected.  Three  years  immunity  is  regarded  as 
absolute.  The  fear  of  the  disease  impels  this 
periodic  examination. 

In  proof  of  the  value  of  radical  surgery,  two 
cases  of  special  interest  are  mentioned,  one  already 
referred  to,  cancer  of  the  transverse  colon,  adeno- 
carcinoma, operated  on  in  1897  at  St.  Vincent’s 
Hospital  in  the  presence  of  an  acute  intestinal 
obstruction.  The  entire  transverse  colon  was  re- 
moved and  the  ends  united  by  the  Murphy  button. 
The  patient  lives  in  Portland  and  in  perfect  health. 
Second,  carcinoma  of  the  shoulder  in  a man  aged 
sixty,  developed  in  the  skin  over  the  shoulder  in 
connection  with  a marked  diffuse  keratosis.  There 
was  rapid  and  deep  infiltration  with  great  vascu- 
larity. A total  upper,  or  so-called  interscapulo- 
thoraclc  amputation,  was  performed.  Recovery- 
ensued  and  immunity  enjoyed  for  fifteen  years. 
Death  afterwards  reported  by  carcinomatosis. 

Dr.  Samuel  Gros.s  bemoaned  at  one  time  his  help- 
lessness to  cure  cancer  and  developed  his  woeful 
statistics.  Why  did  this  great  surgeon  fail?  Of 
course,  then,  even  more  than  now,  the  treatment 
of  cancer  was  not  considered  except  as  a last  resort 
and  operations  were  not  radical  as  they  are  now. 
The  surgeon  of  the  period  contented  himself  in 
breast  amputations  with  the  mere  removal  of  the 
gland  and  speed  was  a factor  of  more  importance 
than  extirpation.  By  contrast  the  modern  breast 
amputation,  even  in  advanced  cases  of  cancer,  gives 
very  striking  results,  many  permanent  cures,  47 
per  cent.,  according  to  the  Johns  Hopkins  Hospital 
statistics,  being  free  from  cancer  three  years  after 
amputation. 

One  great  factor  which  stands  in  the  way  of 
progress  in  cancer  is  the  scepticism  of  the  laity  as 
to  its  curability^  This  is  shared  by  not  a few  mem- 
bers of  the  profession  of  medicine  and  it  is  the 
doubtful  and  wavering  attitude  of  both  that  ac- 
counts for  many  of  the  deaths.  Will  the  day  ever 
dawn  when  all  men  and  women  and  all  doctors 
will  believe  that  cancer  does  not  pass  from  father 
to  son,  or  mother  to  daughter,  and  that  all  cancers 
begin  as  harmless  local  disorders  which  the  veriest 
tyro  can  cure  if  he  will  but  do  it.  It  is  a striking 
tribute  to  the  science  of  the  day  that  one  can  esti- 


mate the  results  in  a given  group  of  cases  with 
accuracy.  When,  for  example,  one  can  positively 
make  the  diagnosis  of  a breast  cancer  by 
reason  of  the  closest  study  of  the  physical  condi- 
tions of  the  tumor,  without  resort  to  an  examina- 
tion of  a frozen  section,  i.  e.  a strictly  clinical 
examination,  it  can  be  said  that  the  proportion  of 
cures  five  years  after  operation  will  be  only  25 
per  cent.;  whereas,  if  the  operation  be  performed, 
the  positive  diagnosis  not  having  been  possible  from 
the  clinical  findings  but  verified  after  the  operation 
by  minute  examination  of  the  tissues,  the  propor- 
tion of  cures  five  years  after  operation  will  amount 
to  at  least  80  per  cent. 

Bloodgood  states  that,  when  cancer  is  clini- 
cally malignant,  the  chances  of  the  cure  are  worst; 
when  clinically  benign,  best.  The  fact  is  true  of 
cancer  in  every  localization  and  the  truth  of  this 
statement  must  be  impressed  upon  the  entire  pro- 
fession and  people.  The  old  method  of  waiting  for 
the  signs  of  cancer  simply  means  decreasing  the 
probability  of  cure,  and  the  same  is  true  of  cancer 
in  all  situations.  It  is  said  by  the  same  author 
that,  “From  what  we  know  of  the  early  signs  of 
cancer  and  the  local  growth  in  the  early  stages 
of  cancer,  or  what  precedes  cancer,  we  should 
draw  the  greatest  encouragement  as  to  the  proba- 
bility of  the  percentage  of  cures  possible  in  these 
early  stages  by  good  surge^^^  In  the  breast  it 
should  be  at  the  worst  86  per  cent.,  in  local  can- 
cers of  the  skin  over  98  per  cent.,  in  the  lip  and 
tongue  over  90  per  cent.,  in  the  bone  over  75  per 
cent.  With  the  accumulating  experience  of  each 
succeeding  year  with  such  early  cases,  the  per- 
centage of  cures  increases.” 

Assuming  these  views  of  the  disease  to  be  cor- 
rect, what  then  are  the  indications  for  treatment? 
First,  to  maintain  the  body  in  all  its  parts  in  a 
normal  anatomic  state.  Complete  physical  exam- 
inations instituted  at  regular  intervals  will  reveal 
faults  of  structure  that  need  correction.  Great 
thought  should  be  given  to  the  state  of  the  skin 
from  which  most  cancers  spring.  Moles,  espe- 
cially the  pigmented  variet)^  warts  and  tumors 
should  be  subject  to  scrutiny  and  removed  when 
deemed  doubtful.  Many  eruptions  of  the  skin, 
especially  chronic,  scaly  indurated  eruptions,  such 
as  the  keratoses,  should  be  treated  radically  and 
eliminated  because  of  their  close  union  with  can- 
cer. Great  cleanliness  and  care  of  the  skin  should 
be  observed  at  all  times,  because  uncleanliness 
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tends  to  cancer.  All  forms  of  ulcers,  open  sores, 
should  be  treated.  The  closest  attention  should 
be  paid  to  persistent  irritation  kept  up  at  any  one 
point,  euch  as  the  lip,  tongue,  the  angle  of  the  eye 
and  all  of  the  nose,  etc.,  because  such  points  are 
the  favorite  seats  of  the  disease.  All  rents  should 
be  repaired  and  all  mucous  surfaces  should  be  sur- 
veyed from  time  to  time  for  doubtful  growths 
which  tend  to  cancer. 

Eighteen  thousand  women  died  in  the  United 
States  last  year  of  cancer  of  the  breast,  18,000 
lives  needlessly  wasted.  It  behooves  woman  to 
watch  herself  closely.  Her  breasts  are  on  the 
surface  of  the  body  and  she  should  quickly  detect 
the  early  signs  of  cancer — the  sore  nipple,  the 
growing  lump,  the  discharge,  the  sharp  stabbing 
pains,  etc.,  which  often  betoken  cancer  at  the  only 
stages  at  which  it  is  easily  cured.  Why  wait,  when 
waiting  means  death  and  the  cure  offered  by  the 
surgeon  is  everywhere  at  hand?  The  cancer  is 
always  local  at  first;  it  is  your  own  fault  if  it 
makes  its  way  into  your  blood. 

The  second  indication  is  the  study  of  physi- 
ology in  relation  to  function,  so  as  to  observe 
departures  from  the  normal  at  the  earliest  moment 
and  identify  the  cause  of  disturbance  and  perver- 
sion of  function.  This  is  of  the  greatest  moment 
in  internal  cancer  and  the  laity  should  be  taught 
that  it  is  fully  as  important  to  have  the  cause  of 
disordered  function  of  any  organs  ascertained 
when  persistent,  as  to  study  the  approach  of  the 
cancer  on  some  exposed  part  of  the  body,  such  as 
the  breast.  Only  in  this  way  shall  we  be  able  to 
detect  cancer  of  the  inside  of  the  body  early  enough 
to  give  helpful  treatment,  or  cure  the  disease. 
Twenty-five  thousand  men  and  women  died  of 
cancer  of  the  stomach  in  the  year  1914  in  the 
United  States,  who  might  readily  have  been  saved 
had  this  principle  been  observed. 

The  third  indication  is  therapy  of  cancer.  Can- 
cer cures  have  not  been  successful.  Coley’s  serum 
has  had  the  longest  vogue  and  only  isolated  cures 
have  been  reported.  From  time  to  time  remedies 
have  been  exploited  and  not  long  since  Hodenpyl 
thought  he  had  discovered  a valuable  cure  in  the 
use  of  serum  (ascitic)  which  was  drawn  from  a 
woman  who  had  secondary  cancer  of  the  perito- 
neum which  seemed  to  be  undergoing  a normal 
cure.  This  remedy  failed  but  perhaps  it  points 
the  way.  From  time  to  time  the  press  takes  up 
the  report  of  new  remedies  and  it  is  feared  that 


the  motive  is  often  sinister  and  selfish  and  to  be 
deprecated  because  of  the  false  hope  that  it  kin- 
dles in  the  hearts  of  the  afflicted. 

Fourth,  X-ray  and  radium.  Both  of  these 
agencies  are  useful.  They  must  both  be  used  with 
rare  discrimination.  They  are  best  suited  to  small 
cancer  lesions  affecting  the  skin  or  occupying  ex- 
posed positions  of  the  body.  Epitheliomata  and 
rodent  ulcers  yield  very  often  promptly  to  their 
radiations.  The  danger  of  bums  and  also  x-ray 
cancers  must  be  borne  in  mind.  There  is  a field 
for  their  use  in  inoperable  cancers.  They  control 
the  disease  at  times,  arrest  and  allay  pain.  Their 
use  may  be  prophylactic  after  operations.  Radium 
offers  a larger  and  safer  range  of  usefulness  than 
the  x-ray.  It  is  safer,  milder  and  very  quickly 
effective  in  curing  small  cancers  of  the  surface, 
and  rodent  ulcers  which  are  not  too  old  or  too 
deep.  I have  used  it  in  upwards  of  fifty  cases  and 
the  results  in  many  have  been  striking  indeed  with 
many  permanent  cures.  It  is  used  in  suitable  ap- 
paratus in  cancers  of  the  internal  organs,  even  in 
cancer  of  the  stomach,  uterus  and  rectum.  With- 
out doubt  it  would  be  effective  in 'these  regions, 
if  it  could  be  used  in  the  very  early  stages. 

Fifth.  The  surgery  of  cancer.  Surgery  offers 
the  best  remedy  of  all  for  cancer;  99  per  cent.,  at 
least,  of  cures  can  be  effected  if  the  cases  are  pre- 
sented to  the  surgeon  when  the  disease  is  strictly 
local.  Eighty  per  cent,  of  cures  can  be  promised,  if 
the  cancer  be  brought  to  the  surgeon  at  the  stage 
when  he  or  the  physician  is  unable  to  make  a diag- 
nosis from  the  study  of  the  physical  evidences  of 
the  disease.  It  is  cancer  but  the  fact  is  established 
in  the  laboratory  after  the  operation.  Thirty  per 
cent,  of  cures  is  promised  when  the  clinician  is  able 
to  affirm  the  positive  diagnosis  of  cancer  by  reason 
of  his  being  able  to  identify  the  disease  by  its  own 
physical  character. 

The  surgical  treatment  of  cancer  is  improving 
every  year,  for  two  main  reasons.  First,  cancer 
is  coming  to  the  surgeon  at  a more  hopeful  stage 
for  treatment;  second,  the  surgeon  is  doing  a bet- 
ter, because  a more  radical  operation.  The  sur- 
geon is  in  a position  to  promise  to  cure  almost 
every  case  under  modern  conditions,  if  it  be 
brought  to  him  early  enough.  The  surgery  of 
cancer,  after  it  has  ceased  to  be  local  and  has 
spread  far  afield,  must  be  based  so  as  to  reach  for 
the  disease  safely  beyond  all  its  ramifications,  no 
matter  how  far  or  how  deep;  otherwise  failure  is 
inevitable. 
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REVIEW  OF  THE  PRESENT  STATUS  OF 
THE  TREATMENT  OF  CANCER.* 

By  S.  W.  Mowers,  M.  D. 

TACOMA^  WASH. 

Regarding  the  treatment  of  any  disease  it  may 
fairly  be  stated  that  we  can  scientifically  treat  it 
only  after  the  cause  is  known.  In  a few  cases 
specifics  have  been  discovered  and  used  empirically 
before  the  cause  of  the  disease  was  known.  These 
were  fortunate  happenings  but  even  in  these  cases 
a great  incentive  was  added  by  the  discovery  of 
the  cause  and  as  a result  much  more  work  and 
work  of  a much  better  type  resulted. 

In  spite  of  the  vast  amount  of  investigative  work 
which  has  been  done  and  is  still  being  done  as  to 
the  causation  of  cancer  and  in  spite  of  the  vast 
number  of  cases  that  can  be  observed,  we  still  are 
at  a loss  as  to  what  the  cause  may  be.  Isolated 
facts  have  been  brought  to  light  w’hich  some  day 
may  be  associated.  Theories  have  been  advanced 
without  number  but  we  still  remain  in  ignorance 
as  to  its  final  cause. 

During  1913,  in  the  registered  areas  of  the 
United  States,  75,000  people  died  of  cancer. 
These  registered  areas  include  about  60  per  cent, 
of  our  population.  There  has  been  an  increase 
of  12.1  deaths  per  100,000  during  ten  years.  For 
some  parts  of  the  body  there  has  been  no  relative 
increase,  as  for  example  skin,  uterus,  ovary  and 
liver.  But  for  other  sites  there  has  been  a rela- 
tive increase,  the  stomach  and  intestines,  the  breast 
and  tongue.  This  increase  may  possibly  be  due  to 
improved  certification  as  to  cause  of  death,  to 
improved  diagnosis  and  also  possibly  to  the  fact 
that  a larger  percentage  of  people  now  reach  the 
cancer  age. 

In  reviewing  the  present  status  of  the  treatment 
of  cancer  I wish  to  give  full  credit  to  the  infor- 
mation contained  in  Bainbridge’s  recent  work  on 
the  cancer  problem.  It  is  impossible  for  me  to  re- 
view more  than  a very  few  of  the  treatments  ad- 
vanced. 

The  proposed  treatments  of  cancer  have  been 
legion.  Pitzman  says,  “At  present  there  is  more 
thought,  time  and  means  devoted  to  the  search 
for  some  cancer  therapy  than  ever  before  in  its 
history.”  He  also  states,  “The  two  main  lines 
of  therapeutic  attack  being  pushed  in  all  researches 
are  the  immunity  reactions  and  the  specific  chemo- 
therapy. Cancer  research  in  the  modern  sense  is 
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a new  and  yet  untilled  field.  It  may  in  time  yield 
scientific  therapeutic  results.  The  preliminary 
work  is  completed  and  the  stage  set,  I believe,  for 
real  advance.” 

Many  treatments  of  serum,  vaccines  and  toxins 
have  proposed.  Bosanquet  and  Eyre  state  as  a 
summary  of  these  remedies,  “The  most  remark- 
able fact  about  the  various  serums  and  remedies 
above  alluded  to  is  that  they  all  seem  to  have 
produced  good  results  in  the  hands  of  their  in- 
ventors while  but  few,  if  any,  of  them  seem  to 
have  succeeded  in  the  hands  of  others.  The  only 
one  which  can  be  said  to  have  established  any  pre- 
tense to  efficacy  is  Coley’s  serum  which  has  been 
tried  in  a sufficient  number  of  cases  to  afford  ma- 
terial for  forming  judgment.  It  appears  to  be 
definitely  established  that  erysipelas  may  cause  the 
disappearance  of  malignant  growths,  especially  sar- 
comata. The  treatment  is  certainly  worthy  of 
trial  in  cases  which  are  beyond  the  aid  of  the  sur- 
geon.” 

Along  the  line  of  physiotherapy  the  treatment 
has  been  so  far  more  successful.  Heat  and  light, 
including  sun  light  and  various  forms  of  arc  light, 
have  been  extensively  used.  Finsen  found  the  arc 
light  richer  in  the  ultra  violet  rays  than  the  sun- 
light and  he  devised  large  arc  lights  with  the  rays 
focused  by  quartz  lenses.  These  have  been  used 
in  the  early  treatment  of  epitheliomata  and  other 
carcinomatous.- growths  situated  on  the  surface  of 
the  body. 

X-ray.  With  the  discovery  of  the  x-ray  in  1895 
there  came  an  era  of  extravagant  claims  concern- 
ing its  curative  value.  They  have  always  had 
and  still  continue  to  have  their  enthusiastic 
friends.  It  has  been  demonstrated  that  the  appli- 
cation of  x-rays  to  a moderate  degree  results  in  a 
stimulation  of  the  normal  physiologic  process.  The 
single  large  dose  may  result  in  an  acute  change 
resembling  a burn  or  any  destructive  dermatitis. 
The  administration  of  the  ray  for  a long  time 
ultimately  results  in  a complete  atrophy  of  the 
epithelial  elements  and  degenerative  changes  in 
the  connective  tissue. 

These  conditions  result  in  a state  which  dis- 
poses to  the  occurrence  of  cancer  and  they  lead 
to  the  following  conclusions:  (1)  In  indolent 

ulcers  and  in  other  conditions,  wffien  cell  prolifer- 
ation has  been  sought,  very  small  doses  should  be 
given.  (2)  In  malignant  growths,  when  destruc- 
tion of  tissue  is  sought,  large  doses  should  be 
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administered.  (3)  Small  doses  in  cases  of  ma- 
lignant growths  may  stimulate  cell  proliferation 
and  lead  to  renewed  activity. 

If  these  conclusions  of  Schmidt  are  correct,  it 
can  easily  be  seen  that  the  x-ray  may  not  only  be 
of  benefit  but  may  even  result  in  distinct  harm 
and  stimulate  the  growth.  And  it  is  well  known 
that  there  is  a causal  relationship  between  the 
use  of  the  ray  and  cancer.  There  have  been  an 
undoubted  number  of  cases  of  skin  cancer  which 
resulted  from  the  action  of  the  rays.  A number 
of  cases  have  occurred  with  operators  who  have 
not  had  their  hands  sufficiently  protected. 

The  results  of  treatment  have  not  been  satis- 
factory and  the  reports  of  the  x-ray  therapeutists 
have  been  widely  divergent.  Kassabian  expresses 
the  belief  that  this  divergence  of  opinion  as  to  the 
value  of  x-rays  in  the  treatment  of  cancer  is 
largely  due  to  the  use  of  inefficient  apparatus  as 
well  as  to  errors  of  diagnosis.  He  thinks  the  error 
has  been  too  much  on  the  side  of  safety,  the  treat- 
ments being  too  brief  and  the  rays  too  soft  because 
of  the  fear  of  producing  a severe  type  of  der- 
matitis. Some  of  the  failures  may  be  overcome  by 
the  Coolidge  tube,  as  the  penetration  and  inten- 
sity of  the  ray  are  under  the  complete  control  of 
the  operator. 

McKee  favors  single  massive  doses  of  the  ray 
and  I noticed  that  in  Europe  generally  the  opera- 
otrs  were  using  the  ray  in  this  manner,  with  the 
filtration  of  the  soft  rays  and  the  therapeutic  use 
of  the  deep  penetrating  ones.  In  the  treatment 
there  is  often  a cleaning  up  of  foul  ulcers  and 
then  a healing  process.  Small  secondary  nodules 
disappear  and  growths  may  remain  stationary  or 
quiescent  for  long  periods  but  the  percentage  of 
permanent  cures  remains  small  and  they  are 
largely  in  cases  of  the  superficial  type. 

There  is  no  question  that  the  x-ray  has  a 
marked  analgesic  effect  which  lasts  several  days 
after  an  application,  thus  leading  the  patient  into 
the  belief  that  there  is  an  improvement  in  his 
condition  and  inspiring  an  element  of  hope.  Cer- 
tain superficial  growths  can  be  made  to  disappear 
and  often  the  progress  of  a malignant  growth  can 
be  stayed  for  awhile.  In  deep  seated  cancer,  how- 
ever, the  beneficial  effect  is  temporary  and,  on  the 
other  hand,  the  growth  may  be  accelerated  and 
metastases  hastened. 

Radium.  We  have  heard  so  much  regarding 
radium,  both  from  the  medical  and  lay  press, 


that  I think  the  statement  of  Sir  Malcolm  Morris 
as  quoted  by  Bainbridge  not  amiss:  “The  medical 
profession  is  as  eager  as  the  Athenians  of  old  to 
hear  of  any  new  thing;  and  it  is  somewhat  prone 
to  welcome  a therapeutic  novelty  with  excessive 
enthusiasm  and,  when  the  inevitable  reaction 
occurs,  to  dismiss  it  with  perhaps  undeserved 
depreciation.  To  this  general  rule  of  the  forma- 
tion of  medical  opinion  radium  has  been  no 
exception.  On  the  strength  of  some  exaggerated 
statements  it  has  been  hailed  as  the  long  expected 
cure  for  cancer;  and  the  notion  of  radioactivity 
has  inflamed  some  minds  to  a degree  far  beyond 
anything  for  which  the  facts  so  far  ascertained 
afford  justification.” 

Radium  was  discovered  in  1900.  It  emits  three 
kinds  of  rays — alpha,  beta  and  gamma — and  a 
radioactive  gas  called  the  emanation.  These  rays 
have  different  degrees  of  absorption,  the  alpha 
being  the  most  easily  absorbed.  The  emanation 
has  the  activity  of  radium  but  loses  its  properties 
in  a month.  The  apparatus  employed  in  treat- 
ment consists  of  ( 1 ) a varnish  applicator  for  use 
in  treating  superficial  lesions,  (2)  capillary  glass 
tubes  containing  a radium  salt  and  enclosed  in  a 
silver  tube,  these  being  used  in  cavities  or  buried 
in  malignant  growths,  (3)  the  emanation  collected 
in  glass  or  silver  containers.  It  may  be  dissolved 
in  distilled  water  or  in  saline  and  may  be  injected 
into  a tumor.  The  soft  alpha  and  beta  rays  are 
often  filtered  out  by  means  of  a suitable  screen. 

Wickham  in  1905  began  the  first  extensive 
investigation  in  the  use  of  radium.  In  1910  he 
and  Degeais  reported  various  degrees  of  improve- 
ment in  malignant  neoplasms  in  various  parts  of 
the  body.  He  reported  six  hundred  cases  and 
used  the  term  cancer  in  its  broadest  sense.  He 
states  that,  “From  a study  of  some  cases  of  tumors 
of  each  variety  before,  during  and  after  the  treat- 
ment, the  malignant  evolution  of  these  tumors 
may  not  only  be  arrested  for  months  but  occa- 
sionally they  have  entirely  disappeared,  giving  the 
Impression  of  real  cure,  the  rays  having  on  cancer 
cells  a somewhat  selective  action.”  He  then  adds 
that  the  use  of  radium  is  limited  by  a number  of 
conditions,  one  being  that  “the  influence  of  radium 
diminishes  as  the  tumor  becomes  less  and  less 
accessible”;  also  “certain  tissues  are  definitely  less 
favorably  acted  on  by  radium  than  others.” 

In  the  action  of  radium  it  is  found  that  in  ulcer- 
ating neoplasms  there  is  usually  an  arrest  of  pain, 


February,  1916. 


TREATMENT  OF  CANCER — MOWERS 


57 


hemorrhage  and  discharge,  and  a disappearance 
of  the  offensive  odor.  The  tumors  may  become 
detached  from  their  adherent  bases  and  diminish 
in  size,  vegetations  subside  and  disappear,  ulcers 
become  cicatrized  and  gradually  replaced  by  new 
tissue.  It  has  recently  been  suggested  that  some 
of  the  failures  have  been  due  to  the  use  of  too 
small  amount  of  radium.  Finzi  now  claims  that 
not  less  than  fifty  mg.  should  be  used. 

Radium  is  the  most  efficacious  of  all  caustics 
but  it  too  has  an  effect  on  all  growing  tissues.  Its 
field  of  usefulness  is  in  the  treatment  of  superficial 
lesions  and  there  is  no  evidence  to  show  that  it 
has  anything  but  a palliative  effect  on  deep  seated 
cancers.  The  general  consensus  of  opinion  is  that 
it  is  still  too  early  to  form  any  positive  opinion  as 
to  its  true  value. 

Fulguration  has  been  introduced  largely  by  De- 
Keating-Hart  as  an  adjunct  to  the  surgical  treat- 
ment. The  method  consists  in  first  removing  the 
tumor  surgically  and  then  subjecting  the  wound 
to  a series  of  unipolar  sparks  from  an  alternating 
current  of  high  frequency  and  tension.  This  acts 
on  the  soil  on  which  the  neoplasm  has  developed 
and  not  on  the  growth  itself.  A special  apparatus 
is  necessary  and  there  is  a limited  eradication  of 
tissue  around  the  lesion.  There  is  apparently  a 
lessened  likelihood  of  recurrence  and  a relatively 
slight  disfigurement  produced. 

Surgery.  The  successful  inoculation  of  cancer 
in  mice  and  rats  was  carried  out  by  Jensen  in 
1902.  These  with  later  experiments  demonstrated 
that  there  was  developed  the  same  tumor  strain 
with  secondary  growths  in  internal  organs  and 
lymph  glands,  and  cachexia  and  death.  These 
experiments  have  proved  conclusively  that  it  is 
not  a change  of  normally  existing  cells  into  those 
of  a malignant  type  but  is  a distinct  proliferation 
of  cancer  cells  introduced.  It  has  been  further 
demonstrated  that  if  these  cells  are  removed  early 
enough  after  inoculation,  all  evil  effects  will  be 
obviated.  This  has  removed  the  last  objection  to 
the  surgical  treatment  of  cancer  and  the  claim 
that  it  is  an  unjustifiable  or  an  empirical  proceed- 
ing. It  is  the  one  method  which  has  survived  the 
test  of  time.  With  the  early  diagnosis  of  the  dis- 
ease and  the  increased  understanding  and  coopera- 
tion on  the  part  of  the  public,  with  our  increasing 
mastery  of  surgical  technic  and  knowledge  of  the 
disease  changes  and  dissemination,  has  come  an 


enlarged  possibility  of  relief  and  cure  of  these 
cases. 

The  general  principles  of  surgery  remain  the 
same  but  certain  special  principles  obtain.  These 
have  been  well  outlined  by  Bainbridge  and  I quote 
in  substance:  A thorough  sterilization  of  every 

instrument  used  in  the  skin  before  it  is  used  for 
another  purpose.  As  the  operation  progresses  the 
same  instrument  should  not  be  used  twice,  owing 
to  the  great  risk  of  autoinfection. 

Because  of  the  danger  of  autoinfection  the  tu- 
mor should  not  be  cut  into.  In  removing  a malig- 
nant mass  or  one  suspected  of  being  malignant, 
healthy  tissue  should  be  sacrificed.  This  obviates 
the  danger  of  liberating  cancer  cells  Into  contigu- 
ous blood  and  lymph  channels  or  into  the  sur- 
rounding healthy  tissues.  Even  the  removal  of  a 
piece  of  tissue  for  microscopic  examination  should 
be  done  with  the  greatest  caution.  It  necessitates 
extreme  care  and  thoroughness  and  entails  an 
added  risk.  For  a similar  reason  clean  cut  in- 
cisions, with  little  tearing  and  pulling  of  tissue, 
should  be  the  invariable  rule.  Complete  removal 
of  all  diseased  tissue  is  to  be  the  practice.  Par- 
tial removal  is  bad  and  results  in  a rapid  recurrence 
of  greater  virulence  and  more  rapid  metastases. 

Operation  should  be  in  the  line  of  fascial  planes. 
This  is  in  accordance  with  the  theory  that  cancer 
spreads  along  the  lymph  and  blood  channels  and 
the  fascial  planes.  All  wounds  should  be  placed 
so  as  to  avoid  future  irritation  of  the  scar.  Scar 
tissue  should  be  reduced  to  a minimum  and  an  ab- 
solute approximation  of  the  edges  of  the  wound 
should  be  obtained  if  possible.  If  this  cannot  be 
done  or  if  part  of  the  wound  must  be  left  to 
granulate,  this  should  occur  in  that  part  of  the 
wound  furthest  from  the  point  at  which  local  re- 
currence Is  most  apt  to  occur. 

All  manipulations  of  a tumor  and  the  cancer 
bearing  tissue  should  be  done  with  the  greatest 
care.  This  is  in  order  to  prevent  the  milking  of 
the  cancer  cells  Into  the  surrounding  tissue  and 
into  the  blood  or  lymph  channels.  The  palpation 
of  a questionable  mass  by  repeated  examinations, 
the  violent  scrubbing  often  used  in  surgical  prepa- 
ration should  be  avoided.  During  the  operation 
no  excessive  manipulation  should  be  done.  Tyzzer 
says  that  a cancer  mass  should  be  handled  as  if 
it  contained  a high  explosive  and  that  if  this  was 
done  it  would  be  of  great  advantage  to  the  patient. 

Lymph  glands  and  contiguous  vessels  should  be 


58 


GASTRIC  ULCER KOEHLER  AND  WALKER 


Vol.  XV.  No.  2. 


removed  en  masse  and  dissection  of  these  lymph 
structures  should  be  toward  and  not  away  from 
the  tumor.  It  is,  for  instance,  a mistake  to  remove 
a non-ulcerating  cancerous  breast  and  then  remove 
the  glands  of  the  axilla.  The  method  should  be 
reversed.  The  glands  and  all  outlying  tissue 
should  be  removed  first  and  the  tumor  excised. 
In  this  way  the  probability  of  autoinfection  is  les- 
sened. The  primary  tumor,  the  lymph  vessels  and 
glands,  and  all  intervening  tissue  should  be  re- 
moved at  one  operation  and  care  should  be  used 
to  examine  the  tissues  for  possible  nodules  of  can- 
cer which  cannot  be  detected  by  the  eye.  Raw  sur- 
faces in  ulcerated  cancer  should  receive  proper 
care  before  and  during  operation.  The  ulcerating 
surface  gives  rise  to  the  danger  of  pyogenic  infec- 
tion and  can  largely  be  avoided  by  a few  days’ 
care  of  the  raw  surface. 

Severed  lymph  vessels  should  be  twisted  off  to 
prevent  further  lymphatic  involvement.  Hot 
towels  should  be  used  as  extensively  as  possible  to 
prevent  capillary  oozing  and  bleeding  and  to  large- 
ly obviate  the  crushing  or  bruising  of  tissues  by 
the  use  of  clamps.  In  ligating  vessels  the  question 
of  subsequent  Irritation  must  be  borne  in  mind 
and  fine,  quickly  absorbed  catgut  used.  Drainage 
tubes  should  be  used  as  little  as  possible  and,  if 
drainage  be  necessary,  rubber  tissue  should  be  sub- 
stituted. Tension  on  the  wound  should  be  avoided 
and  where  possible  a pad  of  fat  should  be  used  to 
prevent  the  skin  from  lying  on  hard,  unyielding 
or  bony  surface. 

A CLINICAL  STUDY  OF  GASTRIC  AND 
DUODENAL  ULCER.* 

By  George  F.  Koehler,  M.  D.,  and 
Ralph  C.  Walker,  M.  D. 

PORTLAND  ORE. 

In  taking  up  the  study  of  ulcer  we  have  clin- 
ically three  distinct  types  to  deal  with.  First  is 
the  so-‘called  “medical  ulcer,”  where  relief  by 
medical  treatment  is  usually  prompt  and  lasting, 
many  of  these  cases  never  being  treated  at  all; 
second,  “chronic  ulcer,”  the  border  line  case  in 
which  the  prognosis  is  often  very  uncertain,  de- 
pending on  the  thoroughness  of  medical  treatment 
and  the  presence  or  absence  of  complications ; 
third,  the  recognized  “surgical  ulcer”  with  recur- 
ring hemorrhages  or  complicated  by  pyloric  ob- 

*Rtad before  Third  Triennial  Meeting  of  State  Medical  Asso- 
ciations of  Idaho,  Oregon  and  Washington,  Lewiston,  Ida.,  Oct. 
13-15,  1915  . 


struction,  hour-glass  contractions  of  the  stomach 
or  persistent  adhesions  which  interfere  with  stom- 
ach drainage. 

Pain  is  the  most  constant  clinical  symptom  and, 
in  differentiating  ulcers  of  the  stomach  and  duo- 
denum, this  symptom  should  be  first  considered. 
In  our  experience  the  pain  of  duodenal  ulcer  is  not 
so  acute  as  in  gastric  ulcer,  and  remissions  of 
pain  are  more  characteristic  of  the  for- 
mer, the  paroxysms  of  pain  being  observed  one 
to  four  hours  after  the  ingestion  of  food. 
Pain  relieved  immediately  by  the  admin- 
istration of  bicarbonate  of  soda  would  sug- 
gest peptic  ulcer.  Pain  that  wakes  the  patient  up 
after  midnight  is  characteristic  of  duodenal  ulcer. 
The  so-called  “hunger  pain”  is  clinically  of  much 
value  in  the  diagnosis.  We  have  seen  patients 
who  would  get  up  at  night  and  eat  a meal  in 
order  to  procure  rest  and  sleep.  This  does  not 
happen  as  a rule  in  ulcer  of  the  stomach.  Here 
the  pain  is  usually  increased  by  the  intake  of  food 
and  relief  is  procured  when  the  patient  is  at  rest. 
This  pain  is  localized  in  a small  area  in  the  pit 
of  the  stomach,  going  through  to  the  back.  A spot 
of  tenderness  commonly  exists  at  the  level  of  the 
10th  to  the  12th  dorsal  vertebrae.  This  dorsal 
sign  is  usually  elucidated  upon  deep  pressure  to 
the  left  of  the  spine,  on  a line  with  the  spinous 
processes,  and  is  of  value  in  the  diagnosis.  If  the 
tender  area  is  noted  to  the  right  of  the  spine,  the 
duodenum  may  be  affected. 

In  gastric  ulcer  pain  is  apt  to  be  aggravated 
by  exercise  and  is  promptly  relieved  while  lying 
on  the  back  or  sitting  in  a squatting  posture.  In 
duodenal  ulcer  this  is  not  so  commonly  noted. 
Sometimes  the  patient  actually  feels  better  while 
w'alking  about.  The  pain  of  chronic  appendicitis 
does  not  often  reach  the  intensity  it  does  in  cases 
of  chronic  ulcer.  The  time  of  its  occurrence  is 
not  associated  so  definitely  with  the  intake  of  food. 
In  inflammation  of  the  appendix  it  is  continuous, 
the  clear-cut  repeating  pain  of  ulcer  being  lacking. 
In  ulcer  it  is  purely  of  an  epigastric  type.  We  do 
not-  always  find  the  difference  in  the  character  of 
this  clinical  sign  so  clearly  marked  and  this  has 
led  to  many  errors  in  diagnosis. 

The  correct  diagnosis  of  gastric  and  duodenal 
ulcer  is  important  from  the  fact  that  these  ulcers 
sometimes  closely  simulate  biliar}'  disease.  There 
are,  however,  certain  characteristics  by  which 
primary  gastric  and  duodenal  lesions,  and  reflex 
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disturbances  may  be  distinguished.  Although  bil- 
iary colic  may  and  sometimes  does  occur  in  relation 
to  the  food,  the  patient  as  a rule  can  eat  the 
coarsest  diet  without  discomfort.  Between  attacks 
the  health  remains  good.  Duration  of  pain  does 
not  correspond  with  that  of  gastric  digestion.  It 
is  of  much  shorter  duration  and  terminates  sud- 
denly. Local  tenderness  of  the  gallbladder  or 
liver  is  never  absent  when  a calculus  or  inflamma- 
tion is  present,  and  is  best  elicited  by  pressure  up 
under  the  margin  of  the  ribs  on  the  moment  of 
deep  inspiration. 

Examination  of  the  feces  will  often  produce 
evidence  of  value  in  differentiating  gall-bladder 
from  gastric  disease.  In  atypical  cases  the  finding 
of  blood  in  the  stool,  either  visible  or  occult,  has 
proved  of  value  and  constitutes  an  important 
factor  in  the  diagnosis.  Blood  in  the  stools  should 
always  be  looked  for.  This  is  especially  so  in 
those  conditions  where  the  diagnosis  is  not  per- 
fectly clear.  Blood  from  the  stomach  or  small 
intestine  frequently  gives  the  stool  a black  color 
resembling  tar.  If  the  pathologic  lesion  be  low 
down  in  the  rectum,  the  color  of  the  blood  is  a 
bright  red  and,  when  the  stool  is  entirely  formed, 
the  blood  is  apt  to  show  on  the  outside  of  the 
mass.  The  darker  the  blood,  the  probabilities  are 
the  higher  up  will  the  lesion  be  found.  The  find- 
ing of  blood  in  the  stools  enables  us  to  confirm 
the  diagnosis  and  will  help  materially  in  the 
treatment. 

Putting  the  patient  to  bed  and  imposing  a 
strict  milk  diet  will  almost  always  clear  up  the 
diagnosis  by  stopping  the  bleeding.  In  these  cases 
it  is  well  to  make  regular  examinations  of  the  stool 
and  one  may  be  guided  in  the  treatment  by  the 
presence  of  blood.  If,  after  a week  of  this  kind 
of  treatment  the  stools  fail  to  show  the  presence 
of  blood,  the  case  is  doing  well  and  the  patient 
may  be  fed  more  liberally.  If  no  blood  shows 
after  three  weeks,  the  patient  may  be  allowed  to 
get  up.  Should  this  treatment  have  no  effect  on 
the  bleeding  and  especially  if  it  be  constant,  and 
the  reactions  to  the  tests  very  strong,  it  would 
most  likely  mean  a chronic  ulcer. 

In  order  to  have  it  more  clearly  understood 
what  is  meant  by  a chronic  bleeding  ulcer,  the 
kind  of  ulcer  demanding  surgery,  the  following 
case  will  be  briefly  reported: 

Alfred  M.,  a school  boy,  13  years  old,  was 
first  seen  at  the  Free  Dispensary  in  the  early  part 
of  January. 

He  gave  the  following  history.  Two  months  pre- 


viously while  at  play  he  fell  from  the  roof  of  a 
shed.  He  paid  no  attention  to  the  accident  until 
he  began  to  have  a constant  distress  in  the  stom- 
ach, with  definite  pain  an  hour  after  meals  in  the 
left  side  of  the  abdomen.  The  pain,  while  at 
times  quite  acute,  was  relieved  somewhat  by  the 
taking  of  food  and  was  entirely  relieved  when  the 
patient  lay  prone  on  his  back. 

Physical  examination.  The  lungs  and  heart 
were  normal.  The  skin  and  mucous  membranes 
were  abnormally  pale.  On  palpation  an  area  of 
tenderness  to  pressure  was  marked  one  and  one-half 
inches  above  the  umbilicus  and  to  the  left  of  the 
mid-line.  The  gastric  contents  after  a test  meal 
showed  free  hydrochloric  acid  65  and  a total  acidity 
100.  A specimen  of  feces  obtained  the  next  day 
showed  the  presence  of  occult  blood. 

The  diagnosis  of  ulcer  was  made  and  the  patient 
put  to  bed.  He  was  kept  steadily  in  bed  for  three 
weeks,  being  fed  on  the  Lenhartz  method.  The 
feedings  of  milk  were  given  at  regular  intervals 
and  amounts  during  the  day  and  night.  The 
bowels  were  moved  each  day  by  a glycerin  sup- 
pository. He  seemingly  made  a perfect  recovery 
and  when  he  left  his  bed  there  was  no  tenderness 
on  pressure  over  the  ulcer  site  and  the  occult  blood 
had  entirely  disappeared  from  the  stools.  The 
color  of  the  skin  was  quite  normal  and  he  had 
gained  in  weight. 

Two  weeks  after  leaving  the  hospital  he  re- 
turned, complaining  of  pain  and  distress  after  eat- 
ing. Examination  at  this  time  revealed  the  fact 
that  all  the  former  symptoms  had  returned,  includ- 
ing occult  blood  findings  and  an  extreme  pallor  of 
the  skin.  The  boy'  was  put  to  bed  and  the  same 
treatment  instituted,  with  the  result  that  in  a few 
days  he  was  again  on  the  road  to  recovery.  He 
continued  to  improve  rapidly  and  left  the  hospital 
after  a period  of  another  three  weeks,  only  to 
return  again  in  very  much  the  same  condition. 

All  hope  of  medical  treatment  was  abandoned 
and  the  patient  was  referred  to  the  surgical  side. 
He  was  operated  on  by  Dr.  Sternberg  and  the 
ulcer  excised.  The  patient  is  now  well,  having 
gained  in  weight  and  is  without  a symptom  of  di- 
gestive distress. 

In  the  diagnosis  of  ulcers  by  means  of  the  x-ray, 
we  might  divide  them  into  two  great  classes,  those 
that  are  simply  shallow,  mucous  erosions  which 
are  incapable  of  holding  enough  bismuth  to  make 
them  visible  and  whose  indurations  around  their 
bases  are  not  sufficient  to  indent  the  bismuth  mass, 
and  those  ulcers  that  are  deep  enough  to  hold 
bismuth  in  their  craters  and  whose  bases  are  in- 
durated sufficiently  to  displace  the  bismuth  mass. 

It  is  surprising  to  know  what  a large  percentage 
of  ulcers  can  be  diagnosed  by  the  x-ray  alone.  For 
example.  Carmen  claims  that  a little  better  than 
80  per  cent,  of  gastric  ulcers  can  be  diagnosed, 
George  and  Gerber,  of  Boston,  report  77  opera- 
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lively  proved  cases  of  duodenal  ulcer  with  only 
one  real  failure.  In  an  examination  of  over  500 
cases,  Cole,  of  New  York,  reports  better  than  90 
per  cent,  positive  diagnoses  which  were  checked 
up  surgically.  However,  this  work  must  be  done 
by  the  specialist  who  has  had  years  of  experience 
in  interpretation  of  both  the  screen  image  and 
plates.  Both  of  these  methods  must  be  used  to- 
gether if  one  desires  the  best  results;  one  cannot 
displace  the  other.  Cooperation  between  the  in- 
ternist and  roentgenologist  is  the  key  note  to  suc- 
cess in  making  a positive  diagnosis  of  ulcer.  By 
combining  the  clinical  history  and  laboratory  find- 
ings with  the  x-ray  diagnosis  of  a skillful  roent- 
genologist, we  think  we  are  safe  in  saying  that 
we  shall  be  enabled  to  make  a positive  diagnosis 
in  nearly  every  case. 

If  chronic  ulcer  were  a simple  affair,  confined 
to  a localized  area  in  the  gastric  mucosa  and  if 
detected  early,  it  could  be  cured  easily.  But,  as 
a rule,  it  is  more  complicated,  and  its  transition 
into  cancer  takes  place  insidiously,  without  any 
warning.  A careful  study  of  the  history  of  pa- 
tients with  gastric  carcinoma  points  to  the  fact 
that  cancer  of  the  stomach  often  starts  in  a simple 
chronic  ulcer.  We  som.etimes  see  patients  who 
give  a history  of  indigestion  for  a period  of  several 
years,  accompanied  by  many  clinical  signs  of  ulcer- 
ation, who  suddenly  become  much  worse,  becom- 
ing anemic,  losing  rapidly  in  weight  and  strength 
and,  when  the  case  is  operated  on,  there  is  found 
in  the  region  of  the  pylorus  a large  ulcer  which 
to  the  naked  eye  looks  a typical  simple  ulcer  and 
it  is  difficult  to  be  certain  whether  it  is  innocent 
or  malignant.  Rowland  reports  a case  where 
even  microscopic  sections,  taken  from  several  parts 
of  the  edge  of  the  ulcer,  showed  simple  inflam- 
matory change  and  at  one  point  undoubted  carci- 
noma. This  is  a powerful  argument  for  the 
earlier  surgical  treatment  of  chronic  ulcer  which 
has  resisted  medical  treatment. 

It  is  our  opinion  that  every  chronic,  bleeding 
ulcer  is  a precancerous  lesion  and  like  epitheloma 
of  the  lip  it  is  initial  cancer  and  must  be  dealt 
with  accordingly.  It  is  very  important  to  em- 
phasize the  fact  that  cancer  is  not  a general  disease 
with  a local  manifestation  but  that  it  is  always 
primarily  a local  disease  confined  to  the  part  first 
attacked.  Cancer  of  the  lip  is  primarily  a disease 
of  the  lip,  in  which  the  rest  of  the  body  does  not 
participate.  Cancer  of  the  stomach  is  primarily 


confined  to  the  stomach  and  has  nothing  to  do 
with  the  general  system.  Here  is  a point  which 
emphasizes  the  fact  that  cancer  is  at  first  always 
local  and  that  there  is  a period  in  which  it  re- 
mains local.  This  virtually  is  the  solution  of 
the  whole  cancer  problem.  We  recognize  the  fact 
that  cancer  is  curable  by  early  and  adequate  opera- 
tion. We  must,  therefore,  acknowledge  that  if 
cancer  of  the  stomach  is  to  be  cured,  the  original 
focus,  the  bleeding  ulcer,  must  be  removed  before 
it  ceases  to  be  local.  A chronic  bleeding  ulcer 
of  the  stomach  is  a potential  cancer.  It  is  cancer 
in  the  operable  and  curable  stage,  and  for  this 
type  of  ulcer  there  is  no  other  remedy. 

An  ulcer  anywhere  in  the  stomach  or  duode- 
num tends  to  produce  spastic  contractions  of  the 
pylorus.  Periodic  recurrences  of  abdominal  pain, 
with  intermittent  motor  insufficiency  produced  by 
a reflex  spasm  of  the  pylorus,  is  almost  pathog- 
nomonic of  duodenal  ulcer.  In  nearly  all  in- 
stances there  is  a history  of  periodical  suffering. 
When  the  contraction  of  the  pylorus  subsides,  the 
pains  and  the  retention  of  food  in  the  stomach 
disappear  and  the  patient  is  temporarily  well 
again.  One  of  the  curious  phases  connected  with 
duodenal  ulcer  is  this  peculiar  intermittence,  the 
coming  and  going  of  symptoms  with  a degree  of 
pronounced  regularity.  It  may  not  be  easy  at  first 
to  differentiate  between  stasis  caused  by  a spastic 
contraction  of  the  pylorus  due  to  ulcer  and  that 
due  to  atonj'^  of  the  stomach.  When  this  recur- 
ring spasm  is  observed,  notwithstanding  the  fact 
that  the  patient  has  received  correct  medical  treat- 
ment, operation  is  advisable. 

Petren  reports  the  immediate  and  ultimate  out- 
come in  twelve  cases  of  gastric  and  duodenal  ulcer 
with  considerable  delay  in  the  evacuation  of  the 
stomach.  Treatment  had  been  exclusively  medi- 
cal and  was  successful,  although  occult  blood  had 
been  found  in  the  stools  before  the  treatment  and 
there  were  evidences  that  the  stenosis  of  the  py- 
lorus was  of  an  organic  nature,  and  not  mere  spas- 
modic contraction.  The  cases  would  seem  to  con- 
firm the  possibility  that  a course  of  internal  treat- 
ment may  lead  to  a permanent  cure,  even  when 
the  ulcer  is  accompanied  by  stenosis.  If  an  ulcer 
in  the  vicinity  of  the  pylorus  produces  obstruction 
before  cicatricial  stenosis  has  developed,  one  can 
readily  understand  how  the  case  might  yield  to 
medical  treatment.  But  if  there  be  already  cicatri- 
cial closure  of  the  pylorus,  internal  medication 
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must  prove  useless.  Examinations  of  the  gastric 
contents  may  show  the  acidity  to  be  normal  or 
even  diminished,  but  usually  it  is  greatly  increased. 
In  some  cases  the  vomited  material  will  show  the 
increase  of  hydrochloric  acid.  Hyperacidity  ap- 
pears to  be  an  essential  factor  in  the  production  of 
ulcer,  but  is  not  so  apt  to  be  the  real  cause  of  the 
pain,  which  is  more  likely  the  result  of  movements 
of  that  part  of  the  stomach  involved  in  the  ulcera- 
tion. This  explains  why  rest  in  bed  and  starva- 
tion diet  generally  give  relief.  It  is  quite  possible 
to  have  stomach  ulcer  with  a normal  acidity  or 
even  when  the  acidity  is  diminished. 

Vomiting  occurs  in  a large  percentage  of  ulcer 
cases,  appearing  somewhat  later  than  the  pain,  and 
in  nearly  every  instance  is  followed  by  relief.  The 
vomited  material  consists  generally  of  an  acid 
fluid  mixed  with  food  particles.  Sometimes  it  is 
made  up  of  clear  gastric  juice  which  in  most  cases 
is  secreted  too  abundantly.  In  duodenal  ulcer 
vomiting  is  usually  regular,  except  in  complica- 
tions, coming  on  one  to  four  hours  after  meals. 
It  is  a sour,  bitter,  acid  liquid.  Ease  follows  the 
regurgitation  of  food.  In  gall-bladder  cases  the 
vomiting  is  only  at  the  crisis,  and  is  a bitter  mucus, 
of  a greenish  color.  In  chronic  appendicitis  vom- 
iting is  not  so  prominent  a symptom  as  in  ulcer 
and  does  not  afford  the  sam.e  degree  of  relief.  It 
is  irregular  during  the  attack,  usually  closely  fol- 
lows food,  and  consists  of  food  particles  rather 
than  sour  liquid. 

Blood  is  frequently  present  in  the  vomitus  in 
ulcer  and  occurs  in  about  30  per  cent,  of  all  cases, 
with  a higher  percentage  in  those  of  acute  type. 
When  blood  is  vomited  it  is  usually  arterial.  The 
hemorrhage  may  be  serious  and  may  occur  without 
any  predromal  symptoms,  and  the  condition  may 
not  be  recognized  until  the  occurrence  of  the 
hemorrhage.  Bleeding  more  or  less  acute  may 
result  from  the  formation  of  the  typical  acute 
peptic  ulcer,  such  hemorrhage,  however,  being 
rarely  fatal.  It  is  not  characteristic  of  ulcer  to 
bleed  profusely,  the  vessels  involved  being  small. 
Hemorrhage  due  to  malignant  disease  of  the  stom- 
ach, like  that  of  ulcer,  is  not  commonly  sudden 
and  profuse.  It  is  more  apt  to  be  persistent  than 
the  hemorrhage  of  ulcer  and  tends  to  become  pro- 
gressively more  marked.  In  acute  ulcer  the  bleed- 
ing is  larger  in  amount  and  intermittent.  In  the 
chronic  type  it  is  more  constant  and  in  smaller 
quantities,  and  may  make  itself  manifest  only 
as  occult  blood. 


In  the  treatment  of  acute  ulcer  always  insist  upon 
the  patient  going  to  bed  with  the  understanding 
that  it  is  necessary  to  remain  prone  on  the  back  for 
a period  of  three  weeks.  When  this  is  properly 
explained  one  generally  meets  with  no  opposition 
and  it  is  remarkable  how  quickly  all  the  symp- 
toms subside. 

One  of  the  important  factors  to  consider  is  the 
diet.  The  diet  of  choice  is  naturally  one  that 
causes  the  least  irritation  of  the  inflamed  mucosa. 
It  is  a good  plan  to  feed  these  patients  raw  eggs 
beaten  up  whole.  Small  amount  of  cold  milk 
may  also  be  given.  It  is  well  to  alternate,  al- 
lowing the  patient  first  a tablespoonful  of  the  egg 
and  in  one  hour  four  tablespoonfuls  of  the  milk, 
having  him  take  three  eggs  and  one  pint  of  milk 
the  first  day,  gradually  increasing  the  amount  until 
the  end  of  the  first  week,  when  he  takes  six  eggs 
and  twenty-four  ounces  of  milk,  beginning  with 
the  second  week.  The  egg  and  milk  feedings  are 
reduced  in  amount  and  scraped  meat,  boiled  rice 
and  soft  boiled  eggs  are  added. 

In  the  event  of  hemorrhage  give  nothing  by 
mouth,  not  even  food  or  medicine.  The  only  safe 
method  of  feeding  is  by  the  rectum  by  the  drop 
method.  Hunger  is  borne  better  by  these  patients 
than  thirst.  The  patient  may  thus  be  supplied 
with  a sufficient  quantity  of  fluid.  It  is  also  an 
excellent  plan  to -give  nutrient  enemas.  In  this 
manner  less  irritation  is  produced  and  there  is 
likely  to  be  no  disturbance  of  peristalsis. 

Patients  who  have  ulcers  of  this  description  and 
who  apparently  get  well  are  liable  to  new  dis- 
turbances by  errors  in  diet,  overexercise,  etc. 
Therefore,  it  is  proper  that  the  physician  keep  in 
touch  with  his  ulcer  cases  as  far  as  possible,  and 
the  patient  should  be  instructed  to  return  for  treat- 
ment at  the  slightest  symptoms  suggesting  a recur- 
tence  of  the  old  trouble. 

The  study  of  the  end-results  of  treatment  of 
gastric  and  duodenal  ulcer  is  interesting,  but  unfor- 
tunately it  is  difficult  to  follow  our  cases  long 
enough  to  arrive  at  satisfactory  conclusions.  Fur- 
thermore, when  we  come  to  study  statistics  on  the 
prognosis  and  curative  effect  of  treatment,  we  find 
marked  discrepancies  existing  between  the  statis- 
tics of  physicians  and  surgeons,  due  largely  to  the 
fact  that  the  physician  sees  more  commonly  ulcer 
in  the  acute  type,  while  the  surgeon  has  to  deal 
only  with  chronic  ulcer.  When,  after  a rigid 
course  of  treatment,  the  symptoms  persist  or  recur, 
surgery  is  the  remedy. 
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EDITORIAL 


OPTIMISM  VERSUS  PESSIMISM  IN  THE 
PRACTICE  OF  MEDICINE. 

A famous  comic  opera  star  has  been  credited 
with  defining  an  optimist  as  a person  who  does 
not  care  what  happens  as  long  as  it  happens  to 
some  one  else,  and  a pessimist  is  one  who  lives 
with  an  optimist.  Optimism,  according  to  Funk 
& Wagnalls’  dictionary,  is  defined  as  “the  doctrine 
that  everything  is  ordered  for  the  best;  or  the 
disposition  to  look  on  the  brightest  side  of  things”, 
while  pessimism  is  “a  disposition  to  take  a gloomy 
view  of  affairs;  or  a theory  of  cosmology  that  re- 
gards the  cosmos  as  essentially  evil  or,  in  its  worst 
form,  as  the  worst  possible  world”.  In  common 
usage  optimism  is  used  to  describe  a state  of  affairs 
in  which  nothing  but  the  bright  side  of  things  is 
seen.  An  optimist  is  one  who  exaggerates  the 
pleasant  features  of  life  and  declines  to  recognize 
the  existence  of  any  other  kind.  He  lives  in  a 
make-believe  world.  A pessimist  recognizes  only 
the  reverse  state  of  affairs.  The  views  of  the  one 
are  as  false  as  are  the  views  of  the  other.  Neither 
of  these  persons  has  any  business  in  the  practice 
of  medicine.  Medicine,  if  it  is  ever  to  approach 
the  realms  of  exact  science,  must  discard  both  and 
substitute  therefor  only  those  who  care  for  plain, 
unadulterated  and  unvarnished  truth  in  their  an- 
alysis of  any  case  or  any  subject.  This  does  not 
mean  that  one  should  not  see  what  is  bright  in 
life  or  that  one  must  necessarily  select  the  evil. 
One  can  be  cheerful  and  encouraging  without 
being  an  optimist.  One  need  not  be  a pessimist 
who  perceives  the  evil  in  what  is  going  on  about 
him,  nor  need  he  be  either  pessimist  or  optimist 
if  he  faithfully  tries  to  cure  it. 

Christian  Science  is  an  off  shoot  of  an  exagger- 
ated optimism.  It  denies  the  existence  of  whatever 
is  unpleasant  and  demands  that  we  neither  see, 
hear  or  in  any  way  admit  into  our  consciousness 
anything  that  may  be  hard  to  endure.  Painful 
realities  must  disappear  and  be  denied  existence. 


Christian  Science,  in  practice,  is  not  limited  to 
religion  or  healing,  but  has  fastened  its  tentacles 
into  the  affairs  of  business,  law,  and  ethics,  often 
under  the  guise  of  optimism,  denying  whatever  is 
unpleasant  as  non-existent,  with  many  distinctly 
painful  and  undismissable  reactions  in  its  wake. 
There  is  no  organized  scheme  or  propaganda  in 
favor  of  pessimism.  Muck  raking,  which  fortu- 
nately is  now  in  its  hypogee,  is  an  expression  of  it. 
Another  rather  curious  expression  of  pessimism  is 
seen  in  statistical  evidence  which  tends  to  show 
the  extent  of  certain  evils  to  prove  the  need  of 
attack  upon  them.  Such,  for  example,  were  some 
of  the  statistics  quoted  to  prove  the  need  of  the 
Harrison  anti-narcotic  law.  Marvelously  exag- 
gerated statements  were  made  of  the  number  of 
drug  habitues.  New  York  was  said  to  harbor  as 
many  as  two  to  three  hundred  thousand  drug 
fiends,  and  the  claim  was  made  that  in  the  “United 
States,  cocain  and  morphin  fiends  were  increasing 
at  the  rate  of  100,000  per  year.”  A pamphlet  re- 
cently issued  by  the  United  States  Government 
shows  that,  if  all  the  opium  and  cocain  brought  in 
to  the  United  States  through  regular  channels 
were  used  illegally,  the  total  number  of  fiends 
could  not  exceed  250,000,  estimating  for  each  a 
daily  dosage  that  is  undoubtedly  far  below  the 
average;  and  of  course  both  drugs  have  an  exten- 
sive sale  for  legitimate  purposes. 

A rather  famous  but  frenzied  orator,  erstwhile 
noted  for  certain  osculatory  adventures,  in  an  ad- 
dress before  Congress,  reprinted  and  widely  dis- 
tributed under  the  title  of  “The  Truth  About 
Alcohol”,  says,  “Alcohol  carries  down  to  a pre- 
mature grave  every  day  more  than  2,000  Ameri- 
can souls”.  Inasmuch  as  there  are  but  approxi- 
mately 4,000  deaths  per  day,  this  absurd  claim 
means  that  50  per  cent,  of  the  death  rate  is-  due 
to  alcohol.  While,  to  turn  to  somewhat  less  ex- 
treme propagandists,  there  is  a host  of  medical 
writers  who  magnify  the  increase  of  cancer,  pneu- 
monia, insanity  and  arteriosclerosis  to  such  an 
extent  that,  if  their  figures  be  correct,  almost  the 
entire  race  would  be  exterminated  before  the  sixth 
decade. 

There  are  times  when  one  would  like  to  dispose 
of  every  pessimist  by  the  gentle  process  of  letting 
him  strangle  an  optimist  (using  these  terms  in 
their  common  application)  and  then  be  hanged 
for  it,  though,  to  be  sure,  convictions  would  be 
difficult,  for  most  juries  after  analyzing  the  facts 
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might  consider  the  process  as  justifiable  homicide. 
There  is  need  for  a descriptive  term  for  a class 
of  citizens  who  will  take  the  place  of  these  dis- 
torters of  truth,  a term  for  those  who  will  try  to 
get  at  facts  without  bias,  distortion  or  exaggera- 
tion. “Rationalist”  and  “moralist”  have  been  sug- 
gested, but  somehow  they  do  not  seem  to  lend 
themselves  to  popular  needs.  But,  whatever  the 
name,  there  is  a growing  need  to  enlist  popular 
fancy  in  the  cause  of  sober,  conservative  and  always 
irrepressible  truth. 


IMPROVED  CANCER  STATISTICS. 

The  work  of  collecting  cancer  statistics  as,  out- 
lined by  the  United  States  Bureau  of  the  Census 
for  coming  years,  will  add  materially  to  our 
definite  knowledge  as  to  the  existence  of  cancer  in 
this  country.  In  1914,  at  the  suggestion  of  the 
American  Society  for  the  Control  of  Cancer,  the 
Federal  authorities  determined  that  thereafter,  in- 
stead of  collecting  cancer  statistics  in  the  registra- 
tion area  under  seven  headings,  as  had  formerly 
been  the  custom,  these  would  thereafter  be  di- 
vided into  twenty-nine  headings  in  the  enumera- 
tion of  the  causes  of  deaths,  thus  giving  more 
exactly  the  site  of  the  disease.  For  instance,  all 
deaths  from  “cancer  and  other  malignant  tumors 
of  the  buccal  cavity”  are  now  to  be  reported  un- 
der the  separate  sub-divisions  for  cancer  of  the 
lip,  tongue,  mouth  and  jaw,  and  similarily  with 
the  other  groups.  Furthermore,  the  accuracy  of 
the  statistics  will  be  enhanced  by  tabulating  sep- 
arately the  returns  in  which  the  diagnosis  is  “rea- 
sonably certain”  and  those  in  which  it  is  “uncer- 
tain.” This  distinction  is  obtained  by  classing  as 
“certain  those  cases  in  which  the  diagnosis  is  con- 
firmed by  microscopic  examination,  surgical  oper- 
ation or  autopsy.”  All  cases  of  Internal  cancer  in 
which  the  diagnosis  has  been  based  on  clinical  ob- 
servation alone  will  be  classed  as  “uncertain,”  re- 
gardless of  the  assertion  of  the  physician  that  the 
diagnosis  is  correct. 

The  improvement  of  cancer  statistics  has  prac- 
tical bearing  of  more  importance  than  is  at  first 
apparent.  Much  of  the  valuable  knowledge  pos- 
sessed today  has  resulted  from  the  collection  and 
comparison  of  statistical  data,  and  this  method 
must  be  relied  upon  in  cooperation  with  experi- 
mental research  and  clinical  observations  to  il- 
lustrate the  baffling  problem  of  the  nature  and 
causes  of  this  disease.  This  study  of  the  Census 


Bureau  should  also  throw  important  light  on  the 
question  of  whether  or  not  cancer  is  really  in- 
creasing. This  new  plan  will  not  only  produce 
data  for  the  year  1914  but  will  furnish  a vast 
amount  of  information  from  future  years  which 
can  be  compiled  and  published  when  the  demand 
warrants  it.  Efforts  are  also  being  made  to  co- 
ordinate the  work  of  the  state  and  Federal  statisti- 
cal offices  for  the  better  registration  of  deaths 
from  cancer,  as  well  as  other  diseases.  By  these 
means  it  will  be  possible  permanently  to  record 
and  study  extensive  American  data  on  cancer  mor- 
tality, which  will  prove  of  inestimable  value. 


PROGRESS  OF  ANTITUBERCULOSIS 

WORK. 

During  recent  years  the  antituberculosis  propa- 
ganda has  made  great  progress  in  many  parts  of 
the  world.  In  the  United  States  sufficient  organ- 
ized, continuous  efforts  have  been  put  forth  to 
produce  in  some  localities  a marked  decrease  in 
morbidity  and  mortality.  The  development  of 
this  kind  of  work  is  well  illustrated  by  a review 
of  what  has  been  accomplished  in  this  line  in 
Washington.  It  was  less  than  ten  years  ago  that 
the  first  antituberculosis  society  was  organized. 
For  a number  of  years  efforts  were  devoted  en- 
tirely to  education  and  publicity,  the  work  being 
carried  on  by  illustrated  lectures  and  tuberculosis 
exhibits  under  the  auspices  of  the  State  Board  of 
Health  and  the  Washington  Association  for  the 
Prevention  and  Relief  of  Tuberculosis,  aided  by 
local  societies  and  committees.  After  considerable 
discussion  as  to  the  most  effective  means  for  the 
public  treatment  of  tuberculosis,  the  county  unit 
plan  was  adopted  for  institutional  treatment.  The 
actual  construction  of  sanatoria  was  encouraged  by 
the  legislative  act  which  appropriated  a certain 
amount  of  state  funds  to  aid  in  the  support  of 
public  institutions.  The  result  has  been  that  at 
the  present  time  sanatoria  have  been  completed 
and  are  now  filled  to  their  capacity  with  patients 
in  Seattle,  where  King  county  patients  are  also 
received  for  treatment,  and  in  Pierce  and  Spokane 
counties.  A site  has  been  purchased  for  an  insti- 
tution in  Snohomish  county  and  similar  action  is 
under  consideration  in  Skagit  and  Walla  Walla 
counties.  In  most  of  these  counties  nurses  are 
employed  to  investigate  and  aid  in  the  treatment 
of  reported  cases.  In  Yakima  and  Thurston  coun- 
ties there  is  widespread  interest  in  similar  work. 
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with  the  prospect  that  in  the  near  future  some- 
thing will  materialize  along  these  lines.  The 
Seattle  Pulmonary  Hospital,  at  Riverton,  the  only 
private  institution  in  the  state,  is  crowded  with 
patients  and  enlargement  is  contemplated.  Prac- 
tical antituberculosis  work  has  been  stimulated 
through  the  Department  of  Extension  and  Survey, 
recently  established  by  the  State  Association  for 
the  Prevention  and  Relief  of  Tuberculosis.  This 
organization  employs  a nurse,  experienced  in  this 
line  of  work,  who  makes  a tuberculosis  survey  of 
a given  county,  from  which  definite  information 
is  obtained  as  to  the  extent  of  the  disease  and  the 
need  for  its  relief.  The  results  thus  far  obtained 
in  the  construction  of  public  institutions  and  the 
benefit  secured  through  them  justifies  the  belief 
that  in  the  coming  years  material  and  permanent 
relief  will  be  secured  from  the  constant  menace  of 
this  most  universal  and  widespread  disease. 


EXPANSION  OF  ST.  PAUL  MEDICAL 
JOURNAL. 

With  the  January  issue  of  this  well-known 
journal  it  has  abandoned  the  form  of  publica- 
tion which  has  continued  through  the  seventeen 
years  of  its  existence,  and  has  adopted  the  two- 
column,  enlarged  page  which  prevails  among  near- 
ly all  of  the  state  association  journals.  We  wish 
to  congratulate  the  management  upon  the  hand- 
some appearance  of  the  new  issue.  At  the  same 
time  we  regret  to  note  the  retirement  of  Dr.  Burn- 
side Foster  from  the  active  editorial  staff.  Dur- 
ing the  period  of  its  existence  mention  of  the 
St.  Paul  Medical  Journal  has  always  brought  to 
mind  its  brilliant  editor  who  has  been  its  inspir- 
ing genius.  We  feel  a personal  attachment  to  Dr. 
Foster,  due  to  the  fact  that  when  Northwest 
Medicine  was  launched,  in  the  year  1903,  much 
valuable  suggestion  and  assistance  were  obtained 
from  him,  and  whatever  success  was  attained 
in  our  earlier  i^ears  was  due,  in  part  at  least, 
to  this  assistance.  We  wish  the  new  journal  many 
years  of  prosperity  and  success. 


MEDICAL  NOTESg 

OREGON. 

Dr.  Marcellus  on  the  Job.  The  fight  which  has 
centered  about  City  Health  Officer  Marcellus,  of 
Portland,  has  finally  quieted  down  and  it  has  been 
decided  not  to  cut  his  salary  to  $1,800  a year.  The 
commissioners  have  concluded  that  the  respon- 
sibility for  his  continuance  in  office  rests  upon 


the  mayor  and  whatever  action  is  taken  must  be 
taken  by  him. 

Prohibition  Law  Effective.  The  druggists  of 
Eugene  have  agreed  to  abide  by  the  strict  letter 
of  the  prohibition  law.  This  means  that  no  drug- 
gists will  sell  liquor  of  any  kind  unless  under 
order  from  a physician. 

A Dearth  of  Doctors.  Dr.  Pemberton,  of  Lang- 
lois,  has  moved  to  Mertle  Point,  and  Dr.  Robbins, 
of  Port  Orford,  has  moved  to  Gold  Beach,  which 
leaves  no  doctor  at  either  of  the  first  named  towns. 
It  is  said  that  requests  have  been  sent  to  the 
medical  department  of  the  Oregon  State  Uni- 
versity to  supply  these  places  with  medical  attend- 
ance but  this  will  not  be  possible  until  graduation 
in  the  spring. 

State  Board  of  Health.  At  the  annual  meeting 
ot  the  State  Board  of  Health,  Dr.  W.  B.  Morse,  of 
Salem,  was  elected  president;  Dr.  A.  C.  Seeley, 
of  Roseburg,  vice-president;  Dr.  D.  N.  Roberg, 
secretary  and  registrar. 

Lane  County  Society.  At  the  annual  meeting 
of  the  Lane  County  Medical  Society  the  following 
officers  were  elected  for  the  ensuing  year:  Presi- 
dent, Dr.  B.  P.  Scaiefe,  of  Eugene;  vice-president. 
Dr.  W.  W.  Hicks,  of  Junction  City;  secretary- 
treasurer,  Dr.  J.  E.  Kuykendall.  Delegates,  O.  R. 
Gullion,  F.  M.  Day  and  P.  J.  Bartle. 

Dr.  John  W.  Fawcett,  of  Portland,  has  been 
seriously  ill  for  the  past  three  months  with  Hodg- 
kin’s disease.  Little  hope  is  expressed  for  his 
recovery. 

Dr.  D.  N.  Roseburg,  of  the  State  Board  of  Health, 
has  had  a rather  tedious  and  slow  recovery  fol- 
lowing the  removal  of  his  turbinates. 


WASHINGTON. 

The  State  Board  of  Medical  Examiners,  at  last 
month’s  meeting  at  Spokane,  elected  the  follow- 
ing officers  for  the  ensuing  year:  Dr.  R.  A. 

Gove,  of  Tacoma,  President;  Dr.  D.  M.  Stone,  of 
Seattle,  Vice-President;  Dr.  C.  M.  Suttner,  of 
Walla  Walla,  Secretary;  Dr.  H.  F.  Morse,  of  Wenat 
chee.  Treasurer. 

Free  from  Disease.  Lewis  County,  in  the  opin- 
ion of  the  Chairman  of  the  Board  of  County  Com- 
missioners, is  so  free  from  disease  and  its  prob- 
ability that  a county  physician  is  unnecessary.  This 
attitude  is  refreshing,  coming  from  a county  which 
so  recently  furnished  a serious  typhoid  epi- 
demic, and  we  trust  that  it  is  a testimonial  to  the 
efi’ectiveness  of  the  prophylactic  measures  taken 
aL  that  time. 

Inspector  of  Schools.  County  Commissioners  of 
Franklin  County  have  appointed  Dr.  H.  B.  O’Brien 
medical  inspector  of  rural  schools.  There  being 
no  provision  of  the  law  which  will  permit  travel- 
ing expenses  for  this  position.  Dr.  O’Brien  will 
make  his  examinations  in  company  with  the 
county  superintendent,  for  whom  auto  mainte- 
nance is  provided. 
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A Life  Job.  If  the  opinion  of  the  City  Attorney, 
of  Bellingham,  of  the  charter  is  correct.  Dr. 
W.  W.  Balaine  may  hold  the  position  of  City 
Health  Officer  for  life  on  good  behavior.  He  has 
been  Health  Officer  since  1908  and  until  the  pres- 
ent year  no  other  applicants  have  presented 
themselves.  Under  the  above  ruling  the  applica- 
tions of  two  physicians  this  year  have  been  re- 
fused. 

How  to  Keep  Well.  The  State  Board  of  Health 
has  issued  an  excellent  bulletin  upon  the  general 
subject  of  how  to  avoid  taking  colds.  It  deals 
with  exercise,  personal  hygiene,  eating  and  sleep- 
ing, temperature,  ventilation,  etc. 

Skagit  County  Medical  Society,  at  its  recent  an- 
nual meeting,  elected  the  following  officers  for 
the  ensuing  year:  President,  H.  E.  Frost,  Ana- 

cortes;  Vice-President,  Ferris  Blair,  Lyman; 
Secretary-Treasurer,  S.  G.  Brooks,  Anacortes. 
Censors,  Llewellyn  Cook,  Anacortes;  C.  M.  Frazee, 
Sedro-Woolley ; H.  E.  Cleveland,  Burlington.  Dele- 
gates to  state  meeting,  R.  J.  Cassel,  Mt.  Vernon; 
Alternate,  J.  F.  Mills,  Sedro-Woolley. 

Yakima  County  Medical  Society,  at  its  annual 
meeting  in  North  Yakima,  elected  the  following 
officers  for  the  ensuing  year:  President,  C.  A. 

Reimcke;  Vice-President,  C.  J.  Lynch;  Secretary, 
Delta  E.  Rowland;  Treasurer,  F.  W.  Nagler;  Cen- 
sors, Thomas  Tetreau,  J.  R.  Thompson,  E.  S. 
West. 

King  County  Staff.  The  following  physicians 
have  been  appointed  upon  the  staff  of  the  King 
County  Hospital:  Surgery,  J.  B.  Eagleson,  C.  A. 

Smith,  F.  B.  Whiting,  S.  F.  Wiltsie,  A.  L.  Loe  and 
J T.  Mason;  internal  medicine,  C.  E.  Guthrie,  W. 
S.  Griswold,  W.  H.  Corson;  pediatrics,  G.  B.  Mc- 
Culloch and  Lillian  Irwin;  neurology,  R.  P.  Smith; 
ophthalmology,  W.  K.  Seelye;  rhinology  and  oto- 
laryngology, A.  E.  Burns. 

Detained  in  Engiand.  Dr.  Walter  Gelhorn,  of 
Seattle,  who  left  for  Germany  in  December  to 
take  a position  in  the  Red  Cross  work  is  at 
present  detained  in  England,  in  spite  of  the  care 
which  he  took  to  supply  himself  with  all  neces- 
sary passports  before  leaving  this  country. 

Dr.  J.  B.  Anderson,  who  for  nearly  five  years 
has  been  Health  Officer  of  Spokane,  has  been 
reelected. 

Ill  with  Grippe.  In  the  recent  epidemic  of 
grippe,  which  has  prevailed  throughout  the  coun- 
try, Dr.  E.  B.  Riley,  of  Aberdeen,  has  been  one 
of  the  victims  and  for  a time  his  recovery  was 
doubtful. 

President  of  Board.  At  the  annual  meeting  of 
the  State  Board  of  Health,  Dr.  E.  E.  Heg,  of 
Chimacum,  was  elected  president  for  the  ensuing 
year. 

Rabies  Epidemic.  Ellensburg  has  had  a slight 
epidemic  of  rabies,  four  infected  dogs  having  been 
discovered  in  two  days. 

Dr.  C.  W.  Bice,  formerly  of  Ritzville,  who  has 
recently  returned  from  postgraduate  work  in  the 
East,  has  located  in  Colfax. 


IDAHO. 

Dr.  R.  H.  Fisher,  of  Rigby,  recently  sustained 
a fracture  of  the  right  arm  from  cranking  his 
automobile. 


OBITUARIES. 

Dr.  A.  J.  van  Heekeren  died  last  month  at 
Portland,  Ore.  He  was  born  in  Amsterdam, 
Holland,  in  1827.  He  graduated  from  the  uni- 
versity of  Bonn  in  1851.  After  studying  in  Vienna 
he  practised  in  Paris.  Later  he  moved  to  New 
York  and  was  associated  in  practice  with  Dr. 
Valentine  Mott.  Later  he  moved  to  the  West 
Indies  and  later  lived  in  Sydney,  Australia.  Sub- 
sequently he  practised  in  San  Francisco  and  in 
Denver,  Colo.  Twenty-five  years  ago  he  located 
in  Portland,  where  he  remained  until  his  death. 

Dr.  T.  E.  Wolfe,  of  Medical  Lake,  Wash.,  died 
ai  St.  Luke’s  Hospital,  in  Spokane,  last  month 
at  48  years  of  age.  For  years  he  suffered  from 
gall-stones,  having  had  an  operation  seven  years 
ago  and  again  on  Jan.  7.  For  a number  of  years 
he  was  the  attending  physician  at  the  School 
lor  the  Feeble-Minded  at  Medical  Lake. 

Dr.  Wm.  McCauley  died  at  Ellensburg,  Wash., 
January  2,  from  intestinal  tuberculosis.  He  was 
born  at  Stayton,  Ore.,  and  moved  to  Ellensburg 
iu  1889.  After  graduating  from  Whitman  Col- 
lege he  obtained  his  degree  in  medicine  from 
the  University  of  Michigan  in  1912,  after  which 
he  located  at  Ellensburg  in  practice  with  his 
father. 

Dr.  G.  G.  Egerton  died  at  Ellensburg,  Wash., 
December  30,  from  gun-shot  wound,  supposedly 
accidentally  inflicted.  He  was  born  in  Texas,  and 
f^'orn  there  moved  to  Tacoma  some  years  ago, 
v'^here  he  practised  for  several  years.  Seven 
years  ago  he  located  at  Anacortes  where  he  prac- 
tised until  moving  to  Ellensburg  about  a month 
ago. 

CORRESPONDENCE 


THE  TRUE  DEATH  RATE  IN  THE 
NORTHWEST. 

To  the  Editor: 

Your  editorial  in  the  January  number,  “The 
Northwest  as  a Health  Resort,”  induces  the  fol- 
lowing criticisms:  Can  any  community,  having 

a population  over  a quarter  of  a million  main- 
tain a death  rate  of  8,  9,  or  even  10  per  thousand, 
over  a period  of  several  years?  On  the  face  of 
it  is  not  such  a claim  impossible?  Can  the  al- 
lotted three  score  and  ten  years  which  has  been 
vouchsafed  to  mortal  man  be  stretched  to  permit 
of  such  rates?  Can  mathematics,  a supposedly 
exact  science,  lend  aid  to  an  achievement  which 
apparently  indicates  an  average  longevity  of  100 
to  125  years,  depending  upon  whether  the  rate 
bo  8 or  10  per  thousand,  making  no  allowance 
for  growth  and  an  excess  of  adults  (among  whom 
the  death  rate  is  low)  maintaining  this  rate  for 
several  years?  Can  any  one  capable  of  perform- 
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iug  simple  examples  in  division  accept  such  rates 
as  possible? 

If  any  of  these  questions  can  be  answered  in 
the  affirmative  the  writer  will  cheerfully  apologize 
to  all  concerned.  But  if  not  he  would  like  to 
offer  a few  suggestions  which  occur  as  a reason- 
able solution  of  what  seems  to  him  mathematic- 
ally impossible  claims  concerning  the  death  rate 
of  the  Pacific  Northwest. 

With  the  approach  of  the  census  of  1920, 
boosters  throughout  the  land  seem  disposed  to 
again  exaggerate  populations  and  other  statistics 
of  their  respective  cities.  Since  it  is  difficult  to 
conceal  deaths  and  burial  is  not  permitted  with- 
out certificate,  the  number  of  reported  deaths 
must  quite  accurately  represent  the  actual  num- 
ber. Based  upon  inflated  estimates  of  population 
the  rate  per  thousand  would  be  abnormally  low. 
Seemingly  unbelievable  death  rates  are  quoted 
to  prove  the  contention  that  the  Pacific  North- 
west is  the  healthiest  part  of  the  United  States. 

As  a matter  of  fact,  statistics  taken  from  the 
Department  of  the  Columbia  of  the  United  States 
Army  have  shown  that  the  Pacific  Northwest  is 
the  healthiest  part  of  the  land.  There  is  no 
desire  to  dispute  or  question  that  statement.  But 
the  writer  is  at  a loss  to  understand  why  it  is 
necessary  to  claim  the  seemingly  impossible,  to 
subject  ourselves  to  ridicule,  and  to  repeat  the 
experiences  of  1910  which  were  so  painful  to  truth 
loving  citizens.  Have  we  forgotten  the  last  cen- 
sus and  the  necessary  but  shocking  inferences 
drawn  therefrom  that  precensus  estimates  were 
exaggerated  anywhere  from  twenty-five  to  one 
hundred  per  cent? 

As  a matter  of  fact  the  normal  death  rate  in 
a large  population  cannot  vary  much  for  long 

periods  from  17  per  thousand,  which  would 
mean  that  the  average  life  endures  about  59  years 
cr,  allowing  for  5 per  cent  increase  in  popula- 
tion, about  56  years  which  the  writer  believes 
is  a generally  accepted  estimate.  In  a stationary 
population,  if  everyone  lived  to  the  age  of  70, 
the  rate  would  still  be  above  14.  Unless  the 
writer’s  arithmetic  is  woefully  at  fault,  long 

sustained  reductions  can  never  be  much  greater 
than  the  percentage  of  increase  in  population,  this 
applying  to  the  entire  country  or  a large  section 
of  it.  Of  course,  it  is  conceivable  that,  in  a small 
community,  say  in  a town  of  a thousand,  there 

might  be  a rate  for  a year  or  two  of  2 or  3 per 

thousand  but  in  a few  years  the  rate  would  catch 
up  to  the  average. 

Your  editorial  states  that  the  California  death 
rate  for  1914  was  13.6  per  thousand.  The  proper 
inference  to  be  drawn  is  that  Californians  have 
learned  some  of  the  costly  lessons  of  exaggera- 
tion and  have  concluded  that,  at  least  where  they 
are  likely  to  be  caught,  they  will  remain  within 
the  realm  of  probability,  not  to  say  possibility. 
Even  13.6  is  a low  death  rate,  indicating  a healthy 
land.  Were  the  writer  in  the  East  and  contem- 
plating removal  to  the  West,  he  would  accept  this 
death  rate  as  an  evidence  of  reasonable  sincerity 


and  would  incline  to  accept  other  statistics  pre- 
sented with  it  as  likely  to  be  equally  reliable. 
But,  if  presented  with  the  rates  claimed  hy  the 
Northwest,  he  would  scrutinize  them  cautiously 
and,  hearing  in  mind  the  adage  about  “birds  of 
a feather,’’  would  equally  scrutinize  all  the  other 
statistics  presented  with  them.  He  knows  in- 
deed that  the  latter  is  the  attitude  of  the  East 
in  regard  to  much  that  comes  out  of  this  country. 
One  can  not  go  East  very  often  without  being 
reminded  that  in  1909  Portland  boomers  claimed 
from  three  to  four  hundred  thousand  population, 
and  Seattlites  anywhere  from  three  hundred  and 
fifty  to  five  hundred  thousand,  depending  largely, 
of  course,  upon  the  progressiveness  of  the  in- 
dividual who  discussed  the  matter.  The  census 
of  1910  gave  Portland  two  hundred  and  seven 
thousand,  and  Seattle  two  hundred  and  thirty- 
seven  thousand.  Death  rates  based  thereon  were 
about  11  per  thousand  which  was  exceedingly  low 
and  entitled  both  cities  to  a place  on  the  honor 
list. 

With  the  rest  of  the  editorial  there  can  be  no 
reasonable  complaint.  The  Northwest  is  healthy. 
It  has  pure  water,  efficient  drainage  systems, 
youthful  population  and  many  other  desirable 
features.  Neither  is  there  any  criticism  of  the 
editorial  writer  who  simply  accepts  the  statements 
at  their  face  value,  is  himself  just  a little  sus- 
picious, and  carefully  states  that  the  figures  pre- 
sented are  taken  from  the  United  States  Census 
Bureau  which  is  supposedly  accurate.  It  may 
here  be  reiterated  that  the  estimates  are  possible 
for  a year  or  two  but  it  must  not  be  forgotten  that 
similar  claims  have  been  made  at  least  as  far 
back  as  1907,  and  that  prior  to  the  last  census 
some  cities  claimed  a rate  as  low  as  7 per 
thousand.  Let  us  as  physicians  and  truth-lovers 
question  estimates  which  on  their  face  seem 
utterly  improbable.  In  1920  there  will  be  another 
census  and,  if  there  be  any  excessive  error,  we 
will  again  be  exposed  and  the  residents  of  the 
guilty  cities  classed  as  braggarts  and  blowhards. 

We  may  in  all  truth  claim  the  lowest  death 
rate  in  the  United  States  and  that  we  live  in  the 
healthiest  part  of  it.  We  may  laud  hundreds  of 
desirable  features  of  our  chosen  land,  but  we  are 
not  bound  by  any  principle  of  honor  to  use  our 
vital  statistics  in  a manner  which  is  an  affront 
to  common  sense,  merely  for  the  purpose  of  aiding 
and  abetting  possibly  well  meaning  but  over  en- 
thusiastic and  misguided  boomers.  Truth  will 
rise  again. 

In  conclusion  the  writer  recognizes  that  some  of 
those  who  take  issue  with  him  will  assert  that  the 
criticized  estimates  were  furnished  by  the  United 
States  Census  Bureau,  and  that  they  therefore 
must  be  infallible;  to  which  he  would  reply  that 
the  census  bureau  is  managed  by  men  not  super- 
men, and  they  must  obtain  their  estimates  of 
population  directly  or  indirectly  through  local 
agencies  which  are  too  often  of  the  “brass  band’’ 
type.  WILLIA.M  House,  M.  D. 

Portland,  Ore.,  Jan.  21,  1916. 
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REPORTS  OF  SOCIETY  MEETINGS 

OREGON 

PORTLAND  CITY  AND  COUNTY  MEDICAL 
SOCIETY. 

Pres.,  G.  S.  Whiteside,  M.D.;  Sec.,  J.  G.  Strohm,  M.D. 

The  regular  meeting  of  the  Portland  City  and 
County  Medical  Society  was  held  in  the  German 
House,  January  5,  1916,  at  8 o’clock,  with  Presi- 
dent G.  S.  Whiteside,  in  the  chair.  Sixty  mem- 
bers present.  Minutes  of  preceding  meeting  read 
and  accepted.  Drs.  David  Breuer  and  Arthur  S. 
Rosenfeld  elected  to  membership. 

Pathologic  Specimens. 

Dr.  Joyce  exhibited  a large  lipoma  of  the  broad 
ligament  weighing  four  pounds  and  said  it  was 
a rare  condition.  Also  presented  a large  car- 
cinomatous bladder  and  reported  the  case  in  de- 
tail. The  left  kidney  was  inactive;  the  right 
ureter  was  transplanted  into  the  sigmoid.  The 
patient  is  up  and  around.  As  it  is  several  months 
since  the  operation  the  case  is  a rare  one,  for 
they  usually  die  shortly  after  a similar  operation. 
Drs.  Mackenzie  and  Whiteside  spoke  of  similar 
cases.  Dr.  Holden  showed  a portion  of  a kidney 
which  was  caught  between  the  ribs  and  spine  in 
a coasting  accident.  Five-sixths  of  the  kidney  was 
left.  Patient  recovered.  Drs.  Rockey  and  Mac- 
kenzie report  like  cases. 

Paper. 

Selected  Points  in  Gastrointestinal  Diagnosis. 
By  Dr.  C.  W.  Lippman,  of  San  Francisco.  Lantern 
slides  illustrated  the  paper.  He  emphasized  the 
importance  of  a thorough  physical  and  laboratory 
diagnosis  to  be  followed  and  checked  up  by  the 
x-rays.  His  plates  were  excellent,  especially 
those  showing  gall-stones  and  subphrenic  abscess. 

Discussion  was  opened  by  Dr.  Sears  who  thinks 
too  much  dependence  should  not  be  placed  on 
x-ray  plates  but  other  methods  should  be  fully 
worked  out. 

Dr.  Koehler  emphasizes  the  value  of  stomach 
and  feces  examination. 

Dr.  Slocum  thinks  there  is  still  room  for  im- 
provement in  x-ray  work. 

Dr.  Else  mentions  the  presence  of  congenital 
adhesions  in  a baby  in  the  gall-bladder  region. 


The  second  meeting  of  the  society  was  held 
Jan.  19,  with  President  G.  S.  Whiteside,  in  the 
chair.  Minutes  of  the  preceding  meeting  read 
and  accepted.  Proposals  for  membership,  Drs. 
W.  R.  Laidlaw  and  Earl  Smith.  Dr.  Myers  pre- 
sents a case  of  tuberculosis  of  the  wrist,  cured 
by  x-ray. 

Paper. 

Experience  Gained  in  a Practice  of  2000  Ob- 
stetrical Cases.  By  Dr.  A.  Tilzer. 

Discussion  was  opened  by  Dr.  A.  W.  Moore 
who  spoke  of  the  value  of  rectal  examination  and 
of  his  experiences  in  over  2500  cases.  Dr.  M. 
Cardwell  asked  about  the  etiology  of  monstrosi- 


ties. Dr.  Ben  Norden  spoke  of  the  dangers  of 
pituitrin.  Dr.  Rand  complimented  the  reader  on 
liis  excellent  paper.  Dr.  A.  C.  Smith  criticised 
the  use  of  forceps  and  said  in  postpartum  hem- 
orrhage, treatment  should  be  energetic.  Dr. 
Greene  said  if  a patient  could  be  saved  an  hour’s 
suffering  forceps  should  be  used  with  discretion. 
In  the  use  of  pituitrin  he  suggested  to  try  one- 
half  first  instead  of  the  usual  dose.  Dr.  Riker 
advocates  version  instead  of  high  forceps.  Dr. 
Bettman  urges  the  necessity  of  birth  registration. 


WASHINGTON. 

KING  COUNTY  MEDICAL  SOCIETY. 

Pres.,  G.  S.  Peterkin,  M.D.;  Sec.,  A.  C.  Martin,  M.D. 

The  regular  meeting  of  the  King  County  Medi- 
cal Society  w'as  called  to  order  by  the  president, 
at  Filer’s  Hall,  Seattle,  Wash.,  Jan.  17,  1916,  at 
8:15  P.  M.  About  seventy-five  members  were 
present.  The  minutes  of  the  previous  meeting 
were  read  and  approved. 

Dr.  Mann,  President  of  the  King  County  Dental 
Society,  extended  an  invitation  to  a lecture  by 
Dr.  A.  D.  Black,  on  “The  Relations  of  Mouth  In- 
fections to  General  Systemic  Conditions,”  to  be 
held  Jan  20.  It  was  voted  to  extend  thanks  for 
the  invitation  and  attend  in  a body. 

The  Secretary  read  the  report  of  the  Board  of 
Trustees  for  1915,  and  the  Secretary’s  report. 
The  Treasurer’s  report  was  read. 

The  retiring  President  read  his  annual  address, 
calling  attention  to  those  things  which  were,  in 
his  opinion,  defective  in  the  society,  and  offered 
a plan  for  correction  of  same. 

The  election  of  officers  ensued,  the  following 
being  chosen  for  the  coming  year:  Dr.  P.  V.  von 

Phul,  President;  Dr.  H.  D.  Dudley,  Vice-President; 
Dr.  A.  C.  Martin,  Secretary-Treasurer;  Drs.  A.  O. 
Loe  and  H.  G.  Lazelle,  Trustees;  Drs.  H.  E.  Allen, 
J.  T.  Mason  and  Copeland  Plummer,  Delegates  to 
State  Association. 

Dr.  E.  A.  Rickards  was  unanimously  elected  to 
membership  in  the  Society. 

It  was  voted  that  the  question  of  finding  a 
meeting  place  be  left  to  the  Trustees. 


PIERCE  COUNTY  MEDICAL  SOCIETY. 

Pres.,  E.  W.  Janes,  M.  D. ; Sec.,  W.  B.  Penny,  M.  D. 

The  Pierce  Coimty  Medical  Society  held  its  an- 
nual meeting  at  Tacoma,  Wash.,  Tuesday  evening, 
Jan.  4,  1916,  at  which  time  the  following  officers 
were  elected: 

President,  E.  A.  Rich;  First  Vice-President,  Charles 
McCreery;  Second  Vice-President,  H.  J.  Whitacre; 
Secretary,  E.  C.  Wheeler;  Treasurer,  R.  A.  Gove; 
Censors,  Charles  James,  C.  H.  Kinnear,  J.  B.  Mc- 
Nerthney;  Trustees,  B.  H.  Foreman,  G.  A.  Libbey, 
J.  B.  Robertson,  J.  F.  Griggs,  J.  R.  Brown;  Dele- 
gates to  State  Association  W.  D.  Read,  B.  H.  Fore- 
man, E.  W.  Janes;  Alternates,  C.  H.  Kinnear, 
I.  P.  Balabanoff,  J.  A.  La  Gasa. 

The  society  starts  the  new  year  with  bright 
prospects  and  much  enthusiasm. 
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The  regular  meeting  of  the  society  was  held 
Jan.  18,  in  the  Tacoma  Academy  of  Medicine, 
the  meeting  being  called  to  order  at  8:20  p.  m., 
by  President  E.  A.  Rich. 

Clinical  Casks. 

Femoral  Hernia.  By  Dr.  C.  J.  Brobeck.  The 
fourth  day  after  operation  symptoms  of  obstruc- 
tion developed,  growing  worse  until  the  sixth  day, 
when  the  abdomen  was  again  opened  and  a con- 
stricting peritoneal  ring  found  to  be  the  cause 
of  the  obstruction,  the  hernia  having  been  reduced 
en  masse. 

Chronic  Mastoid.  By  Dr.  P.  B.  Wing,  who  did 
the  radical  operation,  also  draining  a brain  ab- 
scess. Recovery  was  complete  and  the  ear  per- 
fectly dry,  showing  the  eustachian  tube  was 
closed. 

Pathologic  Specimens. 

Dr.  E.  O.  Houda  showed  a hypernephroma  con- 
taining a bony  growth  with  fibrous  attachments 
involving  the  entire  kidney. 

Dr.  B.  H.  Foreman  exhibited  two  specimens  of 
gall-bladder  with  stones,  in  which  the  opening 
from  the  cystic  duct  was  completely  occluded. 

Papebs. 

President  E.  A.  Rich  in  his  address  appealed 
for  cooperation,  stating  there  were  two  main  ob- 
jects, scientific  development  and  fostering  good 
fellowship.  He  announced  the  appointment  of 
committees  and  offered  suggestions  as  to  papers, 
the  duties  of  members  to  medical  matters  and 
civic  affairs. 

Dr.  Christian  Quevli,  speaking  of  medical 
ethics  twenty-five  years  ago,  said  they  are  better 
among  medical  men  than  those  in  any  other 
class. 

Dr.  R.  A.  Gove  mentioned  the  lack  of  ethics  in 
the  middle  east  at  that  time  and  was  impressed 
with  the  kindly  spirit  which  he  found  on  coming 
to  Tacoma. 

Dr.  H.  W.  Dewey  said  there  was  no  contract 
work  twenty-five  years  ago;  the  first  man  on  the 
job  got  the  case.  There  were  few  irregular 
practitioners  and  none  of  the  modern  fads,  but 
jealousy  existed,  coming  almost  to  open  warfare. 

Dr.  T.  F.  Smith  said  the  first  rays  of  asepsis 
were  beginning  to  penetrate  the  clouds  at  that 
time.  He  discovered  asepsis  by  accident,  having 
V'iped  out  a wound  with  carbolic  acid  which 
healed  by  first  intention.  Compound  fractures  and 
dislocations  nearly  always  required  amputation. 
Laudable  pus  was  looked  for  and  considered  a 
favorable  sign. 

Dr.  J.  R.  Yocom  stated  that  the  surgery  of 
Galipoli  Peninsula  is  the  same  as  existed  here 
twenty-five  years  ago.  He  spoke  of  the  con- 
servatism of  today  and  judgment  as  to  time  of 
operation. 

Dr.  A.  H.  Coleman  told  of  the  old  Fanny  Pad- 
dock  Hospital  wooden  beds,  many  of  which  were 
equipped  with  pulleys  for  fracture  cases,  and  of 


the  wooden  operating  table.  Surgeons  prepared 
their  own  cat-gut  and  took  a great  risk  at  that. 

Dr.  G.  C.  Wagner  read  from  his  scrap-book, 
giving  many  interesting  clippings  from  the  press 
of  the  day,  showing  the  papers  published  the 
doctors’  names  the  same  as  now. 

The  applications  of  H.  L.  Judd  and  J.  D. 
Steagall  were  read  and  referred  to  the  board  of 
censors. 

A committee  was  appointed  to  investigate  other 
meeting  places,  composed  of  Drs.  E.  W.  Janes, 
Warren  Brown  and  Evan  Hyslin.  A committee  to 
revise  the  constitution  and  by-laws,  and  the  fee 
bill  was  composed  of  Drs.  B.  H.  Foreman,  C.  S. 
Wilson  and  G.  G.  R.  Kunz. 


PUGET  SOUND  ACADEMY  OF  OPHTHALMOL- 
OGY AND  OTO  LARYNGOLOGY. 

Pres.,  N.  D.  Pontius,  M.D.;  Sec.,  E.  B.  Burwell,  M.D. 

The  December  meeting  of  the  Academy  was 
held  as  a symposium  on  Optic  Nerve  Atrophy,  Dr. 
Gray  presiding. 

Dr.  Gray  presented  a case  of  macula  hem- 
orrhagic retinitis,  without  assignable  cause,  in  a 
man  42  years  of  age. 

Dr.  Swift  presented  three  cases,  illustrating  the 
three  different  forms  of  optic  nerve  atrophy. 

The  program  was  as  follows: 

Dr.  Burwell — Intercerebral  causes  of  atrophy  and 
anatomy. 

Dr.  Plummer — Atrophy  from  lesions  of  sinus,  etc. 

Dr.  Mattice — Pathology  of  optic  nerve  atrophy. 

Dr.  Swift — Examination  in  optic  nerve  atrophy. 

Dr.  Cooke — Treatment  of  optic  nerve  atrophy. 

One  of  the  points  brought  out  was  that  no  mem- 
ber had  seen  a case  of  optic  nerve  atrophy  di- 
rectly referable  to  sinus  lesions.  Other  points, 
that  in  a large  percentage  of  cases  no  cause  could 
be  found,  and  the  futility  of  treatment  in  mo«t 
cases. 
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A Mechanistic  View  of  War  and  Peace.  By  George 
W.  Crile.  Edited  by  Amy  F.  Rowland.  Illustrated. 
Cloth,  104  Pp.  The  Macmillan  Co.,  New  York, 
1915. 

In  Crile’s  book  one  considers  the  great  war 
through  his  mechanistic  spectacles.  The  view  is 
absorbing  and  mentally  stimulating  whether  or 
no  one  agrees  with  him  in  all  his  postulates.  Here 
he  has  ready-made  a vast  experiment  to  test  his 
theory  as  to  the  infiuence  of  the  kinetic  system 
(brain,  liver,  adrenals,  thyroid  and  muscles),  not 
only  in  the  production  of  shock,  but  in  forming 
“fcCtion  patterns”  which  result  in  the  doings  of 
the  various  nations  concerned.  Vivisected  Bel- 
gium is  the  descriptive  heading  of  the  chapter  on 
that  war-crushed  country.  The  physical  condition 
of  its  people  corresponds  precisely  with  what 
might  have  been  predicated  from  the  overwhel- 
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niiiig  stimulation  of  their  kinetic  systems.  But 
the  working  out  of  his  theory  does  not  detract  in 
any  degree  from  his  observations  and  dramatic 
descriptions  of  war  experiences.  Thus  the  search 
for  five  hundred  wounded  at  dead  of  night  in  a 
school  house  at  Meaux.  The  town  was  apparently 
deserted  or  only  tenanted  by  the  dead.  With  the 
aid  of  the  mayor  they  arrived  at  the  building  in 
which  nobody  could  be  aroused.  All  were  in 
deepest  slumber.  “Bleeding,  yet  asleep;  legs 
shattered,  yet  asleep;  abdomen  and  chest  torn 
open,  yet  asleep.  They  were  lying  on  the  hard 
floor  or  on  bits  of  straw.  Not  a groan,  not  a mo- 
tion, not  a complaint — only  sleep!  They  made 
little  or  no  complaint  on  being  picked  up.  The 
ojily  sound  they  uttered  was  when  the  torn  flesh, 
glued  to  the  floor  by  dried  blood,  was  pulled 
loose.”  A kinetic  system  paralyzed  and  shocked 
trom  a nine  days’  march  without  opportunity  for 
sleep.  Crile’s  remedy  for  peace  is  suitable  edu- 
cation of  the  coming  generation  to  alter  their 
“action  patterns”  derived  from  race  experience  so 
that  these  will  functionate  toward  different  ends. 

Winslow. 


Diseases  of  the  Nervous  System:  A Text-Book  of 
Neurology  and  Psychiatry.  By  Smith  Ely  Jelliffe, 
M.  D.,  Ph.D.,  Adjunct  Professor  of  Diseases  of 
the  Mind  and  Nervous  System,  New  York  Post- 
Graduate  Medical  School  and  Hospital,  and 
William  A.  White,  M.  D.,  Superintendent  of  the 
Government  Hospital  for  the  Insane,  Washing- 
ton, D.  C.,  etc.  Octavo,  796  pages,  with  331  en- 
gravings and  11  plates.  Cloth,  $6.00,  net.  Lea 
& Febiger,  Publishers,  Philadelphia  and  New 
York,  1915. 

All  subject  matter  in  this  work  has  recently  been 
written  and  brought  completely  up  to  date.  Espe- 
cially interesting  are  the  minute  descriptions  for 
neurologic  examinations,  a suggestive  clinical 
record  the  group  symptoms  necessary  for  a diag- 
nosis, cerebral  localization  illustrated  by  valuable 
plates,  a most  thorough  discussion  of  syphilis  of 
the  nervous  system  and  detailed  report  of  labor- 
atory finding  necessary  to  classify  the  form,  as  well 
as  many  other  chapters  in  the  field  of  neurology. 
Under  psychoneurosis  many  interesting  mental  dis- 
orders are  threshed  out.  It  is  shown  conclusively 
v/hat  a devoted  follower  of  Freud’s  methods  the 
author  is.  The  reviewer  is  unable  to  agree  with 
many  of  his  conclusions  as  they  appear  extreme. 
The  book  will  not  appeal  to  the  general  practitioner 
as  much  as  the  specialist,  as  the  writer  overlooks 
the  fact  that  the  general  man  is  not  so  well  posted 
on  such  matters  as  himself  and  frequently  in  his 
enthusiasm  shoots  over  their  heads. 

R.  P.  Smith. 

Physiological  Chemistry,  Text-Book  and  Manual 
for  Students.  By  Albert  P.  Mathews,  Phd.  D., 
Professor  of  Physiological  Chemistry,  Univer- 
sity of  Chicago.  One  volume  of  1042  pages, 
octavo,  illustrated  by  cuts,  tables  and  diagrams. 
Muslin,  $4.25,  net.  William  Wood  & Company, 
New  York,  1915. 


One  feels  like  saying  with  Bernard  Shaw,  “It 
is  a good  play  if  it  is  by  a good  author,”  for  this 
book  is  over  one  thousand  pages  and  contains  a 
good  deal  of  detail,  almost  too  much  for  a text- 
book for  students.  Some  parts  of  the  subjects  are 
a little  more  fully  considered  than  their  im- 
portance deserves,  notably,  the  chapter  on  car- 
bohydrates, fats  and  proteids.  A splendid  bibliog- 
raphy, which  is  so  necessary  now-a-days,  has  been 
added  to  each  section  of  the  book,  so  one  may 
consult  with  more  detail  than  the  subject  has 
taken  up.  It  contains  the  classical  divisions 
found  in  most  text-books,  the  chemistry,  the 
anabolism  and  katabolism  of  protoplasm  and, 
finally,  a very  good  section  devoted  to  practical 
work  and  methods  in  the  physiological  laboratory. 
Ihe  physiological  chemistry  of  the  digestion  and 
of  the  blood  are  especially  satisfactory.  Fick. 

The  Medical  Clinics  of  Chicago.  Volume  I,  Num- 
ber 3.  (November,  1915).  Octavo  of  200  pages, 

23  illustrations.  Philadelphia  and  London.  W. 

B.  Saunders  Company,  1915.  Price  per  year. 

Paper,  $8.00.  Cloth,  $12.00. 

The  clinical  method  of  teaching  is  unquestion- 
ably more  impressive,  enlivening  and  instructive 
than  the  formal  lecture  or  article  and  Saunder’s 
new  venture  in  supplying  stenographic  reports  of 
bedside  talks  by  the  leaders  in  medicine  and  sur- 
gery in  the  form  of  regular  periodical  publica- 
tions constitutes  a great  advance  in  medical  liter- 
ature. In  this  number  Williamson  gives  a talk 
on  lead  poisoning,  in  which  he  shows  paradoxically 
that  it  is  the  man  who  does  not  work  in  lead  who 
is  most  often  affected.  Sandpapering  wood  work 
covered  with  lead  fillers  is  a common  source  of 
lead  poisoning — particularly  in  the  finishing  of 
automobiles.  The  diagnosis  is  well  worked  out 
and  a beautiful  colored  plate  of  the  lead  line  is 
shown.  Dr.  Tice  presents  several  cases  of  inter- 
est. Hamburger  gives  an  illuminating  talk  on  the 
pyloric  syndrome  which  occurs  in  ulcer  but  says 
it  may  follow  as  a reflex  from  various  other 
sources  of  irritation  within  the  belly,  that  is,  high 
acid,  pyloric  spasm  and  pain  some  time  after  eat- 
ing. Dr.  Mix  analyses  beautifully  cases  of  Landry’s 
ascending  paralysis  and  cerebellar  tumor. 

The  Medical  Clinics  of  Chicago,  September,  1915. 

Vol.  I,  Number  2. 

In  this  number  noteworthy  features  include  the 
clinical  demonstration  of  tuberculous  meningitis 
by  Abt;  the  article  by  Pusey  on  x-ray  in  the  treat- 
ment of  epithelioma  of  the  skin  of  the  face,  in 
which  he  thinks  it  the  most  satisfactory  thera- 
peusis  for  growths  about  the  nose,  cheeks  and 
eyelids  where  glands  do  not  need  removing,  as  in 
cancer  of  the  lip;  and  heart  disease  in  preg- 
nancy, infantilism,  and  Marie’s  pulmonary  osteo- 
arthropathy, elucidated  by  Tice.  Hamburger  dis- 
cusses the  newer  classification  of  cardiac  irregu- 
la rites  and  Goodkind  gives  an  interesting  talk  on 
splenic  enlargement  with  the  presentation  of  nu- 
merous cases.  Mix  talks  to  the  point  on  differen- 
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tial  diagnosis  of  duodenal  ulcer  and  brings  out  im- 
portant facts  as  follows:  The  tender  point  is  as 

important  as  McBurney’s  point;  constipation  the 
rule  but  not  in  gall-bladder  trouble;  vomiting  is 
absent  unless  duodenal  ulcer  is  perforating;  at- 
tacks may  last  4-6  weeks;  there  are  not  the 
cliills,  sweats,  rheumatism  and  headaches  (infec- 
tion) seen  in  gall-bladder  troubles.  Colic  followed 
by  jaundice  means  stone;  if  the  icterus  be  fol- 
lowed by  colic  we  have  infection  or  tumor — not 
stone.  Typhoid,  duodenal  ulcer  and  appendicitis 
are  the  three  great  causes  of  gall-bladder  trouble 
in  after  years.  Winslow. 

Laboratory  Methods  with  Special  Reference  to  the 
Needs  of  the  General  Practitioner.  By  B.  G.  R. 
Williams,  M.  D.,  Illinois  State  Medical  Society, 
and  E.  G.  C.  Williams,  M.  D.,  Formerly  Path- 
ologist Northern  Michigan  Hospital  for  the  In- 
sane. Third  Edition.  214  Pp.  Price,  $2.50.  C.  V. 
Mosby  Co.,  St.  Louis,  1915. 

This  book  was  designed  and  constructed  for  the 
general  practitioner.  Laboratory  workers,  in  the 
usual  sense,  multiplicity  of  methods,  elaborate  ap- 
paratus, everything  is  ignored  except  the  needs 
and  limitation  of  time  and  equipment  of  the  gen- 
eral practitioner.  After  reliability,  simplicity  is 
the  essence  of  all  tests  and  examinations.  For 
example,  “Significance  and  detection  of  bile. 
Biliary  products,  such  as  are  finally  excreted  by 
the  kidneys,  appear  in  the  urine  as  urobilin  and 
are  the  cause  of  its  normal  yellow  or  orange  tint. 
In  jaundice,  however,  bilirubin  and  its  oxygenated 
derivatives  may  be  present  in  the  urine.  The  best 
test  for  these  may  be  made  by  merely  shaking 
well  the  sample  and  observing  carefully  the  color 
of  the  foam.  In  normal  urine  this  is  white  but, 
if  abnormal  biliary  pigments  are  present,  a yel- 
low, green  or  brown  coloration  will  be  noted.  For 
practical  purposes  no  other  test  need  be  at- 
tempted.” Too  good  to  be  true?  We  have  tried 
dozens  or  less  of  the  various  elaborate  tests 
offered  and  found  none  more  satisfactory  than 
this  simple  procedure.  For  the  general  practi- 
tioner this  is  an  excellent  book — in  the  vernacular. 
It  is  a No.  1,  four-ply,  all-wool-and-yard-wide 
book.  West. 

Practical  Cystoscopy  and  the  Diagnosis  of  Sur- 
gical Diseases  of  the  Kidneys  and  Urinary 
Bladder.  By  Paul  M.  Pilcher,  M.  D.,  Consulting 
Surgeon  to  the  Eastern  Long  Island  Hospital. 
Second  Edition  Thoroughly  Revised  and  En- 
larged. Octavo  of  504  pages,  with  299  illustra- 
tions, 29  in  colors.  W.  B.  Saunders  Company, 
Philadelphia  and  London,  1915.  Cloth,  $6.00, 
net;  Half  Morocco,  $7.50. 

Cystoscopy  has  opened  up  a vast  field  of  diag- 
nosis, therapeutics  and  operating  of  the  urinary 
tract.  The  instruments  have  greater  refinement 
and  covering  power  each  year  and  have  made  pos- 
sible many  intelligent,  intravesicle  operations. 
Among  the  improvments  in  this  volume  are  the 
chapters  on  pyelography,  an  atlas  on  pyelography 
from  the  collection  of  Braasch,  of  the  Mayo  Clinic, 
functional  activity  of  the  kidneys,  the  technic  of 


the  Harris  method  of  diagnosis,  deductive  diag- 
nosis based  upon  the  combined  evidence  of  the 
cystoscope,  the  radiograph  and  improved  labor- 
atory methods,  the  therapeutic  uses  of  the 
cystoscope,  operations  upon  tumors,  ulcers,  cal- 
culi, strictures  of  the  ureters,  calculi  in  the  lower 
end  of  the  ureter  and  especially  the  instructions 
for  the  application  of  the  high  frequency  sparks 
to  new  growths.  The  book  is  attractive  and 
makes  a good  working  text  book  for  any  one 
interested  in  urology.  Peacock. 

Diseases  of  the  Skin.  By  Henry  H.  Hazen,  A.  B., 
M.  D.,  Professor  of  Dermatology  in  Georgetown 
University,  etc.  539  Pp.,  233  Illustrations.  C.  V. 
Mosby  Co.,  St.  Louis,  1915. 

The  statement  in  the  preface  that  this  is  a 
book  for  the  student  and  general  practitioner  is 
true.  The  author  confines  himself  to  those  dis- 
eases met  with  every  day,  the  description  being 
adequate  and  the  treatment,  though  brief,  a rec- 
ommendation for  the  book.  What  is  unique  is 
the  emphasis  put  upon  skin  diseases  in  the  black 
race.  The  chapters  on  diagnosis  and  treatment 
should  be  of  great  value  to  the  busy  practitioner, 
as  it  gives  him  more  than  the  usual  insight  ob- 
tained from  such  books.  In  the  chapter  on  skin 
cancers,  the  author  shows  a thorough  familiarity 
with  his  subject.  The  photographs  are  excep- 
tionally good.  Black. 

General  Medicine.  Practical  Medicine  Series  Vol. 
IV.,  1915.  Edited  by  Frank  Billings,  M.  S., 
M.  D.  and  J.  H.  Salisbury,  A.  M.,  M.  D.  Cloth, 
359  Pp.,  $1.50.  The  Year  Book  Publishers,  Chi- 
cago. 

This  is  probably  the  most  excellent  review  of 
general  medicine  in  compact  and  cheap  form  that 
is  published.  Under  typhoid  fever  we  find  that 
three  cities  surpass  Seattle  in  low  mortality  (4.6), 
notably  Cambridge  with  1.8  deaths  per  thousand. 

number  of  typhoid  epidemics  show  that  vac- 
cination can  not  be  relied  on  in  massive  infection 
but  subsequent  cases  are  usually  mild.  While 
numerous  reports  of  the  favorable  action  of  vac- 
cines in  treatment  are  being  printed,  the  indica- 
tion for  them  is  indignantly  denied  by  Billings 
who  asks  “in  the  name  of  all  that  is  rational” 
what  can  we  gain  by  injecting  more  dead  or  living 
bacteria.  Typhus  is  now  in  the  same  class  with 
malaria,  as  it  appears  that  typhus  fever  patients- — 
free  from  vermin — may  share  a bed  with  healthy 
persons  without  danger  of  transmitting  the  dis- 
ease. The  subcutaneous  use  of  20  cc.  of  a 10  per 
cent  solution  of  magnesium  sulphate  three  times 
daily  has  proved  the  most  valuable  remedy  in 
tetanus  of  war,  with  antitetanus  serum.  The 
status  of  pyorrhea  treatment  appears  to  be  local 
injection  of  0.5  per  cent  solution  of  emetine  with 
a hypodermic  into  the  pockets  in  the  gums  for  a 
few  days,  local  treatment  for  destruction  of  the 
pockets,  and  stock  or  autogenous  vaccines  for  pus 
infection  as  the  finishing  touch.  The  only  refer- 
ence to  cardiospasm  is  an  abstract  of  a paper  on 
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this  subject  by  Lamson,  published  in  Northwest 
Medicine.  These  are  mere  sample  topics  of  interest 
in  the  first  few  pages  of  this  volume  which  re- 
views infectious  and  gastrointestinal  diseases. 

Winslow. 

International  Clinics.  Vol  II,  Twenty-fifth  Series, 
1915.  J.  B.  Lippincott  Co.,  Philadelphia. 

Among  other  articles  of  interest  are  the 
cerebrospinal  fiuid  in  diagnosis,  by  Sutter;  diag- 
nosis and  treatment  of  arteriosclerosis,  by  Price; 
animal  extracts  in  the  treatment  of  medical  dis- 
eases, by  Chambers;  treatment  of  chronic  con- 
stipation, by  Smukler,  and  the  present  status  of 
digitalis  therapy,  by  Eggleston.  Price  claims  to 
cure  most  moderate  cases  of  interstitial  nephritis 
by  electrical  applications  to  the  kidneys  and  hot 
air  baths  in  the  horizontal  position.  It  has  re- 
cently been  demonstrated  (Barlow  & Cunning- 
ham) that  such  cases  live  almost  indefinitely — 
providing  they  survive  the  first  few  years  of  their 
disease — when  they  follow  out  the  accepted 
methods  of  treatment  (reviewer).  Smukler’s  main 
reliance  in  treatment  of  constipation  is  an  in 
flated  rubber  bulb  which  is  inserted  into  the 
rectum  and  alternately  emptied  and  filled.  He 
advises  the  use  of  secretin  in  some  cases,  although 
it  has  recently  been  shown  by  Carlson  et  al.  that 
there  is  no  secretin  in  the  proprietary  prepara- 
tions, secretogen  and  duodenin,  and  that  secretin 
is  rapidly  destroyed  by  gastric  juice  (reviewer). 
There  is  a splendid  account  by  Skillern  of  Albee’s 
clinic  with  detailed  description  of  the  technic  of 
his  operations.  Winslow. 

Obstetrics.  The  Practical  Medicine  Series,  Vol. 
VII,  Series  1915.  Edited  by  Joseph  B.  DeLee, 
A.  M.,  M.  D.,  with  the  collaboration  of  Herbert 
M.  Stowe,  M.  D.  $1.35.  The  Year  Book  Pub- 
lishers, Chicago. 

But  little  is  presented  in  this  volume  that  can 
be  hailed  as  denoting  great  forward  strides  in 
obstetric  practice.  The  book  follows  the  well 
established  form  and  gives  space  to  all  comers 
with  admirable  impartiality.  Practically  every 
obstetric  problem  receives  attention,  and  this 
from  several  different  view  points,  while  through- 
out the  terse  editorial  comments  serve  to  apply 
the  check  of  common  sense  to  many  an  exhibition 
of  wandering  imagination.  Undoubtedly  there  is 
no  better  place  to  find,  with  a minimum  of  effort, 
the  attitude  of  the  profession  in  general  on  the 
cbstetric  questions  of  the  day.  Martin. 

Theory  and  Practice  of  Bloodletting.  By  Heinrich 
Stern,  M.  D.  Visiting  Physician  St.  Mark’s 
Hospital,  New  York,  etc.  Cloth,  264  Pp.  Reb- 
man  Company,  New  York. 

The  writer  is  endeavoring  to  encourage  the 
renaissance  of  this  undoubtedly  useful  and  rapidly 
effective  therapeutic  agency  which  is  as  old  as 
medicine.  The  first  part  is  devoted  to  the  his- 
tory, fimctional  changes  and  technic  of  blood- 
letting, the  second  part  to  special  diseases  and 
cases  of  such  diseases  in  which  it  is  indicated. 


The  treatment  of  the  subject  is  dignified  and  in 
accordance  with  the  trend  of  leading  medical  au- 
thorities, whom  the  author  quotes  freely  in  rela- 
tion to  every  disease.  Stern  is  not  an  injudicious 
enthusiast  but  presents  his  subject  in  a scholarly, 
well-considered  and  conservative  discussion  and 
the  book  is  worth  heeding.  As  so  long  ago  shown 
by  Holmes,  medicine  moves  in  cycles  and  it  is 
time  the  pendulum  swung  back  again.  We  do  not 
keep  always  in  mind  (as  we  should)  at  critical 
moments  this  valuable  therapeutic  means. 

Winslow. 

Practical  Prescribing  and  Treatment  in  the  Dis- 
eases of  Infants  and  Children.  By  D.  M.  Mac- 
Donald, M.  D.,  E.  R.,  C.  P.  E.  Cloth,  $1.50. 
200  Pp.  Oxford  University  Press,  London  and 
New  York. 

This  is  a little  pocket  edition  containing  doses 
and  treatment  of  alphabetically  arranged  chil- 
dren’s diseases.  There  is  quite  a complete  article 
on  tuberculosis,  the  writer  advising  tuberculin  as 
a prophylactic  agent  in  children  exposed  to  the 
infection.  Formulae  and  notes  on  drugs  for  in- 
fants are  unusually  practical  and  valuable. 

Compend  of  Obstetrics.  By  H.  G.  Landis,  A.  M., 
M.  D.  Revised  by  W.  H.  Wells,  M.  D.  Asst. 
Prof.  Obstetrics  at  Jefferson  Medical  College, 
etc.  Ninth  Edition,  Illustrated.  Cloth,  261  Pp. 
$1.00.  P.  Blakiston’s  Son  & Co.,  Philadelphia. 
This  is  a most  excellent  revision  of  Blakiston’s 
Quiz  Compend  which  is  too  well  known  to  need 
notice  and  is  as  useful  for  physicians  in  review- 
ing the  subject  as  for  students. 

An  Introduction  to  Bacteriology  for  Nurses.  By 
Harry  W.  Carey,  A.  B.,  M.  D.  Associate  in 
Medicine,  Samaritan  Hospital,  City  Bacteri- 
ologist, Troy.  Cloth,  144  Pp.  $1.  F.  A.  Davis 
Co.,  Philadelphia. 

This  is  largely  applied  bacteriology  as  bearing 
upon  the  infectious  diseases,  immunity,  steriliza- 
tion, disinfection,  together  with  the  technic  for 
preparing  specimens  for  the  laboratory,  and  is 
the  result  of  eight  years  lecturing  to  nurses.  It 
appears  to  fill  its  place  creditably  and  to  contain 
just  about  such  knowledge  as  a nurse  may  profit- 
ably use.  Winslow. 

A Nursing  Manual  for  Nurses  and  Nursing  Or- 
derlies. By  D.  C.  L.  Fitzwilliams,  M.  D.,  Ch.M., 
F.  R.  C.  S.  Surgeon-in-Charge,  Out-Patients 
and  Lecturer  in  Clinical  Surgery,  St.  Mary’s 
Hospital,  London,  etc.  Cloth,  466  Pp.  $2.00.  Ox- 
ford University  Press,  London  and  New  York. 
This  book  covers  much  more  ground  than  is 
generally  attempted  in  our  more  specialized 
books  for  nurses,  viz:  anatomy,  physiology, 

theory  and  practice,  bandaging,  fractures,  wounds, 
operations,  infant  feeding  and  diseases,  first- 
aid,  and  administering  medicines,  etc.  For 
this  reason  it  is  not  so  complete  as  our 
own  text-books  which  perhaps  go  to  the  other 
extreme.  It  is  one  of  the  most  difficult  feats  in 
the  world  to  present  the  essentials  of  a subject, 
each  in  its  proper  proportion,  and  requires  really 
the  very  highest  talent  which  is  not  evidenced  in 
this  volume.  Winslow. 
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ORIGINAL  CONTRIBUTIONS 

THE  DIAGNOSIS  AND  TREATMENT  OF 
INFLAMMATORY  AFFECTIONS  OF 
THE  NASAL  ACCESSORY 
SINUSES.* 

By  C.  A.  Ve.asey,  M.  D., 

SPOKANE,  WASH. 

It  might  seem  somewhat  superfluous  to  discuss 
this  subject  before  a body  of  general  physicians, 
were  it  not  for  the  fact  that  the  majority  of  cases 
of  sinus  affections  are  first  seen  by  the  general 
physician  before  they  come  under  the  care  of  the 
specialist.  Furthermore,  recent  researches  have 
shown  that  many  conditions  of  the  gastrointestinal 
tract,  as  well  as  toxemias  affecting  other  portions 
of  the  body,  are  due  to  infections  which  have  their 
origin  in  the  accessory  nasal  sinuses.  In  fact,  no 
less  an  authority  than  Rosenow  states  that  he  be- 
lieves that  many  if  not  most  of  the  gastrointestinal 
affections  are  due  to  streptococci  and  that  the  three 
principal  points  of  entrance  for  them  are  the 
tonsils,  the  gums,  as  in  pyorrhea,  and  the  accessory 
nasal  sinuses.  If  this  be  the  case,  and  the  consensus 
of  opinion  at  the  present  time  is  that  there  is  much 
truth  in  the  assertion,  a brief  discussion  of  sinus 

‘Read  before  the  third  Triennial  Meeting  of  the  State  Med- 
ical Associations  of  Idaho,  Washington  and  Oregon,  Lewiston, 
Ida.,  Oct.  13-16,  1916. 


affections  is  not  only  of  interest  to  the  general 
physician,  because  he  probably  is  the  first  to  see 
such  cases,  but  also  because  these  affections  mav 
be  the  origin  of  so  much  trouble  elsew'here  in  the 
body. 

Unfortunately  the  time  alloted  to  the  reading 
of  a paper  is  not  sufficient  to  discuss  each  sinus 
separately,  although  the  symptoms  vary  somewhat 
with  the  individual  sinus  involved.  It  will  be  the 
effort  of  the  paper,  therefore,  to  direct  attention 
to  the  sinuses  collectively. 

The  symptoms  of  acute  sinusitis  you  are  all 
more  or  less  familiar  with.  An  attack  begins  as 
an  ordinary  cold  in  the  head  or  cor\'za,  with  a 
stuffiness  in  the  nose  due  to  the  swollen  mucosa. 
A marked  congestion  is  thereby  created  which 
extends  into  one  or  more  of  the  sinuses  themselves. 
The  openings  of  the  sinuses  into  the  nose  become 
closed  and  headache  usually  results.  There  is  also 
tenderness,  as  a rule,  over  the  sinus  involved.  This 
is  usually  quite  marked  when  the  antrum  or 
frontal  sinus  or  the  anterior  ethmoids  are  involved, 
there  being  considerable  tenderness  either  from 
direct  pressure  of  the  finger  or  upon  pressure  of 
the  eyeball  backwards.  When  the  sphenoid  is 
involved,  tenderness  may  usually  be  elicited  by 
pressing  with  a cotton-tipped  probe  over  the  loca- 
tion of  the  opening  into  the  nose,  if  this  can  be 
reached. 
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The  location  of  the  headache  unfortunately  is 
not  constant,  nor  can  any  idea  of  the  severity  of 
the  condition  be  determined  from  its  intensity  but 
it  is  usually  made  worse  by  stooping  or  sudden 
movements,  and  also  by  intense  concentration,  as 
in  mental  work  or  by  loss  of  sleep.  The  use  of 
alcohol  and  tobacco  during  an  acute  sinus  affection 
usually  increases  the  intensity  of  the  swollen  nasal 
mucosa,  and  thereby  the  tenderness  and  headache. 
Many  patients  affected  with  maxillary  sinusitis 
will  complain  of  infraorbital  neuralgia. 

If  an  examination  of  the  nares  be  made  in  the 
earlier  stages,  nothing  but  a swollen  mucosa  and 
more  or  less  watery  secretion,  as  is  found  in  the 
ordinary  coryza,  will  be  observed.  At  a somewhat 
later  period,  however,  when  the  stage  of  conges- 
tion has  been  passed,  mucopus  and  pus  will  be 
found  to  be  present.  There  is  almost  alwa3's  a 
moderate  rise  in  temperature  in  the  acute  cases, 
but  with  no  unusual  characteristics. 

Occasionally  an  inspection  of  the  nares  in  ascer- 
taining the  location  of  the  pus  will  materially 
assist,  in  conjunction  with  the  other  symptoms, 
to  determine  the  particular  sinus  involved.  If  the 
affection  be  taken  care  of  and  proper  treatment 
instituted,  the  condition  usually  clears  up,  leaving 
no  further  after-effect  than  a tendency  to  repeti- 
tion of  the  attacks.  If,  on  the  other  hand,  the 
condition  be  not  taken  care  of  and  the  patient 
neglects  himself,  a certain  proportion  pass  over 
into  the  chronic  stage.  In  chronic  sinusitis  the 
nasal  mucous  membrane  is  not,  as  a rule,  so  turgid 
but  pus  is  almost  always  constantly  present  in 
some  portion  of  the  nose.  There  may  or  may  not 
be  tenderness  over  the  particular  sinus  involved, 
and  also  frequent  headaches,  the  latter  being  by 
no  means  constant  and  being  more  marked  in  those 
cases  in  which  the  nasal  mucous  membrane  of  the 
upper  portion  of  the  nose  is  markedly  swollen, 
making  direct  and  severe  pressure.  Dizziness  and 
vertigo  are  sometimes  found  as  manifestations  of 
a purulent  sinusitis,  being  more  marked  on  stoop- 
ing or  on  sudden  motions  of  the  head.  If  the 
condition  has  been  present  for  a long  time,  there 
may  be  a lack  of  ability  to  concentrate  the  mind 
in  work,  and  in  fact  a disinclination  to  perform 
mental  work  of  any  kind,  the  so-called  aprosexia. 
Neurasthenia,  with  its  variable  sj'mptoms  of  alter- 
nating periods  of  excitement  and  moroseness, 
marked  mental  depression,  and  even  melancholia, 
may  appear  in  some  of  the  bad  unrelieved  cases. 


There  are  also  numerous  ocular  manifestations 
of  accessory  sinus  disease.  Various  forms  of  asthe- 
nopia and  ocular  discomfort,  pain  behind  the  eye- 
balls on  deep  pressure,  some  contraction  of  the 
visual  fields,  and  especially  the  appearance  of  a 
central  scotoma  in  posterior  ethmoidal  or  sphe- 
noidal disease  have  been  frequently  observed.  The 
uveal  tract,  the  retina  and  optic  nerve  are  also 
occasionally  involved.  Of  course,  if  the  diseased 
process  breaks  through  the  plate  into  the  cerebral 
cavity,  we  may  have  any  of  the  various  forms  of 
meningitis — the  extradural,  intradural  and  cere- 
bral abscesses  and  thrombophlebitis  of  the  venous 
sinuses.  Orbital  abscesses  are  also  observed  among 
the  complications. 

In  the  throat,  as  a direct  consequence  of  the 
irritating  discharges,  we  find  various  types  of 
pharyngitis  and  latymgitis  and  many  a chronic 
cough  that  has  resisted  all  other  therapeutic 
measures  has  been  permanently  relieved  by  the 
cure  of  some  pre-existing  sinus  inflammation. 

If  we  suspect  a sinusitis  to  be  present,  we  ex- 
amine the  nose  carefully  for  free  pus.  If  the 
examination  shows  the  latter  to  be  present,  we 
note  the  location  in  which  it  is  seen.  If  the  pus 
found  be  wiped  away  w'ith  a cotton-tipped  probe 
and  does  not  reappear  quickl)',  it  may  be  due 
simply  to  the  inflammation  of  the  mucous  mem- 
brane. If,  on  the  other  hand,  after  wiping  the 
pus  away  several  times  it  quickly  reappears,  there 
must  be  a reservoir  somewhere, , which  probably 
means  one  of  the  sinuses.  If  the  pus  be  found  in 
the  middle  nasal  passage  between  the  bulla  and 
middle  turbinate,  it  may  mean  an  involvement  of 
the  antrum,  frontal  or  the  anterior  ethmoid.  A 
very  small  trocar  and  canula  may  be  introduced 
into  the  antrum  beneath  the  lower  turbinate- and 
the  sinus  irrigated  with  a warm  saline  solution. 
If  pus  be  present  in  the  sinus,  it  will  be  forced  out 
by  the  saline  solution  at  once.  If  no  pus  be  found, 
the  antrum  maj"  be  eliminated.  A small  curved 
sinus  irrigator  may  next  be  introduced  into  the 
frontal  sinus  in  a certain  proportion  of  the  cases 
and  this  sinus  also  irrigated  with  warm  normal 
salt  solution.  If  no  pus  be  found,  the  chances  are 
that  it  comes  from  the  anterior  ethmoidal  cells. 

If  our  examination  of  the  nose  shows  pus  in 
the  olfactory  fissure  or  in  the  choana  at  the  pos- 
terior end  of  the  middle  turbinate,  we  then  sus- 
pect that  the  pus  may  come  from  the  posterior 
ethmoidal  cells  or  from  the  sphenoid.  If  it  be 
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possible  in  our  examination  to  see  the  sphenoidal 
opening,  we  can  ascertain  whether  pus  is  coming 
therefrom,  but  this  can  only  be  done  in  a small 
proportion  of  our  cases.  The  presence  of  pus  in  a 
sinus,  of  course,  does  not  necessarily  mean  that 
the  sinus  mucous  membrane  is  the  source,  because 
in  some  cases  it  enters  the  sinuses  by  drainage. 

I'ransillumination  of  the  sinuses  is  one  of  the 
best  methods  of  assisting  in  the  diagnosis.  It  is 
not  always  infallible  but  corroborates  clinical  find- 
ings. It  has  been  shown  by  experiment  that  it  is 
not  so  much  the  pus  in  the  sinuses  that  produces 
the  area  of  darkness  in  the  transillumination  test, 
but  the  thickened  and  inflamed  mucous  membrane. 
As  a matter  of  fact,  in  many  cases,  even  after  all 
the  pus  has  been  cleared  up  and  the  sinuses  are 
free,  they  will  remain  dark  by  transillumination 
because  of  the  thickened  membrane.  On  the  other 
hand,  it  is  certainly  one  of  the  best  methods  at  our 
disposal  for  assisting  in  our  diagnosis  providing, 
in  my  opinion,  the  transilluminator  be  connected 
with  a rheostat  in  order  that  the  intensity  of  the 
illumination  may  be  increased  or  diminished  at 
will.  For  the  frontal,  the  antra,  and  to  some 
extent  the  anterior  ethmoids  the  transilluminator 
will  help  us  greatly.  For  the  sphenoids  and  pos- 
terior ethmoids  it  is  of  no  value.  For  these  latter 
two  sinuses,  viz.,  the  posterior  ethmoids  and  the 
sphenoids,  the  pharyngoscope  is  of  material  assist- 
ance in  making  our  diagnosis.  Passed  into  the 
posterior  portion  of  the  naris  one  can  sometimes 
see  pus  emanating  from  the  posterior  ethmoid  or 
the  sphenoid  after  the  naris  has  been  previously 
cleansed  of  all  pus  and  a definite  diagnosis  of  the 
particular  sinus  involved  thereby  made. 

Another  method  of  diagnosis  is,  after  the  nares 
have  been  entirely  cleared  from  pus,  to  employ 
an  apparatus  for  producing  suction  in  the  nose. 
This  apparatus  connected  to  a water  faucet  and 
the  nose  piece  placed  in  one  naris,  the  other  naris 
being  closed  by  the  finger,  will  produce  suction 
and  draw  from  the  inflamed  sinus  pus,  if  the  latter 
be  within.  The  amount  of  suction  is  regulated 
by  the  flow  of  water  and  must  not  be  very  great 
in  an  acute  condition.  Upon  examination  of  the 
nares  subsequently,  before  the  nose  is  cleansed,  pus 
may  be  seen  in  the  neighborhood  of  the  particular 
sinus  involved. 

Skiagraphy  is  another  and  most  excellent  method 
of  diagnosis.  A skiagraph  taken  anteroposteriorly 
and  laterally  will  reveal  a frontal,  antrum  or  eth- 


moid involvement  without  difficulty.  In  many  of 
the  cases  the  sphenoid  will  show  up  quite  dis- 
tinctly also,  but  a skiagraph  is  not  quite  so  positive 
in  its  findings  of  the  sphenoids  as  in  the  other 
sinuses.  Improved  technic,  however,  I am  confi- 
dent will  enable  us  to  diagnose  affections  of  these 
sinuses  as  well  as  those  situated  more  anteriorly. 

It  must  be  borne  in  mind  that  sinusitis  occurs 
in  children  as  w'ell  as  in  adults.  The  frequency 
of  the  infectious  diseases  in  childhood  and  the 
accompanying  inflammatory  changes  in  the  nasal 
mucosa  explains  why  the  sinuses  are  involved  at 
that  time,  and  this  is  especially  true  in  influenza, 
measles,  scarlet  fever,  pneumonia  and  diphtheria. 
The  ethmoids  are  those  most  frequently  involved 
in  childhood  but  it  must  also  be  remembered  that 
even  the  rudimentary  sinus  of  early  life  may  con- 
tain some  pus. 

The  treatment  of  the  inflammatory  affections  of 
the  nasal  accessory  sinuses  depends  upon  many 
conditions.  If  the  case  be  acute  and  mild  it  should 
be  treated  expectantly.  If  it  be  severe  and  pre- 
senting orbital  or  cerebral  complications  the  treat- 
ment must  be  prompt  and  energetic.  The  same 
also  holds  good  in  chronic  cases. 

In  the  acute  cases  with  the  mucous  membrane 
of  the  nose  greatly  engorged,  with  some  headache 
and  fever,  the  nose  must  be  put  in  the  best  possible 
condition  for  the  drainage  of  the  sinuses.  An 
application  of  a weak  solution  of  cocain  is  applied 
to  the  nasal  mucous  membrane  in  order  to  make 
the  latter  shrink  as  much  as  possible.  This  will 
in  itself  frequently  open  the  orifices  of  the  sinuses 
and  affect  free  drainage.  The  application  of  a 
solution  of  adrenalin  is  to  be  avoided,  notwith- 
standing it  is  highly  recommended  by  some  authori- 
ties. My  own  personal  experience,  not  only  with 
my  patients  but  with  myself,  is  that  the  secondary 
effect  of  adrenalin  is  to  produce  a more  swollen 
condition  than  was  primarily  present  because  of 
the  complete  paralysis  of  the  vasomotor  system 
locally.  After  the  nasal  mucous  membrane  has 
been  shrunk,  cleansing  with  a normal  saline  solu- 
tion or  with  a mild  alkaline  solution,  followed  by 
an  application  of  a twenty-five  per  cent,  solution 
of  argyrol  and  of  an  oily  spray,  is  all  that  is 
necessary  for  the  local  treatment  by  the  physician. 

The  patient  himself  should  be  instructed  to 
douche  his  nose  freely  with  hot  normal  saline  solu- 
tion every  hour  or  two.  If  the  turgescence  of  the 
nasal  mucous  membrane  is  marked  the  patient 
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may  assist  himself  in  keeping  the  nose  clear  by 
deep  inhalations  every  two  or  three  hours  of  com- 
pound tincture  of  benzoin  and  menthol,  four  ounces 
of  the  former  and  one  drachm  of  the  latter,  of 
which  two  tablespoonfuls  are  employed  in  one- 
half  pint  of  boiling  water,  a paper  cone  being 
placed  over  the  cup.  A small  pledget  of  cotton 
may  also  be  employed  in  each  naris,  upon  which 
a small  quantity  of  menthol  has  been  placed. 

The  general  treatment  should  consist  of  a thor- 
ough moving  of  the  bowels  by  calomel  or  other 
means,  followed  by  a saline.  Aspirin  either  alone 
or  in  combination  with  phenacetin,  provided  there 
be  headache  or  much  pain,  will  assist  materially 
in  combatting  the  inflammation.  Sweating  is  al- 
ways of  value  if  employed  in  the  earliest  stages. 
Alcoholic  drinks  of  all  kinds  must  be  avoided,  as 
they  increase  the  swelling  of  the  nasal  mucous 
membrane.  Ice  cold  cloths  placed  across  the  fore- 
head, eyes  and  temples,  or  extremely  hot  fomenta- 
tions employed  in  the  same  way,  if  cold  be  disa- 
greeable, are  also  of  value.  It  is  unwise  to  attempt 
direct  irrigation  of  the  sinuses  in  an  extremely 
acute  case. 

The  treatment  of  the  chronic  cases  depends  upon 
the  urgency  of  the  symptoms  and  upon  the  voca- 
tion of  the  patient.  There  are  some  vocations  in 
which  even  a mild  amount  of  discharge  from  the 
sinuses  producing  the  continual  blowing  of  the 
nose  is  detrimental  to  the  patient’s  business  and 
must  be  attended  to,  whereas  in  some  one  else 
following  a different  vocation  it  would  pass  almost 
unnoticed. 

The  chief  indications,  however,  in  chronic  sinu- 
sitis are  to  effect  free  drainage  and  to  restore  the 
nasal  mucous  membrane  as  nearly  as  possible  to 
its  normal  condition.  Septal  spurs  must  be  re- 
moved, deflections  of  the  nasal  septum  must  be 
corrected,  hypertrophied  turbinates  must  be  at- 
tended to ; otherwise  our  treatment  is  in  vain. 
Everything  must  be  done  to  place  the  sinuses  in 
proper  condition  for  drainage.  After  establishing 
as  free  drainage  as  possible  by  attention  to  the 
intranasal  condition,  we  can  in  the  frontal  and 
sometimes  in  the  sphenoid  irrigate  the  sinus  direct 
by  the  employment  of  a small  canula  and  warm 
normal  saline  solutions.  The  same  can  be  done 
in  the  antrum  by  m.eans  of  the  trocar  and  canula. 
These  irrigations  should  be  employed  for  several 
weeks,  and  direct  stimulating  applications  made 


into  the  sinuses  after  each  irrigation  before  resort 
is  had  to  radical  operative  measures. 

If  after  a period  of  several  weeks  the  sinuses 
are  still  filled  with  pus  and  there  seems  to  be  little 
diminution  in  its  quantity,  some  operative  proce- 
dure must  be  performed  to  open  the  particular 
sinus  involved  into  the  nasal  cavity,  thereby  effect- 
ing greater  drainage  and  permitting  stimulating 
applications  to  be  made  directly  to  the  mucous 
membrane  of  the  sinus  itself.  It  is  always  much 
wiser  to  employ  the  intranasal  operations  first  and 
to  use  the  external  operations  only  as  a last  resort. 
It  should  always  be  our  aim  to  destroy  as  little 
tissue  as  possible  in  order  to  obtain  a permanent 
result. 

It  is  understood,  of  course,  as  in  all  affections, 
that  the  general  health  must  be  taken  care  of. 
Fresh  air,  good  food,  many  hours  of  refreshing 
sleep,  together  with  general  tonics  will  always 
assist  the  powers  of  recuperation. 

Autogenous  vaccines  have  been  much  employed 
during  the  past  few  years  and  according  to  some 
authorities  with  good  results,  but  my  personal 
experience  with  them  has  not  been  satisfactory. 
In  fact,  I can  not  say  that  I have  seen  the  least 
benefit  in  any  case  in  which  they  were  employed 
that  can  be  attributed  positively  to  the  use  of  the 
vaccines. 
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SCINl'ILLATING  SCOTOMA.* 

By  George  W.  Swift,  M.  D.,  . 

SEATTLE,  WASH. 

In  preparing  a paper  on  scintillating  scotoma 
one  is  justified  in  offering  some  reason  for  taking 
up  the  time  of  the  society  in  the  discussion  of  an 
apparently  uninteresting  subject.  Therefore,  I 
wish  to  present  to  you  the  following  reasons  for 
this  paper. 

First,  I believe  scintillating  scotoma  is  far  more 
frequent  than  is  commonly  supposed.  In  other 
words,  we  often  overlook  this  symptom-complex, 
because  we  pay  little  attention  to  the  scotomas  and 
attribute  the  headaches  to  other  causes. 

Second,  I believe  that  the  average  ophthalmol- 
ogist does  not  attach  sufficient  importance  to  this 
condition,  chiefly  because  its  sequence  of  symptoms 
is  not  clearly  unraveled. 

*Read  at  the  third  annual  meeting  Pacific  Coast  Oto-Ophthal- 
mological  Society,  San  Francisco,  Cal.,  June,  1915. 
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Third,  I believe  the  haze  that  surrounds  the 
etiology  of  this  condition  has  in  a measure  pre- 
vented us  from  calling  it  to  the  attention  of  other 
associated  workers,  as  the  neurologists  and  in- 
ternists. 

Fourth,  I wish  to  present  for  your  consideration 
a possible  theory  as  to  the  etiology. 

For  these  reasons  I feel  justified  in  presenting 
this  paper,  including  a few  reports  to  illustrate 
the  points  I wish  to  emphasize.  Permit  me  at 
this  time  to  report  a few  typical  cases. 

Case  1.  Mr.  H.  J.  E.,  aged  21,  single,  student 
in  the  engineering  department  of  the  University 
of  Washington,  was  referred  to  me  May  11,  1913, 
suffering  from,  severe  headache.  He  was  a young 
man  of  perfect  physical  development;  weight  180, 
height  6 ft.,  dark  complexion,  no  bad  habits,  always 
in  good  health. 

His  family  history  was  negative  in  every  way, 
father,  mother,  sister  and  brother  all  living  and 
healthy.  He  had  had  the  usual  diseases  of  child- 
hood. He  was  Injured  by  a fall  on  a spike  several 
years  ago  which  pierced  the  scrotum  but  aside 
from  this  he  has  had  no  occasion  to  consult  a 
physician  until  the  present  trouble  began. 

About  seven  years  ago  he  had  his  first  attack. 
Since  then  he  has  had  many  recurrences,  often  two 
or  three  a w^eek.  His  last  attack  came  on  after 
having  spent  the  evening  walking  about  the  busi- 
ness section  of  the  city  and  then  walking  home,  a 
distance  of  five  or  six  miles.  He  played  the  man- 
dolin for  half  an  hour  or  more  and  then  retired. 
Suddenly  a blur  as  if  looking  through  frosted 
glass  seemed  to  cover  one-half  of  the  visual  field, 
a temporary  hemianopsia.  From  the  center  of  this 
opaque  area  a small  bright  spot  appeared  which 
gradually  enlarged  in  the  shape  of  an  irregular 
crescent  until  it  covered  the  entire  field,  when  it 
disappeared.  Following  this  he  noticed  that  his 
right  hand,  arm,  shoulder,  neck,  and  face  succes- 
sively became  tingling  and  numb.  In  some  attacks 
even  speech  is  affected.  Following  this  a severe, 
almost  unbearable,  headache  came  on  which  lasted 
for  three  days  and  gradually  subsided.  The  exam- 
ination of  his  eyes  revealed  nothing  that  could 
account  for  this  condition. 

Case  2.  Miss  K.,  aged  19,  referred  to  me  on 
June  2,  1914.  Family  history  negative,  father, 
mother  and  sister  all  living  and  well.  She  had 
had  the  usual  diseases  of  childhood. 

About  six  months  previous  to  her  visit  to  my 
office  she  had  taken  a position  in  a film  factory. 
Often  she  would  have  to  work  for  several  hours 
overtime.  Three  months  later  she  had  her  first 
attack.  Since  then,  when  she  is  greatly  over- 
worked or  when  she  attends  a dance  after  working 
hard  during  the  day,  she  is  liable  to  have  an  attack. 
In  her  case  the  attack  began  first  with  a flash  of 


light,  then  the  image  blurred,  and  a severe  numb- 
ness of  the  entire  left  side  followed.  The  duration 
was  anywhere  from  a few  minutes  to  an  hour, 
when  the  headache  followed,  which  was  relieved 
after  sleep. 

Examination  revealed  normal  eyes;  reflexes  nor- 
mal, general  physical  condition  very  good.  Aside 
from  a few  fears  from  this,  she  was  apparently 
normal  in  every  way. 

Case  3.  Mrs.  B.,  28  years  old,  called  me  by 
telephone  one  evening  in  great  alarm.  For  the 
past  few  days  she  had  had  a severe  headache. 
While  this  was  unusual  her  greatest  fear  was 
the  peculiar  condition  that  preceded  the  headache. 
She  could  see  only  one-half  of  an  object.  This 
was  not  considered  the  first  time  of  importance 
but,  w'hen  it  occurred  three  days  in  succession,  she 
became  alarmed.  I advised  her  to  take  a small 
dose  of  quinine  three  times  daily  and  to  come  to 
my  office  as  soon  as  she  could  do  so  for  an  exam- 
ination. She  had  been  w’orking  very  hard  about 
her  home,  had  had  visitors,  and  was  quite  tired. 

There  is  nothing  of  interest  in  her  case  except 
to  bring  out  the  fact  that  these  patients  became 
very  much  alarmed  and  developed  a marked  fear 
of  some  impending  calamity. 

DEFINITION. 

Scintillating  scotoma  may  be  described  as  a 
symptom-complex,  characterized  by  peculiar  dis- 
turbances of  sensation  in  the  arm  and  face,  a ter- 
rific headache,  and  finally  drowsiness  and  sleep. 

Synonyms.  Scintillating  scotoma  is  spoken  of 
as  amaurosis  partialis  fugax,  transient  hemianop- 
sia, flickering  scotoma,  migraine  oculare. 

Visual  Disturbances.  The  visual  disturbances 
fall  usually  into  three  types; 

( 1 ) Hemianopsia.  In  these  cases  the  sudden 
appearance  of  a typical  hemianopic  field  is  the 
characteristic  onset.  One-half  of  the  page  sud- 
denly appears  perfectly  white.  This  lasts  for  some 
moments  when  a bright  spot  within  this  opaque 
area  appears.  This  gradually  enlarges  until  it 
covers  the  entire  visual  field  and  then  disappears. 
The  bright  “fire-like”  area  may  assume  varied 
shapes,  a crescent,  ball  or  irregular  zig-zag  appear- 
ance. 

(2)  A gradually  increasing  evanescent  central 
scotoma,  suddenly  appearing  in  the  visual  field. 

(3)  The  lighter  types  are  characterized  by 
the  suddenness  of  appearance,  shortness  of  dura- 
tion, (all  being  temporary)  and  finally  by  their 
ever  changing  shapes. 

Numbness.  Following  the  disappearance  of 
this  scotoma  there  develops  in  some  cases,  though 
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not  in  all,  a tingling  sensation  in  the  hand.  This 
gradually  progresses  to  the  arm,  shoulder,  neck 
and  one  side  of  the  face.  I'his  usually  occurs  on 
the  opposite  side  to  the  scotoma,  though  not  easily 
demonstrated  from  the  patient’s  description.  In 
severe  cases  speech  often  becomes  affected.  This 
phenomenon  does  not  last  very  long,  usually  but  a 
few  moments. 

Headache.  Just  as  the  patient  recovers  from 
his  fright  and  believes  it  is  a simple  matter,  a 
severe  headache  follows.  This  is  described  as 
something  terrific.  The  head  seems  about  to  split, 
the  patient  becoming  almost  frantic  in  severe  cases. 
The  duration  is  indefinite.  In  the  young  student 
whose  case  I reported  persistent  headache  lasted 
over  three  days  as  a rule.  He  felt  sleepy  most  of 
the  time ; was  confined  to  his  bed.  In  the  last  case 
the  headache  raged  for  from  one  to  three  hours, 
then  a drowsiness  followed  and  the  patient  fell 
asleep.  The  duration  is  usually  from  one  to  three 
hours  and  usually  disappears  after  the  patient 
sleeps  but  this  is  not  always  the  case.  Just  what 
factor  sleep  plays  in  the  relief  of  the  headache  is 
still  uncertain.  The  headache  is  caused  probably 
by  over-congestion  of  the  brain. 

Changes  in  the  Eyes.  I have  not  noticed  any 
changes  in  the  eyes  except  dilatation  of  the  pupils. 
This  is  probably  due  to  fear.  The  refraction 
of  the  eyes  is  essential,  in  that  many  cases  are  re- 
lieved from  frequent  attacks  after  having  their 
errors  corrected.  This  is  due  to  the  fact  that 
fatigue  is  essentially  a cause  and  the  lenses  lessen 
the  strain  from  heavy  reading. 

Urinary  disturbances  have  been  noted  in  these 
cases.  The  characteristic  history  is  that  of  retarda- 
tion during  the  attack  and  then  the  passing  of 
abnormal  amounts  of  urine.  The  presence  of  indi- 
can and  urates  have  been  noted.  I have  not  had 
occasion  to  verify  these  symptoms  in  my  own  cases. 

PROGNOSIS. 

The  prognosis  in  these  cases  is  happily  a good 
one.  It  is  never  the  beginning  of  a serious  intra- 
cranial condition  as  practically  all  the  patients 
fear.  All  authors  agree  that  it  is  not  serious  in 
that  respect,  but  liken  it  to  the  same  phenomena 
as  fainting  spells,  considering  it  more  in  the  nature 
of  an  anemia. 

DIFFERENTIAL  DIAGNOSIS. 

One  must  differentiate  between  true  migraine, 
in  which  the  scotoma  is  absent  and  the  onset  is 
preceded  by  subjective  phenomena,  and  epileptic 


attacks  where  consciousness  is  lost,  lasting  a few 
seconds  to  minutes  w’ith  the  other  characteristic 
signs ; and  hysteria  and  neurasthenia. 

TREATMENT. 

Quinine  sulphate  in  small  doses  given  three  or 
four  times  a day  offers  the  best  hope  for  preven- 
tion of  the  attack.  I have  controlled  cases  for 
months  by  the  use  of  two  grains  given  three  times 
daily  over  the  period.  Strong  coffee,  a cigar,  are 
simple  remedies  in  certain  cases,  although  I know 
of  one  case  in  a man  who  is  a heavy  smoker.  Care- 
ful attention  to  the  habits  of  each  patient  should 
be  considered.  Lenses  should  be  prescribed  when 
necessary. 

These  patients  I have  reported  consulted  the 
physician  because  of  fear.  A sudden  attack  such 
as  I have  described  causes  great  alarm.  The  se- 
verity, the  sequence  and  the  variety  of  the  symp- 
toms all  tend  to  cause  a series  of  shocks  to  the 
patient.  Popular  belief  in  a sort  of  superstition 
that  flashes  of  light  mean  untold  calamities  at 
once  puts  the  average  patient  in  a state  of  excite- 
ment ; follow  this  with  the  chain  of  other  symp- 
toms and  you  have  a badly  frightened  patient. 

ETIOLOGY. 

I have  purposely  left  the  etiology  of  this  symp- 
tom-complex to  the  last,  because  it  is  this  feature 
of  the  paper  that  I wish  to  discuss.  Practically 
all  authors  attribute  the  cause  to  faulty  innervation 
of  the  circulatory  system.  The  exciting  cause  is 
attributed  to  severe  mental  or  physical  strain, 
causing  a spasm  of  the  arterioles  resulting  in  an 
anemia  of  the  brain,  especially  of  the  occipital 
lobe.  Fuchs  and  Roemer  liken  an  attack  to  a 
fainting  spell. 

There  must  be  something  besides  a faulty  inner- 
vation of  the  vessels,  as  suggested  by  Fuchs’,  to 
bring  about  this  chain  of  symptoms.  In  the  Amer- 
ican Textbook  of  Ophthalmology  the  author  men- 
tions the  rare  occurrence  after  forty-five  years  of 
age  as  suggestive  of  a circulatory  spasm,  as  an 
etiologic  factor  in  early  life.  Ball  attributes,  in 
his  text,  the  etiology  to  a form  of  epilepsy,  espe- 
cially in  cases  where  attacks  occur  with  great 
frequency. 

So  far  as  I have  been  able  to  investigate  I have 
not  found  any  theory  other  than  faulty  innerva- 
tion of  the  circulatory  apparatus  (Fuchs),  but 
practically  all  authors  speak  of  exhaustion  as  a 
possible  etiologic  factor.  Let  us  review  the  history 
of  a few  typical  cases. 
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In  case  one,  of  the  student,  we  find  that  physical 
exhaustion  was  the  forerunner  to  an  attack. 

Case  4.  Mrs.  R.  A.,  aged  47,  married  for  18 
years,  had  two  children,  had  never  suffered  from 
ej’e  trouble.  She  had  worn  glasses  since  seventeen 
years  of  age.  I refracted  her  in  1912  both  for  far 
and  near.  She  had  no  difficulty  with  her  vision 
until  February,  1915,  when  she  came  in  with  a 
typical  history  of  scintillating  scotoma.  She  had 
been  worrying  about  her  own  affairs  as  well  as 
her  friend  w’ho  is  an  invalid.  This  worry  was  of 
sufficient  magnitude  to  keep  her  aw’ake  for  several 
nights  of  each  week.  She  had  no  physical  work 
to  do  but  had  used  her  eyes  to  excess  in  reading 
and  sewing. 

This  case  represents  the  psychical  exhaustion. 
She  would  worry  herself  into  an  extremely  ner- 
vous state  of  mind.  The  most  common  type,  per- 
haps, is  the  mixed  mental  and  physical  exhaustion. 
Physicians  who  suffer  from  this  disease  always 
give  a history  of  long,  steady  work  with  e.xcess 
in  reading  or  studying  over  cases.  Brain  fag  and 
muscle  fag  then  can  be  looked  upon  as  the  most 
probable  contributing  cause  of  the  onset. 

I do  not  believe  this  condition  is  due  to  faulty 
innervation  of  the  circulatory  system.  Why  should 
a person  have  them  at  such  rare  intervals  as  is 
common  in  many  cases?  Why  should  in  each 
case  one  find  the  same  typical  sequence  of  symp- 
toms? If  due  to  a spasm,  why  should  it  not  affect 
other  vessels  and  cause  other  disorders?  While 
we  cannot  disprove  this  theory  I believe  another 
explanation  is  more  plausible. 

I now’  refer  to  the  work  of  Crile,  of  Cleveland, 
and  his  associate  w’orkers,  Hitchings,  Sloan  and 
Austin.  These  workers  have  advanced  a theory 
of  what  Crile  calls  the  kinetic  system.  Their 
work  comprises  many  years  of  both  laboratory 
experiments  and  constant  clinical  observations. 

Briefly  Crile’s  conclusions  are  that  the  kinetic 
system  includes  the  brain,  muscles,  and  the  glands- 
adrenal,  thyroid,  pancreas  and  liver;  that  the 
brain  is  the  organ  controlling  all  the  actions  of 
the  others;  it  is  the  central  battery;  the  adrenals 
govern  immediate  oxidation  processes ; the  thyroid, 
conditions  favoring  tissue  oxidation ; the  muscles, 
great  converters  of  latent  energy  into  motion  and 
heat.  From  experiments  in  the  laboratory  these 
men  have  demonstrated  that  the  excretion  of  epine- 
phrin  into  the  blood  in  greater  than  normal  quan- 
tities is  the  direct  result  of  certain  stimuli  acting 
through  the  brain  center.  Also,  that  the  same 
causes  that  bring  about  hyperepinephrin  secretion 


act  at  the  same  time  upon  the  brain  cells.  In  other 
W'ords,  the  two  result  from  one  stimulation.  Fur- 
ther, they  have  proven  that  exhaustion  whether 
physical  or  psychical  cause  this  over  action  of  the 
brain  cells  and  adrenals.  This  theory  of  the  kinetic 
system  has  opened  a vast  field  of  possibilities  but 
nowhere  can  its  clinical  workings  be  more  striking 
than  in  the  subject  under  consideration. 

I have  said  that  exhaustion  is  present  as  the 
chief  contributing  cause  of  an  attack.  Crile  and 
his  coworkers  have  proved  in  their  laboratory 
experiments  that  exhaustion  causes  brain  cell  over- 
activity and  hyperepinephrin  secretion. 

Bernard  has  shown  that  hyperepinephrin  causes 
vertigo  tinnitus,  visual  disturbances,  headache,  later 
aphasia,  transient  hemiplegia,  convulsive  seizures, 
cerebral  hemorrhages  or  sudden  death.  Vascular 
sclerosis  and  cardiac  hypertrophy  cause  the  changes. 

The  changes  in  the  brain  cells  were  found  by 
Crile  to  be  more  in  the  occipital  lobe  than  the 
base,  to  extend  forward  involving  other  areas. 
Here  we  find  the  clue  to  our  visual  disturbances 
followed  by  the  motor  disturbances  and  aphasia. 
Again,  the  epinephrin  causes  the  headache  by  the 
overstimulation  of  the  heart’s  action  but  its  oxidi- 
zation, within  from  a half  to  a full  hour,  also  the 
associated  lowering  of  the  pressure,  allows  a re- 
cedence  of  the  cerebral  congestion ; sleep  follows 
and  upon  awakening  a more  marked  urination  car- 
ries away  the  last  clinical  manifestation  of  the 
attack. 

My  theory  is  this,  that  anyone  is  liable  to  an 
attack  of  scintillating  scotoma  whenever  the  kinetic 
system  becomes  overworked  and  the  perfect  har- 
mony has  become  disturbed ; that  there  are  many 
cases  of  scintillating  scotoma  that  are  not  of  suffi- 
cient importance  to  the  patient  to  warrant  com- 
ment and  that  we  do  not  ferret  out  the  facts  when 
we  hear  of  a terrific  headache. 

The  importance  of  this  condition  does  not  lie  in 
establishing  a clue  as  to  treatment.  We  know  the 
treatment  is  quinine.  It  will  not  stop  the  scotoma 
but  it  will  prevent  the  headache.  The  great  im- 
portance in  this  theory,  if  accepted,  is  that  it  gives 
to  the  kinetic  system  theory  positive  clinical  evi- 
dence of  its  workings. 
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DISCUSSION. 

Dr.  R.  A.  Fenton,  Portland:  There  are  two  roles 

in  medicine.  The  first  is  that  of  the  investigator 
and  discoverer  which  requires  large  personal  means 
or  the  assistance  of  large  foundations  and  labora- 
tories. Second,  is  that  of  the  clear-seeing  prac- 
titioner who  can  bring  the  findings  of  research 
into  close  relation  to  clinical  facts.  Dr.  Swift’s 
paper  comes  under  this  heading.  He  takes  the 
age-long  problem  of  ophthalmic  migraine  and 
makes  a clear  and  complete  explanation  of  its 
manifold  symptoms.  He  covers  all  the  enormous 
work  of  Crile  in  the  isolation  of  loops  of  intestine 
and  their  testing  under  thousands  of  varying  stim- 
ulations. From  that  was  developed  the  technic 
for  the  isolation  of  the  action  of  each  of  the  sec- 
tions of  the  sympathetic  system.  I have  had  some 
of  this  disturbance  and  have  not  found  quinine 
necessary  to  abort  it.  My  attacks  of  migraine  of 
this  type  have  been  precipitated  by  overuse  of 
coffee  and  are  controlled  entirely  by  the  application 
of  cold  to  the  occipital  region,  but  I have  no  doubt 
that  quinine,  in  the  great  majority  of  cases,  is 
efficacious. 

Dr.  C.  T.  Cooke,  Seattle:  I would  like  the  doctor 

to  explain  more  in  detail  what  he  means  when  he 
says  that  exhaustion  and  fatigue  are  followed  by 
brain  over-activity.  My  conception  of  Crile’s  find- 
ings is  that  there  is  hyperchromatin  formation  in 
those  cases  in  which  there  is  fatigue,  not  over- 
functional activity.  I have  had  a few  attacks  ot 
scintillating  scotoma  and  my  brain  was  not  par- 
ticularly active,  decidedly  the  contrary. 

Dr.  E.  W.  Alexander,  San  Francisco:  I have 

been  much  impressed  during  the  last  few  years  by 
cases  having  what  might  be  termed  “deficient 
efficiency”  which  is  manifested  in  different  ways, 
one  being  the  abortive  type  of  migraine  and  scintil- 
lating scotomata.  In  the  majority  of  these  cases 
clinical  diagnoses  are  impossible  and  investigation 
along  the  line  of  general  metabolism  and  general 
correlation  of  the  internal  secretory  organs  must 
be  made.  In  the  severest  cases  we  come  face  to 
face  with  permanent  defects.  I reported  a case 
a few  years  ago  of  permanent  scotoma  of  this  type, 
following  typical  attacks  of  migraine  with  scintil- 
lating scotoma.  The  case  still  has  scotomata, 
the  transitory  attack  of  circulatory  disturbance  in 
the  brain  having  gone  on  to  a permanent  effect 
with  possibly  some  destruction  of  a degenerative 
nature  on  the  occipital  lobe. 

Dr.  D.  H.  Palmer,  Seattle:  As  a victim  of  this 

particular  type  of  disease  I wish  to  state  that  it 
is  associated  with  a great  amount  of  fear.  The 
first  time  it  happened  I was  greatly  frightened, 
thinking  it  was  due  to  some  kidney  lesion.  An  in- 


vestigation of  the  eye-grounds  assured  me  no 
trouble  was  there.  It  was  some  time  before  1 
learned  the  real  condition  of  affairs.  Dr.  Swift 
gave  me  the  information  that  quinine  would  re- 
lieve me  and  it  has  done  so.  Two  3 gr.  capsules 
of  quinine  straightens  me  out  rapidly  and  I usually 
follow  it  with  large  doses  of  epsom  salts.  I have 
been  unable  to  determine  any  causative  factor. 

Dr.  R.  W.  Perry,  Seattle:  I believe  this  condi- 

tion is  born  with  a person,  like  hay  fever  or 
epilepsy,  and  it  can  be  lessened  by  careful  dieting 
and  careful  living  in  every  way.  Every  possible 
source  of  local  irritation  should  be  removed  with 
special  attention  to  the  alimentary  canal,  rectum, 
eyes,  teeth  and  tonsils.  As  to  medication,  I have 
found  that  nux  vomica  is  frequently  useful,  com- 
bined with  sodium  sulphate,  sodium  phosphate  and 
sodium  salicylate. 

SOME  UNUSUAL  TYPES  OF  CATARACT 
OPERATIONS.* 

By  Ralph  A.  Fenton,  A.  B.,  M.  D., 

PORTLAND,  ORE. 

An  examination  of  much  of  the  recent  literature 
of  cataract  betrays  occasional  tendencies  to  formal- 
ism among  ophthalmologists.  New^  types  of  oper- 
ation are  elaborated  and  seem  to  be  used  whenever 
possible,  no  matter  how  far  the  indication  is 
stretched.  Such  a trend  has  been  not  uncommon 
in  each  of  the  specialties  of  medicine ; and  it  is 
with  this  in  mind  that  we  have  been  impelled  to 
select  for  discussion  and  criticism  certain  cases  of 
cataract  that  have  puzzled  us.  The  course  we  have 
followed  in  each  has  been  often  in  direct  violation 
of  the  formal  rules,  and  we  want  advice  as  to  the 
validity  of  our  procedures. 

First  let  us  take  a case  planned  as  one  type  of 
operation,  which  had  to  be  finished  as  something 
very  different. 

M.  B.,  a robust  married  woman  of  22,  had  been 
struck  in  the  right  eye  by  some  flying  missile  during 
a Kansas  cyclone  nine  years  before,  with  a resultant 
flocculent  milk-white  cataract.  Perception  and 
projection  were  good,  pupillary  reactions  normal 
and  there  was  a slight  divergence.  It  was  decided 
to  make  a linear  extraction.  But  when  the  knife- 
needle  was  entered  for  the  discission,  the  whole 
lens  rose  behind  the  rapidly-dilating  pupil,  and 
almost  no  cortex  followed  the  cut.  Straightway, 
therefore,  the  corneal  incision  was  lengthened  with 
the  keratome,  and  a simple  extraction  made  with 
a dull  hook  and  counterpressure,  without  iris  pro- 
lapse. The  pupil  was  brilliant  and  black,  and 
without  the  aid  of  subsequent  needling  this  patient 
now  has  20/40  with  -1-11.00  sph.  C-|-1.00  cyl. 

•Read  before  the  Third  Annual  Meeting,  Pacific  Coast 
Oto-Ophthalmological  Society,  San  Francisco,  Cal.,  June,  1915. 
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ax.  165°.  The  squint  has  disappeared  since  the 
return  of  her  fixation,  and  she  has  comfortable 
“binocular”  vision  when  she  wears  +0.75  sph. 
on  the  unaffected  eye. 

Next  let  me  cite  two  cases  in  which  the  ordinary 
type  of  operation  was  intentionally  reversed. 

The  first,  C.  B.,  man  of  68,  was  crushed  in  a 
street  car  accident  twenty-two  years  ago.  Dr.  A. 
C.  Panton,  who  attended  him,  assures  me  that  the 
frontal  bones  were  broken  entirely  away  from 
their  orbital  laminae  and  from  the  nose ; both 
frontal  lobes  were  lacerated  ; the  left  eye  was  torn 
open,  and  the  right  so  severely  contused  that  in  a 
few  months  it  was  practically  blind  from  postneu- 
ritic atrophy.  On  account  of  the  injury  to  the 
bones  of  both  orbits,  a divergent  strabismus  of 
high  degree  is  present.  The  right  eye  appears 
normal  externally. 

The  left  eye  presented  a massive  iridodialysis 
of  the  entire  lower  temporal  quadrant;  toward 
the  pupil,  behind  a narrow  gray  scar,  this  torn 
iris  had  been  thrust  into  the  lens  substance  and 
had  grown  fast  to  this  and  to  the  cornea.  The 
lens  was  matured,  and  its  zonular  border  could 
be  seen  plainly  outlined  against  the  black  sector 
back  of  the  iridodialysis.  Perception  and  projec- 
tion were  fair;  all  the  vision  he  had  came  through 
this  narrow  crescentic  area  near  the  limbus.  The 
only  chance  to  make  his  vision  useful  lay  in  the 
removal  of  the  lens. 

Accordingly,  we  went  in  at  a preliminary  oper- 
ation with  a very  small  Ziegler  knife-needle,  and 
cut  the  iris  loose  from  the  cornea,  taking  care  not 
to  disturb  the  lens.  Two  weeks  later,  when  the 
slight  hemorrhage  had  absorbed,  fixation  was  made 
over  the  superior  rectus,  and  the  von  Graefe  knife 
was  used  to  make  an  incision  down  and  outward 
into  a long  conjunctival  flap.  Careful  capsulotomy, 
entering  the  lens  through  the  distorted  slit  that 
represented  the  original  pupil,  and  cutting  through 
into  the  iridodialysis  opening,  released  an  almos«- 
complete  lens  under  pressure  from  above  and  in- 
ward. After  needling,  he  has  a large,  black  pupil 
which  now  comes  up  to  the  center  of  the  cornea, 
throwing  the  central  scar  into  strong  relief.  Vision 
with  -1-1 1.00  sph.  0+2.00  C}d.  ax.  15°  is  only 
20/50,  but  this  seems  not  so  bad  after  twenty- 
two  years  of  disuse. 

A second  reversed  operation  was  on  F.  K.,  male, 
54,  a laborer,  with  both  eyes  frequently  injured 
hy  flying  dirt  and  rock.  The  left  eye  shows  a 
large  central  leukoma,  due  to  traumatic  ulcer  ten 
years  ago.  The  subsequent  cataract  was  removed 
with  a beautiful  result  by  Dr.  Geary  eight  years 
ago.  The  man  had,  however,  little  use  of  the  eye, 
because  of  the  large  central  scar  which  forced  the 
iridectomy  under  the  upper  lid.  Three  years  ago 
he  acquired  a nasty  linear  scar  across  the  pupillary 
area  of  the  right  eye,  which  became  irritated  and 


extended  a year  later,  with  almost  total  loss  of 
vision. 

One  year  ago  we  first  saw  him,  helpless  and 
useless,  with  lateral  nystagmus,  synechia  totalis 
and  beginning  cataract ; an  eye  soon  to  be  sacri- 
ficed unless  something  was  done.  T.  herefore,  we 
made  optical  iridectomy  below  the  scar,  seizing 
the  iris  a little  away  from  the  adherent  sphincter. 
For  six  months  he  had  fair  vision ; then  the  cataract 
began  to  mature  more  rapidly,  and  we  used  this 
same  iridectomy  below  for  the  reversed  extraction. 
Vision  is  so  far  20/150  with  +11.00  sph.  03.00 
cyl.  ax.  180°.  We  hope  that,  as  in  other  cases 
of  iridectomy  for  central  scar,  education  of  the 
retina  will  lead  to  considerable  improvement. 

The  usual  contraindication  of  insanity  had  to 
be  disregarded  in  our  next  case.  Postoperative 
mania  in  the  aged  is  not  rare,  but  few  of  us  would 
ordinarily  advise  cataract  extraction  for  the  cure 
of  mental  decay. 

Such  an  odd  paradox  occurred  in  the  case  of 
C.  FI.,  widow,  who  had  for  some  years  previous 
to  her  total  blindness  been  subject  to  rather  fre- 
quent maniacal  attacks  of  great  violence,  in  which 
delusions  of  persecution  were  followed  by  homi- 
cidal attempts  on  her  family.  Dr.  Dammasch 
conceived  the  idea  that  she  would  be  far  easier  to 
m.anage  if  she  were  made  to  see,  and  she  was 
accordingly  placed  in  the  hospital  under  a weak 
bromide  mixture,  to  get  accustomed  to  her  sur- 
roundings before  the  operation.  All  went  well 
the  first  night;  the  second,  she  got  up,  stole  into 
the  hall,  and  was  feeling  her  way  to  a fire-escape 
when  caught.  She  then  tried  to  strangle  nurses 
and  internes,  and  w^as  only  controlled  by  opiates. 
Ftope  of  being  able  to  operate  was  now  given  up. 

Under  regular  sedative  medication,  however, 
she  was  again  calm  in  a few  days,  and  without 
warning  her  at  all  one  morning  she  was  put  under 
cccain  and  combined  extraction  was  done  on  the 
right  eye,  with  a slight  loss  of  semiliquid  vitreous. 
Her  behavior  then  and  ever  since  has  been  most 
exemplary;  so  much  so  that  sedatives  were  dis- 
continued three  days  after  the  operation.  This 
eye  was  left  open  on  the  third  dressing,  much  to 
her  delight. 

By  the  twelfth  day  after  the  first  operation  the 
eye  was  so  quiet  that  we  made  a combined  extrac- 
tion on  the  left  eye,  first  doing  an  extensive 
needling  on  the  right  one.  Again  we  were  fa- 
vored with  excellent  results,  with  no  complications, 
either  local  or  mental.  She  remained  in  the  hos- 
pital about  ten  days  longer. 

At  home  she  is  once  more  allowed  to  mingle 
freely  with  the  family.  On  account  of  her  child- 
ish forgetfulness  she  does  not  attempt  to  read  or 
sew,  and  it  is  hard  to  go  over  lier  refraction  for 
the  same  reason.  She  wears  +10.00  sph.  with 
much  apparent  comfort,  and  it  is  doubtful  wlietlier 
we  shall  bother  about  needling  the  left  eye. 
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'Die  net  results  of  this  speedy  double  operation 
to  this  patient  and  her  family  can  scarcely  be  over- 
estimated. 

Finally  let  me  cite  a rather  unusual  type  of 
last-resort  case,  to  which  operation  is  generally 
denied. 

C.  IF,  a four-year-old  boy,  was  brought  to  us 
in  August,  1914,  with  his  only  eye,  the  left,  nearly 
blind  from  sympathetic  ophthalmia.  The  right 
eye  had  been  punctured  in  the  ciliary  region  by 
scissors  in  January,  and  by  March  pronounced 
irritative  symptoms  had  developed  in  the  left  eye. 
The  right  eye  was  not  removed  until  May,  when 
the  left  eye  was  nearly  sightless. 

In  August,  then,  we  found  an  occluded  pupil; 
bombe  iris  grayish,  swollen  and  streaked  with  tur- 
gid bloodvessels;  tension  very  low;  and  vision 
reduced  to  the  merest  recognition  of  a very  strong 
lateral  beam  of  light.  Such  were  the  results  of 
some  one’s  well-intentioned  surgical  delay. 

A course  of  dionin  ointment  and  solution  helped 
the  tension  materially.  The  tendency  of  the  cil- 
iary circulation  to  congest  on  manipulation  was 
notably  less  when  he  was  taken  home  in  November. 

In  April  of  this  year  the  child  was  at  our  sug- 
gestion again  brought  in,  and  we  found  him  now 
able  to  distinguish  the  direction  of  the  window 
in  a room.  Otherwise  conditions  were  unaltered. 
Operation  to  open  up  the  pupil  was  suggested, 
with  the  proviso  that  complete  blindness  from  in- 
traocular hemorrhage  might  occur. 

Ether  was  used;  lo  forestall  secondary  bleeding 
no  adrenalin  was  permitted.  After  the  rubbery  iris 
tissue  had  been  cut  a^va3•  from  the  lens  by  the  cir- 
cular sweep  of  a knife-needle,  a very  small  kera- 
tome  incision  was  made  above,  and  through  it  the 
distorted,  wafcr-like  lens  remnant  was  hauled  out 
b\'  a sharp  hook.  A fine  dark  3jAmm.  pupil  was 
left,  A\  ith  no  appreciable  bleeding  or  loss  of  vitre- 
ous. Atropin  had  no  effect  on  the  degenerated 
iris.  After  two  days  the  collodion  patch  dressing 
was  discontinued.  Within  a week  the  red  refle.x 
could  be  made  out;  no  fundus  details  were  obtain- 
able and,  as  we  had  expected,  there  were  many 
floating  vitreous  opacities.  Vision  when  he  was 
taken  home,  eleven  days  after  the  operation,  had 
come  up  to  fingers  at  eighteen  inches,  and  tension 
had  improved  somewhat. 

The  mother  writes  us  (June,  1915)  that  he  con- 
tinues to  see  a little  better,  and  that  the  blue  color 
of  the  eve,  as  iudged  by  the  glass  eye  fitted  last 
year,  is  coming  back.  He  is  not  yet  permitted 
out  in  the  sun  or  at  an  unshaded  window,  without 
heavily  smoked  glasses,  and  time  alone  can  tell 
whether  his  vitreous  trmdiles  may  not  ultimately 
blot  out  the  little  sight  he  has  regained. 

From  these  clinical  histories  we  draw  the  fol- 
lowing conclusions,  upon  whose  validity  we  should 
like  advice: 


No  set  of  rules,  names,  or  formulae  should  take 
the  place  of  actual  physical  familiarity  with  the 
feeling  and  the  behavior  of  the  ocular  tissues  con- 
cerned. 

The  quickest  and  easiest  method  should,  other 
things  equal,  be  chosen  always. 

All  the  instruments  which  may  be  necessary  to 
a complete  extraction  should  be  on  hand  and  ready 
wdienever  the  globe  is  opened  for  lens  work. 

Given  fair  projection  of  light,  the  presence  of 
complications  (such  as  sjnechiae,  corneal  scars, 
or  even  transferred  uveitis)  should  not  contraindi- 
cate operation,  but  rather  spur  us  to  devise  methods 
for  overcoming  them. 

The  patient  should  be  hurried  out  of  bed  and 
upon  his  feet,  rather  than  be  kept  ill  in  body  and 
mind  by  recumbency. 

Above  all,  let  the  operation  be  mastered ; we 
must  not  let  it  master  us. 

Better  a little  surgical  common  sense  than  much 
reference  to  the  w'ork  of  others  in  the  literature. 

Consider  only  that,  if  it  is  made  possible  for 
one  such  blind  laborer  to  leave  the  almshouse  and 
take  up  some  work  again,  or  for  one  such  little 
child  to  be  less  a family  care,  jmu  will,  in  the  old 
Athenian  phrase,  “have  deserved  well  of  the 
state.’’ 

801  Stevens  Bldg. 

DISCUSSION. 

Dr.  Hans  Barkan,  San  Francisco:  I wish  to  con- 

gratulafte  Dr.  Fenton  on  the  splendid  results  in 
these  remarkably  difficult  cases.  There  are  one 
or  two  statements,  however,  with  which  I cannot 
quite  agree.  One  is  the  reference  to  the  improve- 
ment of  the  retina  with  education.  I scarcely  think 
this  likely,  especially  as  it  is  the  peripheral  por- 
tion of  the  retina.  These  people  do  see  better  as 
time  passes  but  I think  it  is  more  the  result  of 
their  getting  accustomed  to  the  irregular  astig- 
matism and  securing  help  by  screwing  their  lids 
together.  The  case  of  sympathetic  ophthalmia  in- 
terests me  very  much.  As  regards  the  vision  there 
is  the  possibility  of  losing  what  the  child  now  has 
as  time  goes  on  by  an  increase  of  the  vitreous 
opacities.  This  may  depend  somewhat  on  the  type 
of  pathologic  change  in  the  eye.  In  examining  a 
number  of  eyes  of  this  sort  microscopically  I find 
some  in  which  the  striking  and  well  known  changes 
in  the  uveal  coat  are  confined  more  or  less  to  the 
anterior  segment,  sometimes  almost  exclusively  to 
the  iris,  with  only  a few  scattered  nodules  in  the 
choroid.  If  in  this  case  the  choroid  is  not  very 
heavily  implicated  I imagine  the  vitreous  opacities 
will  scarcely  tend  to  increase. 
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THE  FUTURE  OPHTHALAIOLOGIST.* 
By  J.  L.  McCool,  M.  D., 

PORTLAND,  ORE. 

Ophthalmology  is  the  best  defined,  most  com- 
prehensive and  most  exact  specialty  of  the  science 
of  medicine.  It  requires  of  its  practitioners  pa- 
tience, poise,  an  unusual  amount  of  good,  sound 
judgment  and  common  sense,  manipulative  skill 
second  to  none,  not  even  excepting  the  otologist, 
and,  finally,  a broad  conception  not  onh  of  the 
principles  oi  surgery  and  medicine  but  of  the 
allied  sciences,  physics  and  chemistry. 

The  literature  of  opthalmology  is  larger  than 
that  of  any  other  single  branch  of  medicine.  Text- 
books like  those  of  de  Schweinitz,  Weeks,  Fuchs 
and  others  compare  favorably  in  style,  scope  and 
completeness  with  any  of  the  modern  text-books 
in  medicine  and  surgert’. 

As  reference  books  Wood’s  System  of  Opthal- 
mic  Operations,  Norris  and  Oliver’s  System  of 
Diseases  of  the  Eye  and  the  American  Encyclo- 
pedia of  Ophthalmology  have  few  equals  and  no 
superiors.  Of  special  magazines  devoted  to  oph- 
thalmology alone  there  are  nine  published  in  Ger- 
many, nine  in  Ital}',  seven  in  the  United  States, 
six  in  France,  three  each  in  Spain  and  Mexico 
and  one  each  in  England,  Japan,  Hungary,  Poland, 
Austria  and  Russia. 

An  intimate  ophthalmic  friend  of  the  writer’s 
was  advised  twenty  years  ago  not  to  engage  in 
the  practice  of  ophthalmologj'  for  the  reason  that 
it  was  a closed  science  and  offered  little  oppor- 
tunity for  scientific  study  and  research.  In  the 
light  of  what  we  now  know  of  the  rapid  growth 
and  tremendous  amount  of  scientific  work  that 
has  been  accomplished  in  ophthalmologt’  during 
the  last  twenty  years,  how  woefully  lacking  in 
imagination  and  foresight  was  the  m.an  who  prof- 
fered this  advice!  There  is  more  demand  today 
than  ever  before  for  trained  ophthalmologists,  men 
who  are  competent  to  care  for  the  eyes  of  the 
public;  but  those  who  are  to  supply  this  demand 
must  first  show  that  they  are  properly  qualified. 

There  are  approximately  5,000  opthalmolog- 
ists  in  the  country  today,  one  to  evert'  20,000  of 
population.  Edward  Jackson,  in  a paper  before 
the  section  on  opthalmology  of  the  American  Med- 
ical Association,  estimated  that  there  should  be 
one  opthalmologist  to  every  10,000  of  population 
and  states,  further,  that  to  maintain  this  proportion 

*Head  before  the  Third  Triennial  Meetinp:  of  the  State 
Medical  Association?  of  Idaho,  Washington  and  Oregon.  Lewis- 
ton, Ida.,  Oct.  12-15,  1915. 


it  will  be  necessary  to  train  at  least  400  new  men 
every  year. 

In  order  to  make  clear  what  I have  to  say 
further  concerning  the  opthalmologist  of  the 
future,  let  me  refer  you  to  the  three  categories 
into  which  the  practice  of  opthalmology  may  be 
more  or  less  arbitrarily  divided,  viz.,  the  surgery 
of  the  eje  and  its  appendages,  the  diseases  of  the 
eye  and  its  adnexae  and  anomalies  of  refraction, 
accommodation  and  the  extraocular  musculature. 
These  arbitrary  divisions  are  so  thoroughly  corre- 
lated that  it  is  absurd  to  attempt  to  practice  any 
one  without  a thorough  knowledge  of  the  other 
two. 

I have  heard  men  remark  that  this  man  was 
a good  refractionist,  or  that  one  a good  operator, 
or  the  other  skilled  in  diagnosing  and  treating 
inflammatory  diseases  of  the  eye,  but,  if  a man 
be  a good  refractionist,  he  should  see  to  it  also 
that  his  operative  skill  measures  up  to  the  same 
standard  as  his  work  on  refraction  or  that  his 
knowdedge  of  the  inflammatory  diseases  of  the  eye 
should  not  fall  short  of  the  other  two.  I do  not  care 
how  skilled  an  operator  or  how  well  versed  in  the 
pathologA’  of  the  e}'e  a man  .may  be,  if  he  be  a 
poor  refractionist  he  cannot  be  considered  a com- 
petent opthalmologist. 

The  Philadelphia  Polyclinic,  I believe,  may  be 
taken  as  representative  of  the  postgraduate  schools 
in  this  country.  The  courses  of  instruction  in 
ophthalmology  and  oto-laryngolog\'  in  this  insti- 
tution are  complete  and  admirably  arranged  so 
that  the  student  is  able  to  secure  a maximum  of 
clinical  experience  in  addition  to  the  necessary 
and  comprehensive  didactic  instruction.  The  com- 
bined courses  are  most  popular.  Those  who  reg- 
ister for  the  course  in  opthalmology  alone  are  in 
the  minority.  Even'  morning  is  given  over  to 
lectures  on  refraction  and  practical  instruction  in 
this  very  important  branch  of  opthalmolog}'. 

Wliile  the  men  turned  out  by  this  school  are 
good  refractionists,  I am  convinced  that  many  of 
them  do  not  go  into  the  subject  with  the  enthu- 
siasm that  its  importance  demands.  The  cause 
is  not  far  to  seek,  for  a thorough  conception  of 
its  principles  and  practice  is  dependent  upon  a 
knowledge  of  physics,  mathematics,  geometry  and 
physiologic  optics.  Their  minds  have  not  been 
working  along  mathematical  lines  since  entering 
upon  the  study  of  medicine  except  to  make  their 
check  stubs  agree  with  the  bank’s  monthly  state- 
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ment.  It  is  not  an  easy  thing  to  get  back  into 
mathematical  harness  again ; if  you  don’t  believe 
me,  try  to  work  out  some  problem  in  geometry. 

The  result  is  that,  after  a hard  day's  work 
listening  to  lectures  and  attending  clinics,  most 
students  are  ready  for  some  relaxation  in  the 
evening  and  are  in  no  mood  to  study  physiologic 
optics  and  applied  refraction,  much  less  the  more 
difficult  problems  in  muscular  anomalies.  Con- 
sequently this  branch  of  their  work  becomes  more 
or  less  drudgery.  In  other  words,  they  learn  to 
refract  after  a fashion  but  they  do  not  learn  to 
like  refraction.  Furthermore,  a cataract  extrac- 
tion, a trephining  for  glaucoma,  a submucous  re- 
section, the  removal  of  a turbinate  or  a mastoid 
operation  are  infinitely  more  spectacular  and  nat- 
urally attract  more  attention. 

Whether  a man  elects  to  practise  in  a com- 
munity large  enough  to  support  him  if  he  confines 
his  work  to  opthalmology  alone  or  whether  he 
chooses  to  work  out  his  destiny  in  a smaller  city 
or  town  where  he  feels  that  by  reason  of  its  size 
he  must  practise  the  combined  specialties,  my 
advice  to  him  is  the  same  and  that  is  to  make 
himself  a good  refractionist.  From  an  economic 
standpoint,  if  he  limits  his  practice  to  opthalmol- 
ogy, he  must  do  this  to  make  a living  and  if  he 
does  not  limit  his  practice  he  ought  to  be  able  to 
do  good  refraction  work  for  his  own  reputation 
for,  if  he  relieves  a headache  by  a properly  fitting 
pair  of  spectacles,  he  has  given  definite  tangible 
evidence  of  his  skill  to  a satisfied  and  grateful  pa- 
tient who  will  most  certainly  consult  him  for 
any  derangements  of  the  other  special  sense 
organs. 

Nevertheless,  I feel  that,  except  in  very  small 
towns,  there  is  ample  opportunity  for  men  to 
make  a comfortable  living  by  confining  their  prac- 
tice to  opthalmology.  One  finds  the  work  inter- 
esting and  absorbing  and  there  will  be  sufficient 
surgery  and  diseases  of  the  eye  interspersed  with 
refraction  to  vary  the  monotony  of  the  latter. 
Furthermore,  his  hours  for  practice  can  be  ar- 
ranged to  suit  his  convenience  and  he  can  find 
plenty  of  spare  moments  for  reading  and  study 
and,  what  is  more  to  the  point,  can  enjoy  the 
companionship  of  his  family  and  friends. 

The  demand  for  skilled  refractionists  far  ex- 
ceeds the  supply.  If  this  were  not  true,  the 
country  would  not  be  filled  with  refracting  opti- 
cians who  long  ago  realized  this  economic  truth 


and  have  attempted  to  supply  the  demand  them- 
selves. Consequently  they  have  appropriated  the 
title  doctor  and  assumed  to  be  what  they  are  not, 
justifying  their  course  on  the  assumption  that  the 
measurement  of  the  refraction  of  the  eye  is  a 
physical  and  not  a physiologic  procedure  and, 
therefore,  has  no  connection  with  the  practice  of 
medicine. 

Let  me  digress  a moment  to  remark  that  one 
could  say  with  quite  as  much  justification  that 
the  extraction  of  teeth  was  not  a part  of  dentistry 
and  that  any  one  having  become  familiar  with  the 
manufacture  of  dental  forceps  might  open  an 
office  and  advertise  himself  as  an  extracting  spe- 
cialist. No  one  can  deny  that  occasionally  he 
would  pull  a tooth  that  needed  pulling  but  how 
often  do  you  suppose  he  would  pull  one  unneces- 
sarily or  neglect  to  pull  one  that  required  it. 

To  permit  a comparatively  uneducated  mechanic 
to  determine  whether  an  individual  does  or  does 
not  need  glasses  or  treatment  for  his  eyes  is  not 
one  whit  more  absurd  than  to  entrust  the  extrac- 
tion of  teeth  to  some  one  who  is  not  a trained 
dentist.  Yet  this  is  done  in  every  city  of  any 
size  in  the  country  and  the  pity  of  it  is  that 
the  public  has  no  way  of  knowing  who  are  or 
who  are  not  competent  to  render  them  the  service 
that  they  need. 

In  Oregon  during  the  past  year  a determined 
effort  was  made  by  several  prominent  opticians 
to  have  a special  course  introduced  into  the  uni- 
versity under  the  department  of  physics,  the  pur- 
pose of  which  was  to  educate  young  men  to 
measure  the  eyes  of  the  public  and  fit  them  with 
glasses.  A petition  was  signed  by  a number  of 
physicians  who  were  assured  that  the  “course” 
in  no  way  affected  the  physicians  nor  the  practice 
of  medicine,  but  its  prime  object  was  to  make 
good  opticians  better  opticians.  What  it  did  not 
specify,  however,  was  that  such  a course  would 
enable  young  men  with  insufficient  preliminary 
education  to  engage  in  the  practice  of  the  healing 
art  without  the  formality  of  mastering  the  funda- 
mentals of  medical  science. 

To  grant  state  and  university  recognition  to  a 
class  of  medically  uneducated  men  who  would 
divorce  refraction  from  that  special  branch  of  the 
art  of  medicine  known  as  ophthalmology,  of  which 
refraction  is  an  integral  part,  is  as  unwise  as  it 
would  be  to  grant  similar  recognition,  if  such  an 
organization  existed,  to  those  pharmacists  who 
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prescribe  for  individuals  across  the  counter.  If 
the  counter  prescribers  had  the  organization  and 
the  financial  backing  of  the  optometrists,  it  is  well 
within  the  realms  of  possibility  that  this  would 
be  attempted ; and,  to  carry  the  analogy  still 
further,  they  would  have  as  much  right  to  ask 
for  special  instruction  in  order  to  separate  the 
good  counter  prescribers  from  the  poor  ones — 
the  sheep  from  the  goats — as  the  optometrists  now 
have.  Would  it  not  be  as  absurd  to  allow  a man 
to  specialize  in  the  chemistry  of  oils  before  he  had 
mastered  the  principles  of  the  entire  science  of 
chemistry?  The  question  is  fundamentally  one 
which  concerns  the  public  and  not  the  ophthal- 
mologists and  optometrists.  The  optometrists 
are  well  organized  and  well  backed  by  the  large 
optical  manufacturing  establishments  of  the  coun- 
try in  their  demand  for  recognition  and,  there- 
fore, have  had  little  trouble  in  having  legislative 
measures  passed,  not,  mind  you,  to  protect  the 
public,  but  to  give  impetus  to  their  movement. 

To  argue  that  the  correction  of  errors  of  refrac- 
tion by  means  of  lenses  is  not  part  of  the  healing 
art  is  absurd ; but  none  the  less  so  than  were  we 
to  apply  the  same  line  of  reasoning  to  the  use 
of  splints  of  all  kinds,  plaster  of  Paris  dressings, 
trusses  and  orthopedic  appliances.  How  long  do 
you  suppose  the  general  surgeon  would  permit 
the  mechanic  who  makes  his  trusses  and  braces, 
no  matter  how  skilled  he  may  be  in  their  manu- 
facture and  fitting,  to  dictate  when  and  under 
what  conditions  they  should  be  prescribed ! 

The  optician,  as  distinguished  from  the  refract- 
ing optician  or  optometrist,  is  a skilled  mechanic 
whose  function  it  is  to  fill  the  ophthalmologist’s 
prescription  for  lenses.  He  measures  the  patient’s 
face  for  the  framesi  or  mountings,  grinds  the 
lenses  to  comply  with  the  directions  of  the  pre- 
scription and  adjusts  the  finished  spectacles  or  eye 
glasses  to  the  patient’s  nose. 

For  many  years  ophthalmologists  prescribed 
lenses  only  for  the  purpose  of  improving  the 
vision  of  the  old  and  the  near-sighted  and  it  is 
within  a very  recent  time  that  they  discovered 
that  errors  of  refraction  were  responsible  for  many 
cases  of  squint  in  children,  inflammation  of  the 
lids  and  conjunctiva,  headache  and  a long  train  of 
reflex  symptoms,  and  that  these  were  amenable 
to  treatment  with  lenses.  What  more  natural, 
then,  than  that  certain  opticians,  familiar  as  they 
were  with  oculists’  prescriptions  and  with  the 


mechanics  of  lens  grinding  and  spectacle  fitting, 
should  see  in  this  vastly  greater  field  for  the  use 
of  lenses  as  a therapeutic  measure,  a chance  to 
reap  a golden  harvest;  and  this  is  exactly  what 
they  did.  Later  on  they  adopted  the  term  “opto- 
metrist” to  distinguish  themselves  from  the  oculist 
and  the  optician. 

Let  us  see  what  the  ophthalmic  situation,  rela- 
tive to  the  teaching  of  ophthalmology,  is  at  present. 
In  most  if  not  all  of  the  postgraduate  schools  in 
America  any  physician  whether  he  be  a recent 
graduate  or  has  engaged  in  practice  can  matricu- 
late without  an  examination.  The  minimum 
length  of  the  course  in  ophthalmology  in  most 
schools  is  twelve  weeks,  upon  the  satisfactory  com- 
pletion of  which  the  student  is  given  a certificate 
of  attendance. 

Unfortunately  no  examinations  are  held  at  the 
end  of  the  course  and,  while  the  relative  qualifi- 
cations of  the  students  are  reasonably  well  known 
to  their  instructors,  there  is  no  way  for  the  public 
at  large  to  determine  whether  every  one  com- 
pleting the  course  is  amply  prepared  and  com- 
petent to  practise  ophthalmology.  Furthermore, 
upon  passing  satisfactorily  the  regular  examina- 
tion before  the  state  medical  examining  board  of 
the  state  in  which  he  desires  to  practise,  the  phy- 
sician is  permitted  to  engage  in  the  practice  of 
ophthalmology.  No  physician  worthy  the  name 
would  think  of  practising  ophthalmology  as  a 
specialty  without  some  postgraduate  preparation 
but,  were  he  so  inclined,  there  is  no  law  to  pre- 
vent it. 

The  line  of  demarcation  between  ophthalmology 
and  general  medicine  is  well  defined.  By  reason 
of  the  fact  that  much  of  the  daily  routine  of  oph- 
thalmic practice  is  dependent  upon  the  use  of 
special  and  highly  technical  instruments  and  meth- 
ods, the  general  practitioner,  except  for  a few 
minor  diseases  and  injuries  of  the  eye,  is  perfectly 
willing  to  turn  over  his  ophthalmic  practice  to 
one  whom  he  considers  competent  to  handle  it. 
On  the  other  hand,  no  man  should  engage  in  the 
practice  of  ophthalmology  without  a reasonably 
comprehensive  knowledge  of  internal  medicine  and 
general  surgical  principles.  Most  ophthalmologists, 
however,  in  so  far  as  it  is  possible  to  do  so,  are 
perfectly  willing  to  have  the  patient,  who  perhaps 
needs  general  treatment,  remain  under  the  care 
of  the  family  physician. 

While  this  relationship  between  general  medi- 
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cine  and  ophthalmology  holds  true  more  especially 
in  inflammatory  diseases  of  the  eye,  it  is  just  as 
important  that  it  should  exist  when  dealing  with 
eye-strain  and  its  many  manifestations.  Obscure 
headaches,  insomnia,  nervousness,  vertigo,  faint- 
ing spells,  vague  gastric  reflexes,  palpitation  and 
a host  of  other  symptoms  are  brought  to  the  atten- 
tion of  the  family  physician  daily.  There  is  not 
a symptom  that  I have  mentioned  which  could  not 
be  caused  by  an  error  or  refraction  or  of  muscular 
imbalance  and  which  could  not  be  greatly  bene- 
fited or  perhaps  cured  by  attention  to  the  refrac- 
tion of  the  eyes. 

Refraction  is  a highly  specialized  branch  of 
the  art  of  medicine,  much  the  same  as  bacteriology, 
serum  diagnosis,  etc.  Are  you  as  practitioners 
of  medicine  willing  to  have  a mechanic  confirm 
or  dispute  your  diagnosis  that  certain  gastric  re- 
flexes are  due  to  evestrain  ? I know  there  are 
practitioners  of  medicine  in  every  community  who 
for  reasons  best  known  to  themselves  send  their 
patients  to  refracting  opticians  for  the  examina- 
tion of  their  e3’es.  This  is  unfair  to  both  patient 
and  physician,  for  the  former  is  subjected  to  an 
examination  of  one  of  the  most  vital  organs  in 
the  body  and  the  latter  receives  an  opinion  from 
one  w’ho  has  no  medical  training  and  is,  therefore, 
incompetent. 

At  the  same  time  it  would  be  unfair  to  point  the 
accusing  finger  at  the  general  practitioner  and 
expect  him  to  bear  the  whole  responsibility  for 
this  condition  of  affairs.  Many  times  patients 
referred  by  him  to  an  oculist  for  refraction  receive 
but  a superficial  examination  and  then  more  often 
without  a cjxloplegic  than  with  nne.  There  are 
two  reasons  that  stand  out  most  prominently  to 
account  for  this — lack  of  time  and  disinclination 
to  perfect  himself  in  this  branch  of  the  art  of 
medicine,  making  it  drudgery  rather  than  a 
pleasure.  I am  sure  that  in  conducting  even  a 
moderately  large  eye,  ear,  nose  and  throat  practice, 
the  portion  of  the  work  which  suffers  most  when 
time  presses  is  refraction. 

There  are  faults  on  both  sides  which  need  recti- 
fying. The  specialist,  whether  he  combines  his 
work  or  limits  it  strictly  to  the  eye,  must  prepare 
himself  to  do  good  refraction  work,  for  only  b\’ 
so  doing  can  he  hope  to  merit  the  confidence  of 
the  general  practitioners  and  the  public.  If  he 
does  not  do  this  he  will  see  this  work  gradually 
slipping  away  from  him  to  the  refracting  optician 


w’ho,  however  poorly  prepared,  at  least  tries  to 
create  the  impression  that  he  is  qualified  and  com- 
petent. On  the  other  hand,  if  the  young  men  just 
graduating  in  medicine  elect  to  avail  themselves 
of  the  opportunity  afforded  at  the  present  time 
by  several  of  the  universities  in  this  country  to 
take  the  prescribed  courses  leading  to  a degree  in 
ophthalmology  and  shall  thereafter  voluntarily 
present  themselves  for  examination  before  the  au- 
thorized examining  board  representing  the  com- 
bined ophthalmic  societies  of  this  country,  then 
those  men  have  the  right  to  expect  the  support  of 
the  profession  at  large. 

The  country  needs  trained  ophthalmologists  but 
they  must  be  men  sufficiently  interested  in  their 
future  work  to  spend  time,  labor  and  money  to 
equip  themselves  properly  and  must,  thereafter, 
be  willing  to  devote  the  necessary  time  in  keeping 
abreast  of  the  progress  that  is  being  made  in  their 
specialty  to  enable  them  to  be  considered  as  pro- 
gressive ophthalmologists. 

Briefly,  therefore,  the  ophthalmic  situation  is 
as  follow's:  The  science  of  ophthalmology  has  be- 
come so  com.prehensive  and  so  technical  that 
ophthalmologists  have  realized  for  a long  time 
that  there  must  be  more  adequate  preparation  for 
the  practice  of  this  branch  of  medicine.  Post- 
graduate courses  in  ophthalmology  have  been  estab- 
lished in  the  University  of  Oxford  and  the  Uni- 
versity of  Liverpool,  leading  up  to  the  degree  of 
Doctor  of  Ophthalmology.  In  this  country  the 
University  of  Colorado  also  has  a postgraduate 
course  confering  the  same  degree.  Last  j'ear  the 
University  of  Minnesota  established  postgraduate 
courses  in  the  several  specialties,  upon  w'hose  grad- 
uates was  conferred  the  degree  of  Master  of 
Science  in  Ophthalmology  and  Oto-Laryngoldgy, 
etc.  Finally,  it  is  proposed,  as  material  reward 
for  those  who  have  properly  prepared  themselves 
for  the  work,  membership  in  two  of  the  largest 
ophthalmic  societies  of  the  country,  and  holding 
office  and  appearing  on  the  program  of  the  third 
shall  be  contingent  upon  proper  and  adequate  prep- 
aration of  the  candidate. 


Thromboplastin.  J.  J.  Cronin,  New  York  (Jour- 
nal A.  M.  A.,  Feb.  19,  1916),  following  the  sugges- 
tion of  an  article  by  Dr.  A.  S.  Hess,  in  The  Journal, 
has  tried  to  use  a pad  soaked  with  hemostatic 
(thromboplastin)  as  a preventive  of  hemorrhage 
after  tonsillectomy  with  very  satisfactory  results. 
He  gives  a table  showing  the  results  of  2,036  ade- 
noid and  tonsil  operations  in  which  thromboplastin 
was  used. 
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THE  BLIND  IN  THE  STATE  OE 
WASHINGTON. 

By  Frederick  Bentley,  M.  D. 

SE,\TTLE,  W.ASH. 

In  looking  over  the  last  bulletin  of  the  Depart- 
ment of  Commerce,  in  regard  to  the  blind  popu- 
lation of  the  United  States,  it  is  interesting  to 
note  what  a low  ratio  of  blindness  exists  in  the 
United  States  and  especially  in  the  State  of  Wash- 
ington. The  following  instructions  were  given 
the  enumerators  who  took  the  census  for  1910; 
“In  this  enumeration  will  be  included,  not  only 
the  total  blind,  but  also  the  semi-blind  ; no  per- 
sons will  be  carried  on  this  schedule,  however, 
who  can  see  sufficiently  well  to  read.  The  total 
blind  are  unable  to  distinguish  forms  or  colors. 
The  partly  blind  can  distinguish  forms  and  colors, 
but  can  not  see  to  read,  or  at  least  not  without 
special  effort,  as  to  make  reading  practically  im- 
possible.” Following  these  instructions,  the  enu- 
merators were  able  to  report  57,272  blind  people 
in  the  United  States.  In  taking  the  census  in 
1900,  64,736  were  reported.  This  decrease  in  the 
number  of  blind  is  probably  due  to  the  method  of 
taking  the  census,  for,  in  former  times,  the  enu- 
merators were  allowed  a small  fee  for  each  blind 
person  listed. 

The  fact  that  in  recent  years  the  public  has 
been  much  better  informed  in  regard  to  prophy- 
laxis of  the  eye,  has  undoubtedly  made  a true  de- 
crease in  the  blind  ratio.  Comparing  the  ratio 
of  the  blind  in  the  United  States  with  that  of  other 
countries,  one  finds  it  is  only  in  Belgium,  Den- 
mark, Germany,  The  Netherlands,  Canada  and 
New  Zealand  that  in  1910  the  ratio  tvas  lower. 
Since  the  war  in  Europe  undoubtedly  the  United 
States  has  assumed  a still  lower  relative  ratio  and 
probably  the  only  countries  having  a lower  ratio 
toda)'^  are  Denmark  and  The  Netherlands.  Up 
to  the  first  of  this  t^ear  it  was  claimed  that  the 
war  had  already  caused  the  blindness  of  over  forty 
thousand  soldiers  in  France. 

While  the  ratio  in  the  United  States  is  very 
low,  it  is  gratifying  to  know  that  for  the  Pacific 
Coast  states  it  is  lower  than  in  any  of  the  other 
geographical  divisions.  In  comparing  the  blind 
ratio  by  states,  it  is  found  that  only  two  are  lower 
than  the  state  of  Washington,  i.  e.,  North  Dakota 
and  Wt'oming.  The  1910  census  gives  the  num- 
ber of  blind  in  the  state  of  Washington  as  439. 
This,  of  course,  is  below  the  actual  number.  Dr. 
DeSchweinitz,  in  a recent  article  in  the  Journal 


of  the  American  Medical  Association,  estimated 
that  there  were  over  100,000  blind  in  the  United 
States.  Making  the  comparative  estimate  for  the 
state  of  Washington,  it  would  be  safe  to  say  that 
there  were  about  1,000  blind  within  its  limits. 

There  are  certain  reasons  w'hich  account  for 
the  small  number  of  blind  in  Washington,  but 
undoubtedly  the  low  relative  age  of  the  population 
is  the  greatest  factor.  This  eliminates,  to  a great 
extent,  both  cataract  and  glaucoma,  which  are  the 
two  most  common  causes  of  blindness.  The  state 
is  also  fortunate  in  having  a very  low  percentage 
of  trachoma  and  that  found  chiefly  among  the 
small  Indian  population.  There  are  no  “trachoma 
districts”  within  the  state’s  limits.  According  to 
the  population,  there  is  a very  large  number  of 
physicians  in  Washington  who  devote  all  or  part 
of  their  time  to  the  care  of  the  eye.  Combining 
these  factors  with  the  high  degree  of  literacy,  the 
generally  good  h5'giene  that  prevails  and  the  favor- 
able  climatic  conditions,  it  is  easily  understood 
how  we  are  so  fortunate. 

To  the  present  time  very  little  has  been  done 
to  aid  the  blind,  and  what  has  been  done  was 
chiefly  for  the  blind  children.  The  state  school 
for  blind  children  at  Vancouver  is  doing  excellent 
work.  Since  it  separated  from  the  School  for  the 
Deaf  a few  years  ago,  the  number  of  children 
receiving  instruction  has  increased  from  thirteen 
to  sixty.  All  these  are  kept  in  their  studies  close 
to  the  work  done  in  the  graded  schools,  and  in 
addition  are  taught  domestic  and  trade  w'ork. 

The  only  work  that  has  been  done  for  the 
adult  blind  w'as  done  a year  ago  through  an  appro- 
priation of  $800  by  the  State  Board  of  Control. 
This  made  it  possible  to  conduct,  during  the  sum- 
mer months,  at  the  State  School  for  Blind  Chil- 
dren a course  of  instruction  in  the  trades,  which 
was  attended  by  seventeen  adult  blind  who  were 
trained  in  the  making  of  brooms  and  hammocks 
and  the  tuning  of  pianos.  Though  the  course 
lasted  for  less  than  three  months,  several  of  the 
attending  blind  developed  a considerable  degree 
of  proficiency. 

The  Seattle  public  library  has  started  a collec- 
tion of  books  printed  in  New  York  Point,  Moon 
and  American  Braille,  and  I believe  this  is  the 
best  library  for  the  blind  in  the  Northwest.  At 
the  request  of  the  blind  these  volumes  will  be  sent 
to  any  part  of  the  State.  There  is  need  at  present 
and  a great  need  for  the  future  to  establish  some 
permanent  institution  in  the  nature  of  a trade 
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school  for  the  adult  blind.  Seattle  is  undoubtedl}' 
the  most  desirable  location  for  a trade  shop  and, 
while  it  might  have  to  be  started  on  a small  scale, 
there  is  no  doubt  that  before  long  it  would  become 
an  absolute  necessity,  as  has  been  found  the  case 
in  most  other  cities. 

There  has  been  some  little  work  done  through 
the  National  Committee  for  the  Prevention  of 
Blindness  in  the  State  of  Washington,  but  the 
work  as  outlined  by  them  should  be  given  much 
more  publicity  and  a larger  number  of  profes- 
sional men  should  cooperate  with  them.  Through 
cooperation  with  this  committee,  the  work  should 
be  especially  along  the  lines  to  accomplish  better 
legislation  for  the  protection  of  workingmen’s 
eyes,  for  the  reporting  of  infectious  eye  conditions 
and  for  the  better  illumination  of  public  buildings. 
As  the  general  conditions  of  the  state  change,  the 
only  thing  that  will  keep  our  ratio  of  blindness 
low  will  be  enthusiastic  work  among  the  members 
of  the  profession. 


AN  UNUSUAL  CASE  OF  BRAIN  ABSCESS 
OF  OTITIC  ORIGIN.* 

By  Ed.  E.  Maxey,  M.  D.,  F.  A.  C.  S., 

BOISE,  IDA. 

The  findings  at  operation  were  so  unusual  that 
I feel  justified  in  reporting  the  following  case 
which  occurred  in  the  practice  of  Drs.  Miller  and 
Cole,  of  Caldwell,  Ida. : 

W.  F.,  male,  24  years  old,  American,  weight 
about  150  pounds,  unmarried,  employed  by  the 
U.  S.  Reclamation  Service  as  a general  laborer, 
was  taken  sick  on  April  16,  1915,  with  pain  in 
canal  of  right  ear.  The  pain  increased  in  severity 
and  on  the  following  day  (17)  he  consulted  Dr. 
Miller  who  found  a marked  swelling  on  floor  and 
posterior  wall  of  external  canal,  the  patient  com- 
plaining of  severe  pain  in  the  canal,  extending  to 
mastoid  region  and  head,  with  tenderness  about 
external  canal,  especially  on  movements  of  ex- 
ternal ear.  Deep  pressure  elicited  at  this  time 
seme  tenderness  in  mastoid.  Furunculosis  was 
diagnosed,  hot  applications  ordered  locally,  bowels 
opened,  and  patient  instructed  to  return  the  next 
day. 

On  the  following  day  (18)  was  brought  in  to 
hospital,  the  pain  had  increased  in  severity  in  both 
ear  and  head,  and  he  was  given  a general  an- 
esthetic and  the  swelling  in  external  canal  was 
freely  incised  by  Dr.  Miller,  followed  by  the 
escape  of  a moderate  amount  of  very  foul-smelling 

♦Read  before  the  Third  Triennial  Meeting  of  the  State  Med- 
ical Associations  of  Idaho,  Washington  and  Oregon,  Lewiston, 
Ida.,  Oct.  13-15,  1916. 


pus.  On  the  day  previous  (17)  the  temperature 
reached  102.4°,  pulse  94  to  110,  respirations  20 
to  24.  After  the  swelling  in  external  canal  had 
been  incised,  for  about  24  hours,  the  temperature 
remained  below  100°  and  pulse  ranged  from  80 
t(i  90.  But  there  was  no  effect  upon  the  pain  in 
the  ear  and  head,  both  continuing  without  abate- 
ment. In  spite  of  small  hypodermics  of  morphin 
the  patient  was  very  restless,  and  within  a few 
hours  became  delirious. 

I saw  patient  first  on  evening  of  April  21,  the 
fifth  day  of  his  illness  and  about  thirty  hours  after 
drainage  had  been  established  in  the  floor  of  the 
canal.  He  was  quite  delirious  and  constantly 
ccniplaining  of  the  pain  in  ear  and  throughout  the 
head.  The  temperature  was  102°  in  axilla,  pulse 
96,  respirations  24.  There  was  no  edema  back 
of  or  above  the  ear.  The  mastoid  region  was 
examined  repeatedly  for  tenderness  but  the  only 
point  of  tenderness  found  at  this  time  was  under 
the  ear  when  pressing  against  canal,  and  here  the 
tenderness  was  very  acute.  The  canal  was  full 
of  foul-smelling,  slightly  greenish  pus  which 
could  be  milked  out  quite  freely  from  incision  in 
floor  of  canal.  On  cleaning  out  canal  I was  able 
to  inspect  fairly  well  the  deeper  portions  of  canal 
and  the  drum.  The  membrana  tympani  was 
slightly  reddened,  especially  over  handle  of  mal- 
leus, but  there  was  no  bulging  of  drum  or  of  inner 
fourth  of  canal.  The  probe  demonstrated  denuded 
bone  on  floor  of  canal.  There  was  no  perforation 
in  drum.  Deafness  pronounced  in  both  ears  but 
worse  in  right.  No  dizziness  or  nystagmus  pres- 
ent. Facial  nerve  was  intact.  Reflexes  normal  as 
far  as  could  be  made  out.  Vision  was  not  affected, 
and  pupils  were  equal  and  reacted  normally. 
There  were  several  small  glands  palpable  in  neck 
jvist  below  the  ear,  which  were  tender,  and  there 
was  considerable  stiffness  of  neck.  Bowels  and 
urine  were  normal.  The  blood  count,  Wassermann 
and  tuberculin  tests,  blood  pressure  and  spinal 
puncture  were  not  made. 

The  family  history  was  negative.  Four  years 
ago  Dr.  Miller  treated  patient  for  a double  furun- 
culosis, both  ears  being  affected  at  the  same  time, 
which  required  free  incisions  and  care  for  ten  or 
fifteen  days.  A very  noticeable  amount  of  deaf- 
ness has  existed  in  both  ears  since  that  time.  I 
realize  now  that  this  history  should  have  been 
given  more  consideration  than  it  at  this  time 
received.  In  the  absence  of  mastoid  tenderness 
and  swelling,  and  with  apparent  free  drainage  (I 
evacuated  near  a teaspoonful  of  pus),  together 
with  the  well  known  fact  that  furunculosis  is  an 
unusually  painful  condition,  I advised  waiting  for 
a time,  fully  expecting  the  fever  and  delirium  to 
subside. 

On  the  afternoon  of  23d  Dr.  Cole  telephoned 
that  the  patient  was  still  delirious  and  appeared 
to  be  in  severe  pain,  also  that  there  had  been 
involuntary  bowel  movement,  in  spite  of  the  fact 
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that  the  temperature  had  remained  between  98° 
and  101°,  pulse  from  60  to  96,  respirations  18  to 
24,  and  continued  free  discharge  of  pus  from  the 
incised  canal. 

I saw  him  again  the  next  morning  (24),  and 
the  only  change  noted  on  examination  was  in- 
creased swelling  of  subauricular  glands  which 
were  quite  tender  but  did  not  fluctuate.  The  tem- 
perature at  this  time  101.6°,  pulse  96,  respiration 
22.  Patient  was  sleeping  from  effects  of  hypo- 
dermic of  morphin  and  hyoscin,  but  movement  of 
head  or  palpating  swollen  glands  of  neck  caused 
him  to  flinch  and  again  become  restless  and  noisy. 

Immediate  operation  was  decided  upon  and 
patient  taken  to  operating  room.  Ether  was  ad- 
ministered by  Dr.  Cole  and,  assisted  by  Dr. 
Miller,  I made  the  usual  mastoid  incision  from 
top  of  ear  to  tragus.  The  periostium  was  re- 
moved with  some  difficulty  and  while  pushing  it 
back  I noticed  that  the  bone  did  not  seem  firm. 
The  first  tap  of  the  chisel  demonstrated  a marked 
lack  of  bone  resistance;  in  fact,  there  was  only 
a thin  shell  of  bone,  1 to  2 mm.  thick,  covering  the 
mastoid  region,  which  was  perforated  at  once  by 
the  chisel.  On  biting  away  a sufficient  area  of 
the  shell-like  bone  to  allow  exploration  of  the 
cavity  underneath,  I found  that  I had  exposed  the 
posterior  fossa.  The  exposed  area  extended  from 
upper  level  of  bony  canal  to  tip  of  mastoid  and 
from  anterior  plane  of  )i’:istoid  it  extended  pos- 
teriorly from  1 to  2 cm.  The  inferior  half  of  this 
area  was  filled  with  pus  and  broken-down  brain 
substance  of  very  foul  odor.  The  pus  flowed 
freely  as  soon  as  liberated.  I was  unable  to  dem- 
onstrate the  lateral  sinus.  Through  the  anterior 
wall,  near  the  beginning  of  the  bony  canal,  there 
was  a small  opening  connecting  directly  with  pos- 
terior fossa,  which  explained  the  connection  be- 
tween the  furuncle  and  the  abscess  of  brain. 

As  the  patient’s  condition  was  not  good  I did 
not  attempt  to  explore  the  middle  ear,  but  hur- 
riedly removed  necrosed  bone,  scooped  out  about 
a tablespoonful  of  broken-down  brain  substance 
mixed  with  pus,  inserted  gauze  drain,  and  closed 
upper  half  of  incision. 

Patient  reacted  fairly  well  from  the  operation, 
but  he  continued  to  be  very  noisy  and  had  to  be 
constantly  watched  to  prevent  him  from  tearing 
off  the  dressing.  The  following  day  the  axillary 
temperature  ranged  from  98°  to  100°,  pulse  84 
to  94,  respirations  20  to  24.  There  was  con- 
tinued restlessness  and  delirium,  and  free  drainage 
from  wound.  About  1 1 o’clock  on  the  second 
morning,  or  forty-six  hours  after  operation,  the 
rectal  temperature  shot  up  to  102.4°,  pulse  140, 
respirations  32,  and  within  an  hour  the  patient 
went  out. 

I am  sorry  we  were  unable  to  obtain  a post- 
mortem on  this  case  for  the  operative  findings  were 
most  unusual  and  of  special  scientific  interest ; 


at  least  they  appeared  so  to  us.  The  mastoid 
portion  of  the  temporal  bone  in  this  case  con- 
sisted only  of  a thin  shell  of  bone  which  enclosed 
an  extension  of  the  posterior  fossa.  The  lateral 
sinus  was  not  demonstrated,  hence  it  must  have 
been  more  than  2 cm.  posterior  to  anterior  wall 
of  mastoid.  The  mastoid  portion  of  posterior 
fossa  was  separated  from  external  canal  by  not 
to  exceed  2 mm.  of  bone,  through  which  a bone 
necrosis  caused  direct  communication  between 
posterior  fossa  and  soft  parts  of  external  canal. 
The  median  wall  of  mastoid  cavity  seemed  to  be 
intact,  the  only  necrosed  bone  found  being  in  an- 
terior wall  as  mentioned  above. 

This  is  one  case  in  which  perforation  of  Mac- 
Ewen’s  suprameatal  triangle  was  dangerous  for, 
instead  of  leading  to  the  mastoid  antrum,  brain 
substance  was  exposed  as  this  was  the  point  of 
initial  attack  on  attempting  to  open  the  mastoid. 


MATERNAL  FEEDING.* 

By  Jay  I.  Durand,  M.  D., 

SEATTLE,  WASH. 

In  spite  of  the  great  advance  made  in  the  arti- 
ficial feeding  of  infants,  and  this  advance  has  been 
a real  and  substantial  one,  pediatricians  and  infant 
welfare  workers  were  never  so  unanimous  and 
insistent  as  today  on  the  proposition  that  the  key- 
stone of  all  work  to  decrease  the  infant  mortality 
must  be  an  increase  in  the  number  of  breast-fed 
babies. 

Holt  says,  “four-fifths  of  all  deaths  under  a 
year  are  in  the  artificially  fed.”  In  Berlin  statis- 
tics covering  a period  of  several  years  showed  that, 
out  of  1,000  babies  fed  by  the  mother,  an  average 
of  70  died;  of  1,000  fed  on  the  bottle,  270  to  430 
died. 

After  the  seven  months’  siege  of  Paris,  in  the 
Franco-Prussian  war,  in  spite  of  the  famine  which 
reduced  the  erstwhile  gay  Parisian  to  a diet  of 
cats,  rats  and  old  shoes,  and  the  pestilence  and 
disease  wffiich  ahvays  accompanies  such  conditions, 
the  astonishing  fact  was  discovered  that  the  infant 
mortality  had  been  one-half  that  of  previous  years 
of  plenty,  the  reason,  of  course,  being  that  with 
all  cow^s  killed  the  babies  had  to  be  fed  by  the 
women. 

Detrick,  investigating  628  deaths  in  infancy,  in 
Cologne,  found  that  those  nursed  9 months  fur- 

•Read  before  Kinp  County  Medical  Society,  Seattle,  Wash., 
Oct.  4,  1916. 
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nished  3 per  cent. ; those  nursed  3 to  9 months 
12  per  cent.;  those  nursed  less  than  3 months  35 
per  cent. ; those  entirely  bottle-fed  47  per  cent. 

Over  the  entire  world  every  set  of  statistics 
I have  been  able  to  find  agree,  when  a child  is 
taken  from  the  breast,  its  chance  of  living  through 
childhood  is  reduced  to  somewhere  between  10 
and  33  per  cent,  of  that  of  his  more  fortunate 
brothers  and  sisters  who  enjoy  the  blessings  of 
maternal  feedings. 

Nor  is  this  increased  mortality  of  these  unfor- 
tunates confined  to  gastrointestinal  troubles.  Moro 
has  shown  that  the  bactericidal  power  of  the  new- 
born infant’s  blood  is  equal  to  that  of  the  mother, 
that  there  is  a marked  increase  in  that  of  the 
breast-fed  and  a decrease  in  that  of  the  bottle-fed 
baby.  This  is  not  due  merely  to  the  better  nour- 
ishment, for  the  blood  of  the  weak  and  poorly 
nourished  breast-fed  babies  showed  greater  bac- 
tericidal power  than  that  of  the  well  nourished 
bottle-fed. 

The  fact  that  there  are  immunizing  bodies  car- 
ried by  the  milk  has  been  further  proven  by  inject- 
ing toxins  and  antitoxins  into  the  mother  and 
demonstrating  a subsequent  increase  of  these  in 
the  blood  of  the  infant.  We  all  know  that  a 
breast-fed  baby  has  a high  immunity  to  several 
of  the  infectious  diseases  of  childhood  which  a 
bottle-fed  child  does  not  enjoy. 

In  Berlin,  an  investigation  of  397  deaths  in  in- 
fancy showed  that  this  is  further  demonstrated  by 
our  mortality  statistics. 

Breast-fed.  Bottle-fed. 


Marasmus  2 24 

Convulsions  11  42 

Bronchitis  and  pneumonia.  . 5 40 

Diphtheria  and  whooping- 

cough  8 19 

Gastroenteritis  12  171 

Other  diseases  17  46 
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With  these  facts  in  mind,  let  us  proceed  to  a 
comparison  of  the  number  of  the  maternal-fed 
children  with  the  number  which  might  be,  with 
proper  education  of  the  mother  and  intelligent 
advice  and  direction  on  the  part  of  the  nurse  and 
physician. 

How  many  children  are  breast  fed?  In  the 
Better  Babies  Contest,  conducted  here  last  year, 
I found  among  296  children,  whom  I personally 
investigated,  209,  or  70  per  cent.,  had  been  breast- 
fed three  months  or  longer;  182,  or  61j/{' 
per  cent.,  six  months  or  longer,  leaving  less 


than  30  per  cent,  who  were  bottle-fed  babies. 
Of  the  entire  2,069  examined,  68  per  cent  were 
classified  as  having  been  breast-fed,  5 per  cent,  as 
mixed-fed  (breast  and  bottle),  26  per  cent,  as 
bottle-fed. 

These  are  very  good  percentages  but  undoubt- 
edly too  high  for  our  entire  community,  since  in 
this  contest  the  natural  tendency  to  present  only 
the  better  babies  brought  an  abnormally  high  per- 
centage of  breast-fed.  It  is  probable  that  through- 
out the  city  the  percentage  would  not  run  more 
than  60  to  65. 

Investigations  by  various  observers  in  this  coun- 
try and  in  Europe  show  that  breast  feeding  has 
been  definitely  on  the  increase  during  the  past 
ten  years,  but  that  today  only  60  to  70  per  cent, 
of  the  babies  the  world  over  are  so  nourished. 

How  large  might  this  percentage  be  made?  Her- 
man Schwartz,  on  the  East  Side  in  New  York, 
out  of  1,500  women  whom  he  saw  and  advised 
before  and  after  confinement,  succeeded  in  having 
96  per  cent,  nurse  their  babies  one  month,  88  per 
cent,  three  months,  77  per  cent,  six  months. 

In  maternity  homes  in  Heidelberg  and  other 
Germ.an  cities  they  have  raised  the  percentage  to 
90,  95,  and  in  one  case,  the  large  maternity  school 
at  Stuttgart,  to  99j/2  and  100  per  cent.,  in  two 
successive  years. 

Abraham  Jacobi,  from  the  wealth  of  his  fifty 
years’  experience,  declares  “there  is  rarely  a woman 
who  cannot  nurse  her  infant”,  and,  again,  “the 
attentive  doctor  and  the  diligent  midwife  know 
that  our  women,  poor  and  rich,  suffer  from  no 
organic  mammary  degeneration.” 

While  we  all  agree  that  natural  methods  are 
best,  these  figures  show  that  our  profession  is 
widely  different  from  our  practice,  expressed  in 
results  obtained.  Perhaps  I can  best  indicate  the 
means  of  reducing  this  discrepancy  and  discuss  the 
management  of  breast-fed  cases,  by  taking  up  the 
reasons  given  me  by  the  mothers,  when  I ask  why 
the  baby  is  on  the  bottle  instead  of  the  breast. 

INSUFFICIENT  MILK  SUPPLY. 

This  is  perhaps  the  commonest  reason  given. 
As  a matter  of  fact,  this  is  not  generally  due  to 
a real  lack  of  power  of  secretion  on  the  part  of 
the  breast,  but  generally  to  a lack  of  proper  stimu- 
lation to  call  out  and  develop  that  power.  What 
will  stimulate  a breast  to  increased  secretion  ? 
Drugs  are  of  no  permanent  benefit,  special  diets  of 
little  use.  The  answer  is,  regular  and  thorough 
or  complete  evacuation,  at  not  too  frequent  in- 
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tervals.  Those  of  you  who  have  had  the  pleasure 
of  an  intimate  acquaintance  with  the  cow  know 
that,  unless  she  is  regularly  milked  and  the  last 
milk  stript  from  the  udder,  the  supply  soon  fails. 
This  is  every  bit  as  true  of  the  woman.  When  the 
child  does  not  get  enough,  it  is  nearly  always  due 
to  lack  of  sucking  power  or  appetite  on  his  part 
and  not  any  inherent  deficiency  on  the  part  of  the 
gland.  In  some  cases,  especially  in  babies  of  a 
neurotic  type,  it  is  apparently  due  to  lack  of  appe- 
tite. Some  nipples  are  more  difficult  to  get  milk 
out  of  than  others;  the  child  tires  before  taking 
enough. 

We  must  also  remember  that  by  the  mother 
every  cry  is  interpreted  as  a sign  of  hunger.  In 
half  the  cases  in  which  she  believes  the  baby  does 
not  get  enough,  the  fact  is  that  the  baby  is  overfed 
and  its  overindulgence  rather  than  hunger  causes 
the  cry.  The  only  good  test  as  to  whether  or  not 
the  child  is  getting  enough  milk  is  careful  weigh- 
ing before  and  after  nursings. 

A good,  wholesome,  highly  nutritious  diet,  with 
a liquid  content  slightly  above  the  normal  for  the 
mother,  is  necessary.  The  mother’s  meals  should 
be  at  regular  times,  and  her  digestion  and  appetite 
should  not  be  upset  by  trying  to  force  feedings  too 
frequently. 

To  increase  the  breast  output  the  only  real 
effective  means  is,  as  I have  said  before,  more 
thorough  emptying.  Nowhere  does  supply  more 
promptly  rise  to  meet  the  demand  than  here.  In 
Finkelstein’s  clinic,  where  fifty  wet  nurses  are 
always  employed,  the  pay  is  graded  in  proportion 
to  the  quantity  of  milk  given.  These  women 
come,  giving  apparently  enough  milk  for  their 
one  child.  After  each  four-hour  nursing  of  their 
own  child,  all  the  milk  possible  is  pressed  or 
milked  out  of  the  breast.  Within  a few  days  the 
amount  will  mount  to  a liter  and  sometimes  as 
high  as  three  liters,  aside  from  what  their  child 
receives. 

The  ideal  but  unfortunately  seldom  practical 
way  to  increase  a woman’s  supply  is  to  get  a 
strong,  vigorous  baby  to  nurse  for  a few  minutes 
on  her  breast  after  her  own  has  finished.  Many 
mothers  can  accomplish  the  same  result  when 
taught  to  milk  out  all  that  is  left  after  their  baby 
is  through.  This  may  be  given  to  the  child.  When 
a wet  nurse  is  employed,  her  baby  should  be  put 
to  the  mother’s  breast  while  she  nurses  the  patient. 
Do  not  give  up  too  soon  in  the  attempt,  for  I have 
seen  an  adequate  supply  established  after  a month 


or  six  weeks  of  effort.  Twice  during  the  past 
year  I have  established  maternal  feeding  when  it 
had  been  discontinued  and  the  baby  fed  from  the 
bottle,  in  one  case  in  a week  and  in  the  other  in 
ten  days.  In  both  cases  the  breasts  seemed  almost 
dry,  when  the  effort  was  begun. 

When  weighing  shows  that  the  child  does  not 
take  enough  food  from  the  mother,  of  course  its 
needs  must  be  supplied.  Do  not  take  the  baby 
from  the  breast,  for  every  ounce  of  mother’s  milk 
is  for  biologic  as  well  as  chemical  reasons  elixir 
of  life  to  the  child.  My  own  practice  is  to  put 
the  child  on  a four-hour  nursing  interval  and  sup- 
ply what  it  wants  of  a food  mixture  immediately 
after  a twenty-minute  nursing  period.  Butter 
milk  mixtures  with  a low  fat,  high  protein  and 
salt  content,  are  ideal  supplemental  feedings  but 
any  rational  milk  mixture  will  do  i.i  most  cases. 
This  plan  is  much  better  than  letting  bottle  re- 
place breast  feedings,  because  this  violates  our 
principle  of  regular  evacuations  of  the  breast. 
Often  on  these  supplemental  feedings  the  child 
grows  stronger  and  more  energetic,  stimulates  the 
breast  to  a sufficient  production  and  later  supple- 
mental feeding  may  be  stopped. 

THE  MILK  DID  NOT  AGREE  WITH  THE  BABY. 

It  was  too  thin  or  too  rich,  or  the  milk  seemed 
to  poison  the  baby.  This  is  probably  never  a 
legitimate  reason.  That  many  babies  develop 
colic,  vomiting,  diarrhea  on  the  breast  is  certainly 
a fact.  That  practically  all  these  cases  can  be 
straightened  out  without  a change  of  food  is 
equally  certain. 

I have  heard  the  statement  made  that  Moses 
could  not  have  improved  on  the  ten  command- 
ments, if  he  had  written  eleven.  I am  not  sure  that 
an  eleventh,  enjoining  regular  definite  intervals 
for  feeding  babies  and  for  that  matter  older  chil- 
dren and  allowing  nothing  between  meals  would 
not  have  saved  the  world  untold  suffering.  This  is 
the  first  and  most  important  rule  of  infant  feed- 
ing, whether  the  interval  be  two,  three  or  four 
hours.  Most  of  the  dyspepsia  cases  on  the  breast 
are  due  to  overfeeding,  and  respond  beautifully 
within  a week  or  ten  days  to  a four-hour  interval. 
While  I am  on  the  subject  of  the  interval,  I wish 
to  say  that,  except  in  a very  few  cases,  it  never 
should  be  shorter  than  three  hours.  Four  out  of 
five  children  do  even  better  on  a four-hour  in- 
terval from  the  start.  The  mother  and  the  gen- 
eral practitioners  are  generally  very  skeptical 
about  this  at  first,  but  a trial  will  convince  them 
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and  I have  never  known  any  one,  who  has  given 
this  a fair  trial,  who  would  go  back  to  the  more 
frequent  feedings.  A child  which  has  been  accus- 
tomed to  a two-hour  feeding  will  sometimes  fret 
for  three  or  four  days,  but  after  this  its  greater 
comfort,  good  health  and  spirits  will  be  an 
abundant  reward. 

Nervous  influences,  anger,  worry  or  fright 
affect  the  milk  and  cause  disturbance  in  the  child. 
Such  disturbances,  however,  are  temporary  and 
not  dangerous  and,  except  where  there  is  actual 
mental  derangement,  are  not  a reason  for  inter- 
rupting the  nursing.  Examinations  of  the  breast 
milk  are  of  no  assistance  in  breast  feeding.  In  the 
first  place,  a one  ounce  sample  at  the  beginning 
or  end  of  nursing  gives  no  adequate  idea  of  the 
quality  of  the  entire  output;  and,  in  the  second, 
when  the  entire  twenty-four  hour  secretion  of  the 
gland  is  taken  and  examined,  the  variations  are  so 
slight  that  it  is  not  worth  while.  The  nervous 
causes  which  do  effect  the  milk  produce  no  changes 
which  can  be  determined  by  analysis. 

When  the  child  does  not  thrive  on  the  breast 
and  yet  takes  an  adequate  supply  of  food,  you  must 
search  for  the  cause  in  the  child  and  not  in  the 
food.  Syphilis,  tuberculosis,  coryza,  middle  ear 
trouble,  sore  mouth  and  a host  of  other  causes 
may  be  to  blame.  In  a few  cases  the  child  appar- 
ently lacks  some  stimulus  to  growth,  usually  in- 
herent in  the  tissues.  These  cases  do  no  better, 
in  fact,  not  as  well  on  the  bottle.  Sometimes  add- 
ing a little  dried  casein,  sometimes  a little  phos- 
phorous in  cod  liver  oil,  in  older  babies  orange 
juice,  beef  juice  or  vegetable  soups  will  bring  the 
desired  result. 

The  final  and  absolute  proof  that  the  milk  is 
not  at  fault  is  furnished  by  the  experiment  I have 
repeatedly  seen  and  which  has  been  carried  out 
literally  hundreds  of  times  in  the  Finkelstein 
clinic.  When  a child  is  disturbed  or  not  thriving 
on  one  woman’s  milk,  her  milk  is  given  to  another 
child  and  another’s  milk  given  to  hers.  The 
well  baby  will  always  continue  to  thrive  on  the 
suspected  milk  and  her  child  do  no  better  on  the 
new  supply. 

Children  swallow  much  air  with  the  milk. 
Roentgenologic  studies  after  feeding  have  shown 
that  the  stomach  contains  air,  sometimes  in  almost 
equal  amount  with  the  food.  This  causes  discom- 
fort and  often  vomiting.  Before,  after  and  even 
during  nursing  the  child  should  be  held  against 


the  shoulder  or  across  the  knees  and  its  back  patted 
until  it  gets  rid  of  the  air. 

INVERTED  OR  IMPERFECT  NIPPLES. 

Much  can  be  done  in  such  cases  by  pulling  them 
out  with  the  fingers  or  a suction  apparatus  before 
the  baby  is  born  and  immediately  after.  A shield 
and  pump  help  sometimes.  Do  not  give  up  too 
soon  in  these  cases,  and  remember  that  many 
children  may  be  adequately  fed  from  one  breast. 

CRACKED,  FISSURED  NIPPLES  AND  ABSCESSES. 

The  greatest  prophylactic  measure  against  these 
conditions  is  keeping  the  nipples  dry  and  clean 
before  the  child  is  born  and  not  putting  the  child 
to  the  breast  too  often  afterward.  After  the 
mother  is  rested  from  the  confinement,  the  infant 
should  be  allowed  to  pull  at  the  breast  every  four 
to  six  hours  until  the  flow  is  established,  and  every 
three  or,  better,  four  hours  afterward.  It  should 
be  left  there  not  longer  than  twenty  minutes. 
Longer  periods  tire  the  child  and  cause  trouble 
for  the  mother  to  absolutely  no  purpose,  for  a 
child  takes  practically  all  the  milk  It  will  in  this 
time,  and  in  most  cases  takes  four-fifths  of  all  it 
gets  in  the  first  five  or  ten  minutes.  Any  abra- 
sions or  cracks  must  be  promptly  treated. 

Abscess  of  the  breast  often  necessitates  removal 
of  the  child  from  the  Involved  breast.  When  there 
is  no  pus  in  the  milk  and  nursing  is  not  too  pain- 
ful, as  with  a small  abscess  near  the  periphery, 
I have  kept  children  at  the  breast  wjth  mutual 
benefit.  In  other  cases  the  milk  can  be  drawn  out 
with  a pump  and  the  function  preserved. 

MENSTRUATION  AND  PREGNANCY. 

Menstruation  causes  a temporary  diminution  in 
the  supply  immediately  before  the  flow  Is  estab- 
lished, and  often  minor  disturbances  In  the  child 
during  the  first  day  or  two.  The  child  does  not 
gain  perhaps  for  a week.  The  disturbance  is 
temporary  and  no  cause  for  weaning.  Pregnancy, 
except  in  an  especially  strong  woman  Is  good  rea- 
son for  weaning,  not  more  In  the  interest  of  the 
child  than  in  that  of  the  fetus. 

ILLNESS  OF  THE  MOTHER. 

Temporary  illness,  causing  fever,  Is  not  suffi- 
cient excuse.  Babies  have  even  been  nursed 
throughout  a run  of  t3qjhoid  but  this  seems  too 
extreme.  Tuberculosis  is  a positive  contraindi- 
cation, of  course.  Syphilis  is  equally  positively 
not  a contraindication.  Keep  the  child  on  the 
breast  and  treat  both.  In  all  cases  the  choice  in 
a case  of  illness  must  be  made  with  the  child’s 
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interest  as  well  as  the  mother’s  in  mind,  and  the 
younger  the  child  the  more  important  that  it 
should  receive  at  least  part  of  its  sustenance  from 
the  mother.  Nursing  is  not  a detriment  to  even 
a delicate  mother.  In  most  cases  the  more  normal 
and  rapid  subinvolution  which  it  stimulates  is 
abundant  justification  for  a two  or  three  months’ 
nursing  period. 

MOTHER  HAD  TO  WORK. 

This  is  a social  rather  than  a medical  nut,  and 
not  to  be  cracked  by  the  doctor.  France  and  Ger- 
many in  such  cases  pay  a specified  amount  to  the 
mother.  I believe  that  it  is  good  economy  to 
thus  ensure  the  health  of  the  child.  In  Seattle  we 
have  one  small  institution,  the  Theodora  Home, 
maintained  by  the  Volunteers  of  America,  pri- 
marily designed  to  help  such  mothers  and  enable 
them  to  keep  the  babies  with  them. 

Nursing  should  be  made  as  pleasant  as  possible 
and  as  little  of  a burden.  The  four-hour  interval, 
freeing  the  mother  for  her  other  work  and  occa- 
sionally allowing  her  to  leave  the  house,  is  a great 
boon.  Give  the  mother  a full,  good  diet  of  things 
she  likes  to  eat.  Allowing  a dish  of  fruit  and  the 
knowledge  that  a pickle  will  not  sour  the  milk 
will  often  change  her  whole  point  of  view  on  the 
subject.  The  substitution  of  an  occasional  bottle, 
when  the  mother  wishes  to  be  away  from  the 
child  for  an  evening,  will  not  endanger  a three 
months  babe,  and  is  no  more  than  fair  to  the 
mother.  The  advantages  of  proper  feeding  do 
not  terminate  with  childhood.  Careful  examina- 
tion of  many  thousand  entering  military  service 
in  Germany  showed  that  those  who  had  been  fed 
by  the  mother  were  better  specimens  physically, 
than  those  who  had  been  fed  by  the  cow.  Dr. 
McCulloch  has  an  unpublished  piece  of  research 
which  brings  tbe  same  truth  much  nearer  home. 

We  are  justly  proud  of  our  infant  death-rate 
in  Seattle.  Last  year  only  157  babies  died  between 
the  end  of  the  first  month  and  the  second  year. 
This  year  the  first  nine  months  is  running  still 
lower,  yet  I am  absolutely  certain  that  this  could 
be  cut  to  one-third  or  one-fourth  of  this  number, 
if  the  mothers  were  given  proper  instruction  as  to 
the  importance  of  nursing  their  babies  and  proper 
help  over  the  difficulties  encountered  during  the 
nursing  period.  Every  week,  every  day,  nay, 
every  hour  that  nursing  can  be  prolonged  makes 
subsequent  artificial  feeding  easier  and  gives  added 
chance  for  life  and  health  to  the  future  citizen. 


REMARKS  ON  INFANT  FEEDING.* 
By  John  B.  Manning,  M.  D., 

SEATTLE,  WASH. 

There  is  a pretty  general  feeling  that  for  one 
reason  or  another  eminent  pediatricians  show  far 
too  radical  variations  in  their  teaching  of  infant 
feeding.  The  reasons  for  this  are  too  numerous 
to  be  considered  in  this  paper.  Two  evident 
conclusions,  however,  appear  to  be  that  there  are 
many  successful  means  of  feeding  an  infant,  and 
that  such  radical  differences  indicate  a confusion 
and  ignorance  about  many  matters.  Attempts  to 
adapt  chemical  facts,  proven  within  a test  tube 
or  on  a metabolism  bed  to  practical  feeding,  fre- 
quently results  in  failure.  As  good  material  for 
plausible  arguments,  upon  which  to  build  up  a 
system  of  theories,  they  do  very  well.  It  would 
appear,  even  in  this  enlightened  day,  that  our 
knowledge  of  the  connection  of  the  disturbances 
of  digestion  with  various  elements  in  the  food  is 
extremely  rudimentary.  We  must  work  toward 
simplicity  and  not  accept  each  new  addition  to 
infant  feeding  as  a final  solution. 

There  has  been  in  some  quarters  in  America 
apparently  little  or  no  feeling  of  indebtedness  to 
those  American  teachers  who  have  gone  before. 
The  ear  is  receptive  only  for  the  teachers  of  for- 
eign clinics.  I do  not  wish  to  be  understood  as 
attempting  to  belittle  European  clinics.  I readily 
acknowledge  our  debt  to  them,  particularly  to 
Germany,  where  a number  of  the  newer  chemical 
conceptions  of  infant  feeding  have  originated. 
More  recently,  however,  it  is  gratifying  to  see  a 
greater  appreciation  for  those  who  have  written 
before  in  America. 

A.  Jacobi,  who  combines  with  the  ripeness  of 
many  years  of  experience  the  keenness  of  mind  of 
a young  man,  in  a memoriam  paper  before  the 
American  Pediatric  Society,  on  Thomas  Morgan 
Rotch,  points  us  the  way  to  realize  our  indebted- 
ness to  this  group  of  men,  of  which  Holt,  Rotch 
and  he,  himself,  were  conspicuous  members,  when 
he  said,  “Those  who  disagree  with  him  in  regard 
to  theories  and  teaching  on  infant  feeding  should 
not  forget  what  they  inherited  from  him  before 
he  died ; the  inheritance  of  impressive  teaching 
of  the  necessity  of  studying  the  infant  and  child.” 
Again,  Jacobi  speaks  thus:  “I  wish  my  American 
colleagues  would  more  appreciate  the  fact  that 
the  young  men  you  send  to  certain  European 

*Read  before  Third  Triennial  Meeting  of  Medical  Associations 
Idaho,  Oregon  and  Washington,  Lewiston,  Ida.,  Oct.  13-16,  1916. 
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centres  to  learn  medical  sciences  and  morals,  find 
their  good  more  often  after  their  return,  when 
the}'  meet  the  good  and  great,  representing  this 
(American  Pediatric  Society)  and  other  scientific 
bodies.” 

Breast  Feeding.  Let  us  now’  briefly  consider 
some  of  the  practical  points  in  infant  feeding.  In 
my  own  practice  I find  mothers  ready  and  willing 
to  co-operate  in  keeping  the  baby  on  the  breast. 
The  importance  which  has  been  attached  to  it 
by  all  teachers  on  infant  feeding  has  yielded  good 
results.  Much  can  be  done  to  regulate  the 
mother’s  life  and  diet  to  increase  and  alter  the 
quantity  and  quality  of  the  milk.  On  the  other 
hand,  there  appears  to  be  no  reason  to  believe 
that  a bab}’  cannot  be  fed  partly  on  the  breast 
and  partly  on  the  bottle.  The  baby  should  be 
given  what  breast  milk  there  is,  and  the  defi- 
ciency made  up  with  the  bottle. 

Menstruation  is  not  ordinarily  a contraindica- 
tion to  breast  feeding.  IMany  nursing  babies  are 
not  affected  at  all,  others  may  have  colic,  indi- 
gestion or  vomiting  or  may  stop  gaining  tempo- 
rarily. In  a few  cases  the  milk  actually  deterior- 
ates, when  it  becomes  evident  the  baby  cannot 
be  kept  alone  upon  the  breast. 

Feeding  Neivborn  Babies.  The  newborn  baby, 
if  on  the  bottle  at  this  age,  is  apt  to  be  fed  too 
strong  a mixture.  Foods  should  be  given  below 
the  caloric  requirement  at  this  time  and  gradually 
increased  until  the  caloric  requirement  is  met. 

Feeding  Intervals.  There  is  a great  difference 
of  opinion  concerning  the  length  of  feeding  in- 
tervals of  breast  and  bottle  fed  babies.  Good 
results  have  been  obtained  on  the  four  hour 
interval,  equally  good  on  shorter.  The  three 
hour  interval  seems  practical  for  well  and  most 
sick  babies. 

Let  us  now  consider  some  of  the  ingredients 
of  cow’s  milk  in  their  relation  to  digestive  dis- 
turbances, including  particularly  fat,  sugar  and 
proteids.  Care  must  be  exercised  to  bear  in  mind 
that,  whereas  the  indigestion  may  have  been  pro- 
duced b}'  an  excess  of  fat,  sugar  or  proteids,  it 
results  in  an  intolerance  for  the  usual  amounts 
of  all  other  ingredients  of  the  food.  Therefore, 
not  only  one  thing,  the  fat  for  instance,  but  the 
sugar  and  proteids  would  be  better  digested  if 
temporarily  weakened. 

Fat.  An  excess  of  fat  causes  disturbances  of 
digestion  oftener  than  any  other  food  element  and 
when  of  long  duration  is  most  difficult  to  handle. 


Those  I see  are  mostly  in  babies  who  were  put 
on  cream  and  top  milk  dilutions  while  under 
three  months  of  age.  If  cream  and  top  milk 
mixtures  are  to  be  used  at  this  age,  the  directions 
must  be  most  definite.  It  would  probably  be  much 
safer  at  this  time  if  most  of  us  used  whole  milk 
dilutions.  This  condition  is  characterized  by 

vomiting,  with  odor  of  butyric  acid,  and  with 
stools  containing  sometimes  soft,  small,  oily  curds, 
or  stools  light  colored,  dry  and  hard,  the  calcium 
and  magnesium  form  of  soap  stools. 

The  long  continued  intolerance,  as  indicated  by 
these  soap  stools,  constitutes  a serious  metabolic 
disturbance.  Stool  examinations  frequently  give 
important  information  which  determines  the 
whole  course  of  treatment.  The  technic  of  stool 
examinations  is  contained  in  an  excellent  article 
by  Talbot  in  Archives  of  Pediatrics,  Vol.  30, 
1913. 

Sugar.  It  is  difficult  to  prove  clinically  that 
one  form  of  sugar  is  better  than  another.  While 
lactose  is  less  easily  assimilated  than  maltose, 
nevertheless  it  undergoes  normal  lactic  acid  fer- 
mentation more  readily  than  any  of  the  other 
sugars.  For  this  reason  it  is  better  in  maintain- 
ing the  intestinal  flora  in  normal  cases.  The  im- 
mediate utilization  of  malt  sugar  is  the  chief 
point  in  the  favor  of  its  emplot’ment,  particularly 
in  premature,  feeble  or  emaciated  babies.  Re- 
cently Porter  and  Dunn  have  made  it  appear 
extremly  doubtful  that  the  so-called  “sugar  fever” 
is  due  to  sugar  at  all.  They  have  found  no  evi- 
dence of  sugar  fever  in  using  lactose  or  maltose 
far  beyond  the  customary  percentage. 

Proteids.  The  teaching  formerly  held  in 
America  in  regard  to  the  proteids  was  that  they 
were  the  most  indigestible  portion  of  the  cow’s 
milk.  We  now  believe  that  this  was  wrong 
teaching.  However,  there  appears  to  be  at  the 
present  time  too  little  importance  attached  to  it. 
The  formation  of  large,  tough  casein  curds  in  the 
stomach  make  cow’s  milk  less  digestible  than 
human  milk.  There  are  many  ways  of  prevent- 
ing the  formation  of  curds;  boiling,  cereal  dilu- 
tions, alkalies,  whey  mixtures,  albumen  milk, 
citrate  of  soda  and  buttermilk.  It  would  look  as 
if  there  were  danger  of  discouraging  the  develop- 
ment of  the  digestive  powers  in  making  the  diges- 
tion of  casein  too  easy. 

Starches.  Jacobi,  as  far  back  as  1876,  first 
suggested  cereal  decoctions  in  this  country  in  the 
modification  of  cow’’s  milk  for  young  babies.  Hess 
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has  established  the  presence  of  the  starch  ferment 
in  the  duodenum  of  young  babies.  Barley  water 
is  the  form  of  starch  usually  used,  not  so  much  for 
its  food  value  as  for  its  softening  action  on  the 
curds. 

Salts.  Our  knowledge  of  salt  fever  is  so  vague 
that  little  attention  at  present  is  paid  to  it. 

Alkalies.  The  use  of  lime  water  and  other 
alkalies  is  in  a somewhat  confused  state.  Most 
clinicians  agree  that  lime  water  delays  or  inhibits 
the  formation  of  large  curds.  There  does  not 
appear  to  be  any  uniform  idea  of  how  it  is  accom- 
plished. There  is  probably  little  need  of  our 
employing  it  unless  there  is  gastric  indigestion. 
I have  always  had  an  idea  my  babies  were  more 
constipated  on  lime  water. 

Condensed  Milk.  Everyone  who  has  had  any 
extended  experience  in  infant  feeding  has  seen  to 
his  own  embarassment  many  times  a difficult 
feeding  case  removed  from  his  care  and  placed 
on  condensed  milk  by  the  mother  with  apparent 
astonishingly  good  results.  The  low  fat  and  pro- 
teid  contents  make  the  mi.xture  easily  digestible 
and,  owing  to  the  large  amount  of  sugar,  the  in- 
fant actually  gains.  Convincing  evidence,  how- 
ever, of  the  bad  effects  of  condensed  milk  feedings, 
where  the  feedings  have  been  continued  over  six 
months  at  a time,  is  contained  in  the  extensive 
and  painstaking  study  of  Dr.  Seagrave,  of  Seattle, 
of  the  teeth  of  1152  children.  This  observation 
clearly  demonstrates  the  close  association  between 
dental  decay  and  condensed  milk  feedings. 

Investigations  made  by  the  Child  Welfare  Di- 
vision of  the  Seattle  Health  Department. 


Sweetened 


No.  examined  2 

to  7 years . , 

Breast 
Milk 
. . 859 

Cow’s 

Milk 

232 

Condensed 

Milk 

61 

No.  with  dental  caries...., 

. . 366 

102 

44 

Percentage  of 

decay  

. 42.6 

43.9 

72.1 

No  child  is  included  in  this  series  who  has  not 
been  six  months  continuously  on  its  respective 
food. 


Factors  Favorable  to  Good  Management.  The 
single  most  vital  point  in  the  good  management 
of  the  average  private  case  is  co-operation.  We 
all  meet  in  infant  feeding,  far  too  frequently,  a 
lack  of  confidence  or  co-operation  to  start  with, 
quickly  changing  to  dissatisfaction  with  the  first 
slight  deviation  from  the  parents’  impatient  de- 
sire. Parents  acquire  such  conflicting  and  unre- 
liable information,  sometimes  from  physicians,  but 
usually  from  well  intended  neighbors.  Something 


we  all  can  do  to  make  the  management  of  a feed- 
ing case  easier  is  to  impress  upon  the  parents  the 
fact  that  a fat  baby  is  not  necessarily  the  healthiest 
baby\  It  will  take  much  time  to  convince  the 
community  as  a whole  of  this  truth,  since  it  has 
been  so  firmly  rooted  an  idea  that  it  has  been  the 
end  to  be  obtained  above  all  others  with  many 
mothers. 

Climate  in  Relation  to  Morbidity  and  Mortal- 
ity in  Infants.  That  a definite  relation  exists 
between  heat  and  infant  disorders,  those  of  us 
living  in  the  coast  cities  of  the  Pacific  Northwest 
and  acquainted  with  the  summer  climate  of  East- 
ern and  many  European  cities  feel  must  exist. 
Zohorsky  is  the  only  person,  so  far  as  I am  aware, 
who,  in  ascertaining  the  different  climatic  condi- 
tions in  the  United  States  and  their  relation  to 
infant  mortality,  has  pointed  out  to  the  pediatric 
world  that  the  striking  difference  is  not  one  be- 
tween northern  and  southern  cities,  but  between 
eastern  and  western  coast  cities. 

I recall,  when  a student  in  the  Harvard  Medi- 
cal School,  hearing  the  late  Dr.  Charles  Har- 
rington, in  lecturing  on  mortality,  make  fun  of 
the  “ridiculously  low  figures”  of  a certain  far 
western  city.  This  may  have  been  one  of  our 
coast  cities  which  was  referred  to ; I don’t  know 
as  no  names  were  mentioned. 

We  have,  however,  more  recently,  the  Assist- 
ant Registrar  of  Records  of  the  New  York  De- 
partment of  Health,  Dr.  S.  W.  Wynne,  in  the 
Monthly  Bulletin  of  August,  1914,  refusing  to 
accept  the  figures  of  Seattle’s  infant  mortality  for 
the  j'ear  1913.  I know  nothing  about  statistics 
and  this  gentleman  does,  but  from  my  practical 
position,  as  a pediatrician  in  Seattle,  I know  condi- 
tions are  different  from  those  I have  seen  in  any 
eastern  city.  It  was  customary  while  I was  an 
intern  in  the  Boston  Children’s  Hospital  to  have 
numerous  cases  of  infectious  diarrhea  during  the 
summer  months,  both  in  the  house  and  in  the 
out-patient  department.  I have  not  seen  a case  of 
infectious  diarrhea  in  Seattle  in  two  years. 

If  it  were  not  for  the  fact  that  people  more  and 
more  place  normal  feeding  cases  under  our  care, 
there  would  be  little  to  do  so  far  as  infant  feed- 
ing is  concerned.  In  1914  the  deaths  from  diarrhea 
and  enteritis  under  two  years  in  Seattle  were  5.7 
per  cent.,  per  1000  births.  This  is  almost  one- 
half  the  death  rate  for  1913.  Certainly  efficient 
means  and  much  money  is  being  spent  in  the  large 
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cities  of  the  East  to  make  conditions  favorable 
for  low  morbidity  and  mortality  in  infancy. 

While  this  section  is  comparatively  newly  set- 
tled and  has  profited  by  mistakes  in  sanitation 
and  housing  of  older  cities,  nevertheless  the  chief 
factor  in  accomplishing  such  results  is  apparently 
linked  close  to  nature.  The  cool  summer  climate 
prevailing  in  these  regions  makes  the  painstaking 
and  thorough  efforts  of  our  health  officials  count 
for  so  much  more  west  of  the  Cascade  Range  than 
in  the  far  East.  It  naturally  follows  that  infant 
feeding  is  a much  simpler  problem  in  such  a 
community  as  ours,  and  I believe  most  thoroughly 
that  it  is. 

604  Cobb  Bldg. 

RECURRING  COLDS  IN  CHILDREN.* 
By  Peter  D.  McCornack,  M.  D., 

SPOKANE,  WASH. 

By  this  term  we  wish  to  be  understood  as  desig- 
nating those  cases  of  bronchitis,  in  which  there  is 
a severe  cough  and  usually  a bronchial  spasm, 
without  fever  and  prostration.  These  symptoms, 
with  sometimes  a true  asthma,  recur  at  intervals 
from  three  to  eight  weeks  and  often  completely 
incapacitate  the  child. 

The  children  are  usually  brought  to  you  with 
the  story  of  having  one  cold  after  another,  in  fact, 
not  ever  being  without  one  for  any  length  of  time. 
Bronchitis  and  severe  cough  are  the  predominating 
symptoms.  The  attacks  are  most  severe  at  night 
and  the  children  show  loss  of  weight,  loss  of  appe- 
tite and  retardation  of  growth  from  loss  of  sleep 
and  more  or  less  continual  confinement  to  the 
house.  The  parents  think  they  are  not  able  to 
attend  school. 

They  are  usually  free  from  attacks  during  the 
hot  months  but  commence  again  in  the  fall.  We 
have  a few  cases  that  continued  during  the  sum- 
mer. In  these  cases  there  is  no  fever,  no  primary 
loss  of  appetite  and  no  prostration  as  a differen- 
tiation from  an  infection  or  a true  influenza.  The 
children  simply  cough  and  have  colds  all  the  time. 

One  typical  history  will  suffice  as  a true  illus- 
tration. 

Francis  K.,  age  6,  from  Almira,  Wash.,  re- 
ferred by  Dr.  F.  Epplen.  The  father  has  had 
eczema  all  his  life.  The  mother  and  grandmother 
have  asthma. 

The  baby  nursed  for  six  weeks,  was  then  taken 

*Rcad  before  Third  Triennial  Meeting  of  Medical  Associations 
of  Idaho,  Oregon  and  Washington,  Lewiston,  Ida.,  Oct.  13-16, 
1915. 


from  the  breast  and  put  on  the  proprietary  foods, 
and  he  proved  to  be  a very  difficult  feeding  case. 
Since  the  beginning  of  the  third  year  the  child  has 
had  an  attack  of  bronchial  spasm  with  cough 
about  every  six  weeks.  The  season  of  the  year 
has  made  no  difference  in  the  attacks.  They  often 
come  at  night  and  the  parents  are  forced  to  work 
some  hours  to  keep  him  breathing.  He  is  not  a 
robust  child.  The  general  musculature  is  weak 
and  the  skin  turgor  is  poor.  The  heart  and  lung 
findings  are  negative.  The  parents  describe  typi- 
cal attacks  of  bronchial  asthma,  where  there  is 
dyspnea,  cyanosis,  and  difficult  breathing. 

The  urine  is  negative  and  the  blood  examina- 
tion reveals  nothing  abnormal.  The  tonsils  have 
never  been  the  seat  of  a disturbance  and  are  now 
normal  in  appearance.  There  are  no  adenoids. 
He  has  some  signs  of_  former  rachitis.  He  is  tired 
most  of  the  time  and  is  very  irritable.  He  de- 
mands constant  amusement.  His  appetite  is  fair 
when  he  is  able  to  be  active.  He  eats  from  the 
adult  table  and  is  given  food  and  candy  between 
meals  when  he  wants  it. 

He  is  almost  never  without  a cold  and  the 
attacks  are  precipitated  by  the  slightest  indiscre- 
tion of  diet  or  exposure.  He  was  treated  accord- 
ing to  the  plan  advised  later  in  this  paper,  and 
made  a prompt  and  permanent  recovery. 

Etiology.  It  is  clearly  seen  that  these  children 
catch  cold  from  exposures  and  variations  in  the 
weather  that  are  not  severe  enough  to  affect  other 
children.  They  are  almost  always  artificially  fed 
babies  and  have  been  difficult  feeding  cases.  They 
come  from  parents  who  give  a history  of  metabolic 
disturbances,  such  as  eczema,  asthmas,  gout  and 
rheumatism. 

They  often  have  recurrent  vomiting  and  bilious 
attacks.  In  fact,  they  are  members  of  that  great 
family  who  have  a peculiar  chemical  entity  in  the 
disturbed  metabolism,  known  as  exudative  dia- 
thesis. Their  disturbed  metabolism  manifests 
itself  also  by  coated  tongue,  capricious  appetite, 
and  stationary  weight  without  any  gastroenteric 
symptoms.  They  usually  show’  an  early  intoler- 
ance for  cow’s  milk  fat  and  attacks  often  follow- 
sugar  indulgences. 

Metabolism.  These  symptoms  are  undoubtedly 
caused  by  faulty  oxidation.  The  children  have  a 
limited  capacity  for  the  oxidation  of  carbons.  The 
conversion  of  these  carbon  compounds  into  carbon, 
oxygen  and  water  is  incomplete  and  we  get  an 
undemonstrable  toxic  product  which  seems  to  have 
a selective  action  on  the  respiratory  tract,  causing 
irritability  and  lessened  resistance  in  this  system. 
This  is  the  mysterious  chemistry  of  the  exudative 
diathesis  cases. 


March,  1916. 


DIPHTHERIA MARCELLUS 


97 


These  attacks  are  most  liable  to  occur  in  the 
colder  months  because  there  is  less  elimination, 
because  of  less  exercise  and  less  general  activity. 
The  children  are  overdressed  and  not  allowed  the 
fresh  air.  When  they  are  fed  and  managed  prop- 
erly the  climate  makes  no  difference.  These  chil- 
dren are  slow  in  recovering  from  whooping-cough 
and  often  have  a recurrence  of  this  malady  for 
several  winters.  A permanent  bronchiectasis  is 
produced  and  the  irritation  is  continued  by  the 
child’s  general  condition.  This  affection,  then,  is 
an  intoxication  due  to  a faulty  metabolism  of  car- 
bons, which  produces  a toxin  that  is  especially 
irritable  to  the  respiratory  system. 

Treatment.  As  a rule,  children  at  the  ages 
from  six  to  ten  eat  about  twice  their  caloric  re- 
quirement, especially  in  carbohydrates.  The  cause 
of  the  faulty  metabolism  must  be  removed  and 
this  has  been  proven  to  be  the  fats  and  sugars. 

The  severe  cases  are  put  on  a sugar-free  diet, 
with  saccharin  as  a substitute,  while  the  less  severe 
do  well  on  a reduced  sugar  diet.  Cow’s  fat  is 
reduced  by  feeding  skimmed  milk  or  buttermilk, 
or  even  refusing  milk  entirely.  The  carbohydrates 
in  vegetables,  cereals,  coarse  breads  and  meats 
are  sufficient  to  maintain  the  body  heat  and  energy. 

Francis  K.,  the  case  just  recited,  gained  five 
pounds  in  eight  weeks  on  such  a reduced  sugar 
diet. 

The  diet  consists  of  red  meat  three  times  a 
week;  skimmed  milk  or  buttermilk,  though  milk 
may  be  withdrawn  entirely;  vegetables:  dry  soups, 
that  is,  soups  from  which  the  fat  has  been  removed 
and  cereals  with  all  of  the  puddings  derived  there- 
from. 

Other  measures  to  aid  the  body  elimination  and 
resistance  must  be  carried  out.  The  clothing  must 
be  light  and  warm.  Linen  mesh  underwear  is 
preferable. 

The  child  must  have  a warm  bath  every  day, 
followed  by  a cool  sponge  bath,  after  which  a brisk 
rubbing  or  a massage  is  given.  The  elimination 
through  the  intestinal  tract  must  be  complete. 

These  children  must  have  plenty  of  fresh  air 
during  the  day  and  sleep  out  of  doors  if  possible. 
They  must  not  be  denied  the  open  air,  regardless 
of  the  weather  conditions. 

Expectorants  and  chest  applications  must  never 
be  given.  The  extreme  attack  is  combated  by 
steam  inhalation  and  adrenalin.  The  exudative 
diathesis  cases  are  of  a lithemic  type  and  conse- 
quently large  doses  of  sodium  bicarbonate  or  so- 


dium salicylate  are  given.  Thyroid  extract  is 
sometimes  given  merely  as  a tonic. 

With  an  experience  of  many  cases  of  this  type 
of  cold,  we  have  yet  to  meet  a failure  in  making 
a complete  cure  by  cutting  out  fats  and  sugars  and 
giving  heavy  doses  of  alkalines. 


CLINICAL  REPORT 

DIPHTHERIA  WITH  UNUSUAL  COMPLICA- 
TIONS. 

By  M.  B.  Marc'ellus,  M.  D. 

PORTLAND,  ORE. 

Ida  H.,  five  years  of  age.  Apparently  in  good 
health  until  Jan.  10,  when  she  was  taken  sick  with 
diphtheria  which  was  untreated  until  Jan.  14.  It 
was  reported  by  a physician  to  the  Health  Office 
and  turned  over  to  the  same  for  treatment.  At 
9 p.  m.  of  the  same  day  10,000  units  of  fresh  anti- 
toxin were  administered.  The  patient  at  that  time 
was  in  a very  serious  condition,  the  membrane 
having  involved  the  entire  surface  of  the  pharynx, 
both  tonsils  and  the  uvula,  the  last  mentioned  be- 
ing in  a gangrenous  condition.  Temperature  was 
104°,  pulse  140,  very  rapid  and  thready;  nausea 
and  vomiting  were  present  to  a marked  degree. 

On  the  following  morning  there  was  very  slight 
improvement,  still  much  nausea  and  vomiting,  and 
some  pain  and  tenderness  in  the  abdomen,  at 
which  time  an  additional  10,000  units  of  antitoxin 
WHS  administered.  The  afternoon  of  the  same  day 
there  was  still  some  nausea  and  vomiting  follow- 
ing the  ingestion  of  food.  On  one  or  two  sub- 
sequent days  she  was  seen  by  Dr.  J.  L.  Manion, 
one  of  the  medical  school  inspectors,  and  was  ap- 
parently in  good  condition,  the  membrane  having 
disappeared  and  all  other  symptoms  cleared  up. 
Cultures  were  taken  on  Jan.  15,  20,  22,  24  and  26, 
the  last  one  of  which  proved  negative. 

A few  days  later  the  parents  summoned  me, 
stating  the  child  was  suffering  from  a recurrence 
of  the  pain  in  the  abdomen  with  vomiting.  The 
usual  stimulants  were  administered;  hot  packs  and 
cathartics  were  ordered.  The  child  seemed  to  im- 
prove and  was  apparently  in  good  condition  again. 

On  Feb.  7 I was  summoned  with  the  statement 
that  the  child  was  in  a dying  condition.  Not  being 
able  to  go  myself,  my  chief  assistant  was  sent 
who  found  the  child  in  an  almost  comatose  condi- 
tion. In  spite  of  many  precautions  to  the  contrary, 
she  had  been  allowed  to  sit  up  in  a chair  for  a 
short  time  at  repeated  intervals,  because  of  the 
fact  that  the  parents  thought  she  was  so  well. 
Stimulants  were  administered  and  the  following 
morning  the  Chief  Medical  Inspector,  Dr.  Wolf,  and 
myself  saw  the  child  together  and  found  her  in 
much  the  same  condition  as  she  was  on  the  pre- 
vious evening  with  general  edema,  very  rapid 
pulse,  dyspneic  and  apparently  suffering  from  pro- 
nounced uremia,  with  an  apparent  suppression  of 
urine.  She  was  removed  to  St.  Vincents  Hospital 
where  hot  packs  and  diuretics  were  administered 
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with  the  result  that  within  twenty-four  hours  she 
had  voided  18  or  20  ounces  of  urine  and  was  in 
much  better  general  condition.  The  analysis  of 
the  urine  revealed  some  hyaline  casts  and  a small 
amount  of  albumin.  Improvement  was  rapid  and 
recovery  seemed  definite. 

About  a week  later,  however,  she  developed 
paralysis  of  some  parts  of  the  pharynx  and 
esophagus.  Food  ingested  would  regurgitate  and 
choking  symptoms  would  develop  with  a slight 
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hacking  cough,  due  to  the  irritation  produced  by 
the  food,  which  lasted  from  five  to  fifteen  minutes. 
Dr.  Kistner,  a throat  specialist,  was  called  in  con- 
sultation and  advised,  in  addition  to  the  stimulants 
which  she  was  again  receiving,  the  use  of  a tube 
for  feeding.  General  condition  of  the  child  seemed 
good  and  she  was  apparently  going  to  make  a 
good  recovery,  when  a fourth  complication,  that 
of  bronchopneumonia,  arose,  which  a few  days  later 
resulted  in  her  death. 


NEW  AND  NONOFFICIAL  REMEDIES. 

Since  publication  of  New  and  Nonofficial  Reme- 
dies, 1915,  and  in  addition  to  those  previously  re- 
ported, the  following  articles  have  been  accepted 
by  the  Council  on  Pharmacy  and  Chemistry  of  the 
American  Medical  Association  for  inclusion  with 
“New  and  Nonofficial  Remedies;” 

Lysters  Prepared  Casein  Diabetic  Flour. — Milk 
casein  to  which  has  been  added  a leavening  mix- 
ture, sodium  chlorid  and  saccharine.  Used  in  the 
form  of  muffins  in  diabetes,  etc.  Lyster  Brothers, 
Andover,  Mass.  (Jour.  A.  M.  A.,  Feb.  26,  1916,  p. 
653). 

Antistreptococcus  Serum  Rheumaticus,  Squibb. — 
Produced  from  strains  of  steptococcus  from  the 
joints  and  blood  of  cases  of  rheumatism.  The  se- 
rum is  intended  for  use  in  cases  of  acute  articular 
rheumatism.  E.  R.  Squibb  and  Sons,  New  York 
(Jour.  A.  M.  A.,  Feb.  26,  1916,  p.  653). 

PROPAGANDA  FOR  REFORM. 

Hypochlorites  in  Infected  Wounds. — Dakin  points 
out  that  he  claims  no  credit  for  the  “discovery”  of 
the  “new  antiseptic.”  He  explains  that  the  “new 
antiseptic”  was  discovered  by  Berthollet  in  1788. 
The  solution  used  by  Dakin  and  others  is  essen- 
tially the  well-known  Labarraque’s  solution  or 
solution  of  chlorinated  soda.  The  claims  as  to  the 
efficiency  of  the  various  modifications  which  are 
being  used  in  France  and  England  are  decidedly 
contradictory.  The  one  conclusion  which  all  re- 
sults with  the  various  hypochlorite  solutions  ap- 
pear to  justify  is  that  hypochlorites,  whether 
applied  in  an  acid  solution,  in  an  alkaline  solution 
or  in  a neutral  solution,  are  of  genuine  value  in  the 
treatment  of  infected  wounds  (Jour.  A.  M.  A.,  Feb. 
5,  1916,  p.  430). 

Oxybon  Declared  Fraudulent. — On  January  15, 
1916,  a fraud  order  was  issued  by  the  postmaster- 
general  against  the  Oxybon  Company,  Chicago. 
The  Oxybon  was  one  of  the  gas-pipe  frauds,  which 
included  the  Oxydonor,  the  Oxypathor,  and  the 
pxygenor  (Jour.  A.  M.  A.,  Feb.  12,  1916,  p.  526). 

The  Therapeutic  Value  of  the  Hypophosphites. — 
At  the  request  of  the  Council  on  Pharmacy  and 
Chemistry,  Dr.  W.  M.  Marriott,  Johns  Hopkins 


MULFORD’S  DEPARTMENT  OF  HYGIENE, 
SANITATION  AND  EPIDEMIOLOGY. 

The  H.  K.  Mulford  Company  announces  the  es- 
tablishment of  a department  of  Sanitation  and 
Epidemiology,  under  the  executive  management 
of  Thomas  W.  Jackson,  M.  D.,  expert  in  preventive 
medicine,  sanitation  and  the  study  and  control  of 
epidemic  diseases. 

The  most  important  subjects  before  the  Ameri- 
can people  at  the  present  time  relate  to  the  public 
health.  Work  in  this  field  is  frequently  beyond 
the  reach  of  the  existing  health  and  sanitary  de- 
partments of  the  various  municipalities  and  smaller 
towns,  on  account  of  limited  appropriations. 


University,  has  examined  the  evidence  for  and 
against  the  therapeutic  value  of  the  hypophos- 
phites. Experiments  were  carried  out  to  determine 
the  “food”  value  of  hypophosphites.  The  hypophos- 
phites were  introduced  into  medicine  by  Churchill 
in  1858  on  the  basis  of  an  incorrect  theory  and 
utterly  insufficient  and  inconclusive  clinical  evi- 
dence; their  use  has  been  continued  without 
justification  by  any  trustworthy  evidence  for  their 
efficiency.  By  actual  trial  on  human  subjects 
Marriott  shows  that  at  least  85  per  cent,  of  the 
ingested  hypophosphites  are  excreted  unchanged. 
Further,  he  holds  that  there  is  no  proof  that  the 
remaining  15  per  cent,  is  available  to  the  organism. 

It  is  doubtful  if  there  are  any  conditions  in 
which  the  body  suffers  from  lack  of  phosphorus. 
Marriott  concludes  that  there  is  no  reliable  evi- 
dence that  hypophosphites  exert  a physiologic  ef- 
fect; it  has  not  been  demonstrated  that  they  in- 
fluence any  pathologic  process;  they  are  not 
“foods.”  If  they  are  of  any  use,  that  use  has  never 
been  discovered  (Jour.  A.  M.  A.,  Feb.  12,  1916,  p. 
486). 

The  Effect  of  Opium  Alkaloids  on  Respiration. — 
D.  I.  Macht  has  reinvestigated  the  effect  of  opium 
alkaloids  on  respiration.  He  divides  the  alkaloids 
of  opium  in  two  classes:  In  the  one  class  is  mor- 
phine, the  prominent  sedative  alkaloid,  which  may 
not  interfere  with  efficient  respiration  when  the 
dose  of  the  drug  is  small.  In  contrast  with  this  are 
narcotin,  papaverin,  narcein,  thebain  and  cryptopin, 
all  of  which  are  stimulants  and  in  large  doses  are 
excitants  of  the  respiratory  center.  Codein  be- 
longs to  the  morphin  class,  though  in  large  doses 
it  may  also  excite  the  respiratory  center.  The 
action  of  mixtures  of  opium  alkaloids  is  a sum- 
mation of  their  individual  effects.  It  thus  appears 
that  if  the  object  sought  is  a reduction  of  the 
labored  activity  of  the  respiratory  muscles  in  a 
given  case,  the  drug  opium  itself  or  mixtures  of 
its  alkaloids  are  to  be  preferred  to  morphine  alone. 
If,  on  the  other  hand,  it  is  desired  to  diminish 
the  excitability  of  the  cough  reflex  mechanism,  it 
seems  that  a simple  substance,  as  morphine  or 
codeine,  is  to  be  preferred  (Jour.  A.  M.  -A.,  Feb. 
12-,  1916,  p.  514). 


The  department  does  not  propose  to  enter  into 
competition  with  the  constituted  public  health  au- 
thorities, local,  state  or  federal,  but  to  aid  and 
assist  these  authorities  in  every  possible  way. 
The  work  is  essentially  one  of  service  and  educa- 
tion, and  will  be  developed  along  these  lines.  The 
resources  and  equipment  of  the  Mulford  Labora- 
tories, chemical  and  bacteriological,  will  be  utilized, 
thus  placing  at  the  disposal  of  the  New  Depart- 
ment the  entire  laboratory  facilities  and  expert 
services  of  the  H.  K.  Mulford  Company.  Their  illus- 
trated pamphlet,  with  color  photographs  made  by 
Lumiere’s  process,  offers  beautiful  illustrations  of 
the  various  activities  of  the  different  departments 
of  the  laboratories. 


March,  1916. 
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EDITORIAL 


AN  EFFECTIVE  CHECK  TO  MALPRAC- 
TICE SUITS. 

A decision  rendered  by  the  Supreme  Court  of 
Washington  last  month  will  have  a far-reaching 
effect  to  suppress  the  suits  for  malpractice  which 
have  been  so  numerous  since  the  passage  of  the 
Industrial  Insurance  Law  and  which  have  been 
a menace  to  the  practice  of  medicine.  Ross,  an 
employee  of  the  Erickson  Construction  Company, 
was  treated  by  Dr.  D.  E.  IMcGillivray,  of  Port 
Angeles,  for  complicated  fractures.  Upon  his 
recovery,  with  a fairly  satisfactory  result,  he  gave 
the  doctor  a letter  stating  his  satisfaction  with 
the  treatment.  After  receiving  a final  award  from 
the  Industrial  Insurance  Commission,  being  dis- 
satisfied with  the  sum  received,  he  brought  suit 
for  $15,000  damages  against  the  doctor  who  w^as 
defended  by  the  Defense  Fund  of  the  State  Medi- 
cal Association.  On  trial  the  jury  awarded  the 
plaintiff  a verdict  of  $1.00,  after  which  a new 
trial  w’as  granted  on  the  grounds  of  newly  dis- 
covered evidence.  On  the  appeal  of  the  defendant 
from  this  order,  the  Supreme  court  rendered  its 
recent  decision. 

The  court  goes  into  an  extensive  review'  of  the 
facts  relative  to  the  passage  of  the  Industrial  In- 
surance Act  and,  commenting  on  the  purposes  of 
the  Legislature  in  enacting  this  law’,  says: 

“Clearly  the  purpose  of  the  act  was  to  end  all 
litigation  growu'ng  out  of,  incident  to  or  resulting 
from  the  priman'  injury  and,  in  lieu  thereof,  give 
to  the  workman  one  recovery  in  the  way  of  cer- 
tain compensation  and  to  make  the  charge  upon 
the  contributing  industries  alone.  That  purpose 
is  made  reasonably  clear  by  reference  to  the  act. 

“As  a further  confirmation  of  the  theory  that 
the  legislature  intended  to  remove  the  matter  of 
injuries  to  workmen  ‘in  all  its  phases’  from  the 
law  courts,  it  w'ill  be  noticed  (Sec.  5 h and  Sec. 
120)  that  the  legislature  was  careful  to  provide 
that  the  compensation  allowed  may  be  readjusted, 
if  aggravation  of  disability  takes  place  or  be  dis- 
covered after  the  rate  of  compensation  shall  have 
been  established  and  if  circumstances  so  warrant 
mav  be  increased  or  rearranged.” 


The  court  then  proceeds  to  lay  dow’n  the  doc- 
trine that  surgical  treatment  is  not  a factor  apart 
from  the  original  injury,  but  an  incident  to  it, 
and,  “to  confirm  our  conclusion  that  the  conse- 
quences of  malpractice  are  not  elements  wTich 
will  be  considered  and  compensated  for  by  the 
state,  w'e  can  offer  a few  cases  that  bear  slightly.” 
It  then  continues  with  a long  list  of  quotations 
from  decisions  to  support  this  contention,  and  its 
conclusion  is  summed  up  as  follows : 

“Surgical  treatment  is  an  incident  to  every  case 
of  injury  or  accident  and  is  covered  as  a part  of 
the  subject  treated.  By  the  law  the  commission 
is  given  authority  (Sec.  24,  4)  to  ‘supervise  the 
medical  and  surgical  and  hospital  treatment  to 
the  extent  that  the  same  may  be  in  all  cases  suit- 
able and  wholesome.’  When  a workman  is  hurt 
and  removed  to  a hospital  or  is  put  under  the  care 
of  a surgeon,  he  is  still,  wdthin  every  intendment 
of  the  law,  in  the  course  of  his  employment  and  a 
charge  upon  the  industry  and  so  continues  as  long 
as  his  disability  continues. 

“The  law  is  grounded  upon  the  theory  of  in- 
surance against  the  consequence  of  accidents.  The 
question  is  not  whether  an  injured  w'orkman  can 
recover  against  any  particular  person,  but  rather 
is  his  condition  so  directly  or  proximately  attrib- 
utable to  his  employment  as  to  invoke  the  benevo- 
lent design  of  the  state. 

“In  construing  statutes  courts  have  ahvays 
looked  to  possible  consequences  as  an  efficient  aid 
in  clearing  doubts.  It  surely  was  not  the  intention 
of  the  legislature  to  leave  it  to  the  commission  to 
apportion  the  compensation  allowed  by  the  state 
with  some  fancied  judgment  that  might  be  ren- 
dered in  a potential  suit  brought  against  the  at- 
tending physician,  or  to  encourage  a settlement 
for  a lesser  sum  than  the  amount  really  due  by 
holding  out  the  hope  or  suggestion  that  the  claim- 
ant had  a cause  of  action  against  a surgeon.” 

The  final  statement  of  the  court  is  that  “the 
respondent  has  no  cause  for  action.  The  case  is 
reversed  and  remanded  w’ith  directions  to  dis- 
miss.”   

MEDICAL  EDUCATION  IN  WASH- 
INGTON. 

The  fact  that  no  medical  school  exists  in  the 
state  of  Washington  has  been  a matter  of  comment 
for  a number  of  years,  and  the  query  has  often 
been  made  why  there  is  no  such  Institution  in  Seat- 
tle, which  is  the  only  city  of  300,000  inhabitants 
In  the  country  which  does  not  possess  such  a 
school.  The  reasons  for  this  situation  have  been 
canvassed  from  time  to  time  and  the  explanation 
has  already  been  published.  In  these  days  of 
eliminating  Inferior  schools  or  consolidating  the 
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better  into  larger  and  stronger  institutions,  it 
would  be  the  height  of  folly  to  add  another  when 
no  legitimate  demand  appeared  for  its  existence.  It 
is  recognized  that  at  some  future  time  increased 
population  may  call  for  the  establishment  of  a 
medical  department  in  connection  with  the  Univer- 
sity of  Washington  but,  when  this  occasion  arises, 
nothing  will  be  considered  except  a fully  developed 
and  thoroughly  equipped  medical  institution,  which 
will  demand  the  expenditure  of  a very  large  sum 
of  money,  so  great  as  to  be  prohibitive  at  the  pres- 
ent time. 

The  whole  medical  situation  in  the  state  has  of 
late  engaged  much  of  the  attention  of  Dr.  Suzzallo, 
president  of  the  University  of  Washington.  He 
calls  attention  to  the  fact  that  a complete  medical 
education  is  divided  into  three  stages.  First,  the 
pre-medical  course,  offered  in  most  universities,  fits 
the  student  for  the  regular  studies  in  the  medical 
school.  It  is  his  purpose  to  perfect  this  course  in 
the  state  university,  making  it  equal  to  any  in  the 
country,  so  that  the  graduate  will  be  accepted  in 
the  highest  class  of  medical  institutions.  The  second 
stage  of  study  comprises  the  years  spent  in  the  reg- 
ular course  of  the  medical  school.  There  is  no 
intention  at  the  present  time  to  attempt  this  in 
Washington.  The  third  stage  comprises  some  form 
of  postgraduate  study  which  hitherto  has  never 
been  considered  in  connection  with  this  university. 
President  Suzzallo  proposes  to  develop  instruction 
along  this  line  in  the  regular  university  extension 
course.  Under  the  auspices  of  the  state  university 
there  will  be  evolved  a course  of  instruction,  by 
which  distinguished  medical  educators  from  eastern 
cities  will  be  invited  to  give  lectures  available  to 
the  whole  medical  profession  of  the  state.  The 
extent  to  which  this  plan  may  be  developed  will 
be  determined  as  time  advances.  One  might  read- 
ily have  a vision  of  the  expansion  of  such  a plan 
to  include  a number  of  lecturers,  with  clinical 
demonstrations  covering  a period  of  days  or  weeks, 
which  might  prove  of  the  greatest  advantage  to  the 
medical  profession  of  the  state.  Wherever  Presi- 
dent Suzzallo  has  presented  these  suggestions,  they 
have  been  received  enthusiastically.  It  is  proposed 
to  proceed  at  once  with  their  further  consideration 
and  to  inaugurate  the  movement  with  a course  of 
lectures  next  summer  in  Seattle,  preceding  the 
meeting  of  the  State  Medical  Association. 


OUTGROWING  DISEASE. 

“He  will  outgrow  it.”  Hippocrates  smiled 
over  the  happy  inspiration.  For  a time  he  had 


listened  to  the  history  of  the  little  patient  whose 
mother  had  talked  endlessly  of  the  convulsions 
which  had  recurred  on  slight  or  no  provocation. 
She  had  told  of  the  visits  to  the  numerous  com- 
petitors of  the  great  healer,  who  had  administered 
everything  from  exsiccated  adders’  tongues  to  the 
terminal  hairs  of  zebras’  tails,  which  is  the  begin- 
ning and  the  end  of  all  things  curative,  and  with 
little  success.  In  despair  and  reckless  of  financial 
consequences,  she  had  at  last  decided  to  consult 
the  best  known  physician  in  the  neighboring  city. 
Studiously  Hippocrates  had  listened  to  the  tale. 
He  knew’  that  he  knew  little  about  the  trouble 
and  that  he  did  not  understand  the  case,  but  it 
would  never  do  to  admit  such  a possibility.  And 
so  he  stroked  his  beard  (the  better  to  conceal  his 
expression),  the  while  he  thought  how  best  to 
satisfy  the  mother.  Then  came  to  him  a sentence 
which  was  to  echo  and  reecho  down  the  corridors 
of  time.  Truly  had  he  a right  to  feel  pleased  with 
himself.  “Yes,”  he  said,  as  if  to  bolster  a linger- 
ing doubt,  and  then,  with  an  air  of  finality,  “he 
will  outgrow  it,  probably  at  puberty.”  Then  he 
collected  his  fee,  bowed  his  now  pleased  and  sat- 
isfied patients  out  and  proceeded  to  the  next  case. 
Truly  there  have  been  few,  even  in  more  recent 
times,  w’ho  have  had  anything  on  the  Father  of 
Medicine. 

How  many  million  times  has  this  sentence  been 
repeated  and  by  how  many  million  doctors?  Can 
t ou  not  see  them  putting  their  trust  in  a beneficent 
Providence  which  will  care  for  all  those  who  pre- 
sent mysterious  conditions?  “He  will  outgrow 
it,”  whether  it  be  convulsions  of  infancy,  discharg- 
ing ears  from  otitis  media,  nephritis  following 
scarlet  fever,  migraine  or  any  one  of  a hundred 
easily  imagined  disorders  which  have  not  respond- 
ed at  once  to  treatment.  In  lieu  of  real  advice 
and  help  the  time  honored  saw  has  been  repeated, 
sometimes  out  of  sheer  ignorance,  again  as  the 
easiest  way  to  satisfy  the  family,  most  often  per- 
haps and  most  justifiably  to  lessen  anxiety,  and 
rarely  with  any  real  knowledge  of  the  potentiali- 
ties of  time.  The  dismissed  patient,  relying  on  the 
assurances  of  the  trusted  adviser,  ignores  in  many 
cases  the  possibilities  of  further  treatment.  The 
convulsions  recur  on  slight  provocation,  though 
a carefully  arranged  diet  might  prevent  them ; the 
ears  continue  to  discharge,  though  the  removal  of 
adenoids  might  cure  them;  the  irritated  kidneys 
continue  to  undergo  change,  though  rest  and  treat- 
ment might  stay  the  process;  the  migraine,  which 
might  be  relieved  by  suitable  glasses,  recurs.  And 


March,  1916. 


EDITORIAL. 


101 


at  pubert)'  the  once-occasional  convulsions  have 
become  fixed  epilepsy,  the  otitis  media  has  become 
a chronic  mastoiditis,  the  kidneys  are  permanently 
diseased,  the  headache  has  prevented  education  and 
inhibited  growth,  all  because  someone  has  given 
the  mother  this  opinion.  A pernicious  phrase  full 
of  baneful  possibilities.  Many  of  the  diseases  of 
childhood  are  cured  by  time.  Many  are  not  that 
could  be  cured  or  ameliorated  by  medical  aid  and 
many  persons  have  been  rendered  needlessly  ineffi- 
cient by  curable  diseases,  because  the  doctor  has 
said  “he  will  outgrow  it,  probably  at  puberty.” 


THE  POISONOUS  FLY  PAPER. 

Some  months  ago,  in  discussing  this  subject 
editorially,  we  gave  a partial  report  of  the  cases 
of  arsenical  poisoning  of  children  from  accidentally 
consuming  the  contents  of  fly  destroying  contri- 
vances during  the  summer  of  1914.  For  the  sum- 
mer of  1915  the  following  cases  were  reported 
by  the  daily  press  as  occurring  in  the  following 
states : Georgia,  1 ; Illinois,  6 ; Indiana,  2 ; Iowa, 
2;  Massachusetts,  2;  Michigan,  2;  Missouri,  1 ; 
Nebraska,  1 ; New'  York,  1 ; Oklahoma,  1 ; Ohio, 
1 ; Pennsylvania,  2 ; a total  of  twenty-two  cases, 
of  which  eight  were  fatal  and  four  doubtful  of 
recovery.  The  fact  is  noted  that  the  symptoms 
of  arsenical  poisoning  are  very  similar  to  those  of 
cholera  infantum  and  that  undoubtedly  a number 
of  the  cases  of  cholera  infantum  M'ere  really  ar- 
senical poisoning.  The  cases  reported  were  of 
children  ranging  in  age  from  1 to  6 years.  These 
patients  are  not  old  enough  to  tell  what  they  have 
taken  when  questioned  as  to  their  illness  and 
unless  they  are  seen  consuming  the  fly  poison  the 
actual  cause  of  their  sickness  or  death  is  overlooked 
and  the  fatality  ascribed  to  cholera  infantum  or  to 
some  other  similar  causes  and  the  error  in  diag- 
nosis goes  undetected.  Arsenical  fly  destroying 
devices  are  dangerous  and  should  be  abolished. 
Health  officials  should  become  aroused  to  prevent 
further  loss  of  life  from  their  source. 


THE  AMERICAN  MEDICAL  GOLFING 
ASSOCIATION. 

This  organization  was  formed  at  San  Francisco 
last  June,  where  its  first  tournament  was  held. 
It  is  planned  to  hold  a second  tournament  in  De- 
troit next  June,  in  connection  with  the  annual 
A.  M.  A.  meeting.  All  fellows  of  the  A.  M.  A. 
are  eligible  and  charter  members  will  include  all 
who  have  enrolled  by  April  1,  1916.  Information 
can  be  obtained  from  the  secretary-treasurer.  Dr. 
Will  Walter,  122  South  Michigan  Boulevard, 
Chicago. 


MEDICAL  NOTES 

OREGON. 

The  January  Meeting  of  Examining  Board.  At 
the  semiannual  examination  held  in  Portland  in 
January,  twenty-six  applicants  appeared,  twenty- 
two  of  whom  applied  for  medical  licenses  and  four 
for  osteopathic.  Fourteen  of  the  former  and  four 
of  the  latter  secured  licenses.  The  successful 
medical  licentiates  are  as  follows:  Auld,  R.  W., 

Portland;  Bevis,  B.  M.,  Juneau,  Alaska;  Dabney, 
Cecil,  Heppner;  Densimore,  J.  B.,  Oswego;  Emery, 
M.  W.,  Portland;  Ewing,  M.  J.,  Lostine;  Hall,  R. 
I.,  Alsea;  Harris,  W.  E.,  Colton;  Hart,  F.  C.,  Port- 
land; Hayden,  D.  N.,  Elmira;  McCaskey,  Grace, 
San  Francisco,  Cal.;  Moore,  C.  U.,  Minneapolis, 
Minn.;  Saurman,  J.  S.,  Burns;  Schmidt,  P.  A.,  Al- 
pine. The  following  osteopaths  were  licensed: 
Anderson,  Mary  E.,  Ashland;  Ingle,  Margaret  R., 
La  Grande;  Stuart,  Emma  B.,  Portland;  Nice,  H. 
W.,  Portland. 

Addition  to  Hospital.  Plans  for  an  additional 
unit  for  the  Morningside  Hospital,  Portland,  have 
been  approved.  This  addition,  which  will  contain 
32  beds  and  will  be  56x124  feet  in  area,  is  de- 
signed for  the  care  of  the  insane  from  Alaska.  The 
actual  construction  of  this  unit  will  be  carried  on 
by  the  patients. 

Dr.  Nellie  Erickson,  superintendent  of  the  Port- 
land surgical  hospital,  who  was  seriously  injured 
by  a fall  on  the  ice  has  nearly  recovered. 

Dr.  A.  W.  Smith,  of  Portland,  has  been  seriously 
ill  with  pneumonia. 

Dr.  Marion  Ober,  of  Eugene,  was  married  in  the 
latter  part  of  January  to  G.  M.  Locke,  of  Portland. 
She  will  give  up  her  practice  and  take  up  her 
residence  in  Portland. 


WASHINGTON. 

The  January  Meeting  of  the  Examining  Board. 
At  the  January  meeting  of  the  Examining  Board, 
which  was  held  in  Walla  Walla,  twenty-nine  ap- 
plicants presented  themselves,  of  whom  twenty- 
two  obtained  licenses.  There  were  twenty-five 
physicians,  twenty-one  of  whom  were  successful. 
There  were  four  osteopaths,  one  of  whom  obtained 
license.  There  were  no  applications  from  women. 
There  were  three  Japanese,  graduates  of  Japanese 
colleges,  two  from  Canadian  and  one  from  German 
colleges,  all  of  whom  were  successful.  The  fol- 
lowing is  the  list  of  physicians  obtaining  licenses 
with  their  addresses  as  far  as  known:  Clerf,  L.  H., 

Ellensburg;  Dawson,  A.  M.,  Bellingham;  Drtina, 
A.  L.,  Seattle;  Gibson,  F.  C.,  Bovill,  Ida.;  Hackett, 
E.  C.,  Starbuck;  Hoff,  Einer,  Seattle;  Hoopman, 

V.  G.,  Seattle;  Ishihara,  Tokumin,  Seattle;  Judd, 
C.  E.,  Bellingham;  Krout,  B.  M.,  Seattle;  Kerkow, 
R.  R.,  Seattle;  Leach,  E.  C.,  Seattle;  Nixon,  A.  C., 
Vancouver;  Oiye,  Takeo,  Seattle;  Plum,  F.  A.,  Seat- 
tle; Richardson,  W.  H.,  Milton,  Ore.;  Swackhamer, 

W.  B.,  Montesano;  Thorp,  H.  Z.,  Rainier,  Ore.; 
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Thompson,  James,  Regina,  Canada;  Todyo,  Tsune- 
haru,  Seattle;  Wislicenus,  G.  A.,  Salem,  Ore. 

The  successful  osteopath  was  H.  W.  Lyon,  of 
Spokane. 

Lewis  County  Medical  Society.  At  the  regular 
meeting  of  this  society  held  in  Centralia,  Feb.  14, 
the  following  officers  were  elected  for  the  ensuing 
year:  President,  W.  B.  Hotchkiss,  Chehalis;  Vice- 
President,  E.  J.  Bickford,  Centralia;  Secretary- 
Treasurer,  Rush  Banks,  Centralia. 

Stevens  County  Medical  Society.  At  a regular 
meeting  of  this  society,  held  at  Colville,  Jan.  5, 
the  following  officers  were  elected  for  the  year 
1916:  President,  J.  W.  Henderson,  Colville;  Vice- 
President,  R.  D.  McRae,  Hunters;  Secretary-Treas- 
urer, I.  S.  Clark,  Colville;  Board  of  Censors,  D.  D. 
Monroe,  Chewelah,  L.  B.  Harvey,  Colville;  W. 
Cartwright,  Valley;  Delegate  to  State  Association, 
W.  A.  Olds,  Addy;  Alternate,  R.  Foster,  Springdale. 

The  Chelan  County  Medical  Society  has  been 
reorganized  under  the  following  officers:  Presi- 

dent, Dr.  R.  T.  Congdon,  Wenatchee;  Vice-Presi- 
dent, Dr.  A.  T.  Kaupp,  Wenatchee;  Secretary,  Dr. 
F.  E.  Culp,  Wenatchee. 

The  St.  Ignatius  Hospital,  at  Colfax,  will  be  en- 
larged by  an  addition  which  will  cost  about 
$45,000. 

Dr.  Spiro  Sargentich,  formerly  of  Seattle,  who 
has  been  with  the  Red  Cross  in  Servia  and  who 
at  one  time  was  reported  dead,  has  returned  to 
this  country.  He  is  at  present  in  New  York, 
slowly  regaining  his  health  which  was  seriously 
impaired  by  the  rigors  of  his  duties  in  the  field. 

Surgeon  with  Canadian  Troops.  Dr.  J.  A.  M. 
Hemmeon,  of  Seattle,  has  enlisted  as  surgeon  with 
the  Canadian  army  and  will  soon  be  with  the  Allies 
in  France. 

Dr.  W.  A.  Mosier  has  been  re-appointed  health 
officer  of  Tekoa. 

Dr.  Frank  St  Sure  has  returned  to  Colfax  after 
several  weeks  of  postgraduate  wmrk  in  the  east. 

Dr.  C.  A.  Betts,  formerly  of  Seattle,  has  located 
in  South  Bend  where  he  will  be  associated  with 
Dr.  G.  A.  Tripp. 

Dr.  Owen  Taylor,  of  Kent,  has  left  for  a month 
in  the  east  where  he  will  visit  various  clinics. 

Dr.  E.  F.  Bice  has  been  reappointed  health 
officer  of  Toppenish. 

Dr.  J.  J.  Leisure,  who  for  two  years  has  been 
physician  at  McNeils  Island,  has  located  in  Shel- 
ton. 

Dr.  G.  A.  Wislicenus  who  has  practised  in  Mex- 
ico City  and  for  the  past  two  years  has  been  in 
Salem,  Ore.,  has  located  in  Eatonville. 

Dr.  J.  F.  Edwards,  formerly  of  Arizona,  has 
located  in  Cheney. 

Medical  Wedding.  Dr.  H.  Y.  Bell,  of  Centralia, 
and  Miss  Wilkie,  of  Tacoma,  were  married  during 
the  last  week  in  January,  and  will  be  at  home  in 
Centralia  after  March  1st. 


IDAHO. 

North  Idaho  Medical  Association.  At  the  last 
meeting  of  this  society  Dr.  J.  B.  Morris,  of  Lewis- 
ton, was  elected  President  and  Dr.  A.  M.  Frank, 
of  Lewiston,  Secretary. 

Dr.  G.  E.  Hyde  has  been  appointed  assistant 
county  physician  of  Madison  County,  to  fill  the 
vacancy  caused  by  the  promotion  of  Dr.  C.  N.  Ray 
to  the  office  of  county  physician. 


CORRESPONDENCE 


THE  CORRECT  ESTIMATE  OF  THE  NORTH- 
WEST DEATH  RATE. 

To  the  Editor: 

In  your  last  issue,  under  “correspondence,”  ap- 
peared an  article  by  Dr.  William  House,  of  Port- 
land, O're.,  who,  it  seems,  is  very  skeptical  about 
the  mortality  rates  compiled  by  the  Bureau  of 
Census,  Department  of  Commerce,  Washington, 
D.  C.  His  criticism  is  misdirected  and,  while  those 
of  us  who  are  under  fire  do  not  question  his  sin- 
cerity of  purpose  in  what  he  thinks  is  trying  to 
be  fair,  we  do  resent  the  inference  that  the  statis- 
tics given  out  by  the  Northwest  are  controlled  by 
“over  enthusiastic  and  misguided  boomers”  and 
that  we  are  apt  to  get  the  reputation  of  being 
“blowhards”  and  “braggarts.” 

If  the  writer  of  the  communication  were  sud- 
denly plucked  from  his  busy  practice  and  precipi- 
tated into  the  position  of  Commissioner  of  Health, 
which  demands  that  he  at  once  be  expert  business 
manager,  sanitary  engineer,  efficiency  expert, 
editor,  skilled  diagnostician,  accurate  statistician 
and  diplomatic  politician,  he  would  proceed  about 
as  follows,  according  to  the  rules  of  arithmetic. 
“The  normal  death  rate  of  any  large  population 
cannot  vary  much  from  17  per  thousand,  because 
the  average  age  of  man  as  generally  accepted  is 
59  years,  and  1000  h-  59  = 17.”  Also,  “the  reported 
deaths  quite  accurately  represent  the  actual  num- 
ber of  deaths.” 

Then  it  follows  that  the  population  of  any  large 
community  should  be  figured  by  the  following 
formula:  Population  = 1000  X number  of  deaths 

17.  In  1915  there  were  2283  deaths  in  Portland; 
2283  17  X 1000  = 134,117,  the  population.  There 

were  2308  deaths  in  1910  and  by  the  same  formula 
the  population  would  have  been  155,293.  The 
Bureau  of  Census  placed  it  at  207,214  but  they 
were  arithmetically  wrong.  Just  imagine  the  posi- 
tion of  our  brother  who  has  thus  made  himself  the 
champion  of  honesty.  But  let  us  look  at  his  arith- 
metic. The  average  age  of  a man  in  the  North- 
west is  59  years  and,  making  allowance  for  a 5 
per  cent,  increase  in  population,  it  is  56  years. 
Where  did  he  get  this  so-called  “accepted  esti- 
mate,” which  he  takes  as  an  axiom  upon  which  to 
base  his  arithmetic?  Why,  from  the  very  statis- 
tics which  he  questions. 

At  a matter  of  fact,  the  only  statistics  available 
are  those  compiled  by  the  Bureau  of  Census  and 
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the  Health  Departments.  The  only  men  expert  in 
compiling  statistics  are  the  men  in  the  employ  of 
these  organizations.  Everywhere  in  the  registra-, 
tion  area  the  population  is  based  on  the  actual 
census  reports  for  the  past  decade  and  is  based 
on  two  actual  counts  of  the  people.  The  Bureau 
of  Census  estimates  the  population  of  Portland, 
Seattle,  New  York,  Philadelphia  and  all  cities  in 
the  registration  area,  basing  the  percentage  of  in- 
crease of  the  population  on  the  increase  of  the 
population  from  1900  to  1910.  Whatever  may  be 
the  opinion  of  either  medical  men  or  laymen,  they 
have  no  control  over  it  and  they  certainly  place 
themselves  in  an  uncertain  light  by  getting  out 
their  hammer.  For  instance,  the  Bureau  of  Census 
placed  Portland’s  1914  population  at  260,601  which 
gave  a crude  death  rate  of  9.1.  For  the  same  year, 
Richmond,  Virginia,  had  a death  rate  of  19.7  and 
Washington,  D.  C.  16.6.  This  was  compiled  at 
Washington,  D.  C.,  by  the  best  experts  in  the 
United  States  and  in  the  world  for  that  matter, 
and  no  intimation  ought  to  go  into  print  that  it 
was  cooked  up  in  the  Northwest  for  boosting  pur- 
poses. It  is  not  true  and  we  should  inform  our- 
selves of  facts  before  attempting  to  offer  criticism. 
There  is  every  evidence  further  that  the  Bureau 
of  Census’  estimate  of  the  increase  in  population 
is  about  the  true  figure.  You  have  only  to  look 
up  comparative  statistics  of  Polk’s  directory,  the 
public  service  corporations,  the  water  bureau  or 
the  enrollment  of  the  public  schools  to  be  con- 
vinced on  that  point. 

Taken  in  one  year  periods,  the  greatest  per- 
centage of  deaths  is  under  one  year  of  age.  If 
you  can  save,  say  one-half  of  the  babies  that  here- 
tofore have  been  lost,  it  is  easily  seen  that  you 
increase  the  longevity  of  man.  The  decrease  in 
infant  mortality  in  Portland,  Seattle  and  other 
Northwest  cities  is  phenomenal.  For  instance.  In 
1910,  Portland  lost  324  babies  under  one  year  or 

95.4  per  1000  births;  in  1915  this  was  reduced  to 

57.5  per  1000  births. 

As  one  of  the  “booster”  health  officers  in  ques- 
tion, I must  take  issue  with  Dr.  House  and  con- 
tend that  it  is  not  only  our  duty  to  refrain  from 
question  and  criticism  but  it  is  our  duty  to  inform 
ourselves  of  facts  and  support  them  as  we  find 
them.  As  a matter  of  tact,  the  medical  profession 
is  on  trial  today  as  never  before.  Quackery  and  a 
tendency  to  commercialism  is  rife,  and  it  be- 
hooves us  to  be  well  informed,  up-to-date,  and  to 
stand  as  a unit  behind  all  movements  for  the  pub- 
lic good  health,  in  order  to  merit  the  confidence 
of  the  public.  M.  B.  Makcetlijs,  M.  D. 

City  Health  Office. 

Portland,  Ore.,  Feb.  23,  1916. 

Syphilis  of  the  Stomach. — G.  M.  Niles,  Atlanta, 
Ga.  (Journal  A.  M.  A.,  Feb.  19,  1916),  reports  a case 
of  syphilis  of  the  stomach  in  a young  man  of  28 
which  he  considers  of  interest  on  account  of  the 
difficulty  of  differentiation  of  the  condition  from 
cancer  of  the  stomach  and  illustrating  the  value  of 
the  Wassermann  test  in  these  conditions. 


REPORTS  OF  SOCIETY  MEETINGS 

OREGON. 

PORTLAND  CITY  AND  COUNTY  MEDICAL 
SOCIETY. 

Pres.,  G.  S.  Whiteside,  M.D. ; Sec.,  J.  G.  Strohm,  M.D. 

The  regular  meeting  of  the  Portland  City  and 
County  Medical  Society  was  held  in  the  German 
House,  Portland,  Ore.,  Feb.  16,  1916,  at  8 o'clock. 
President  G.  S.  Whiteside  in  the  chair.  Minutes 
of  the  preceding  meeting  read  and  accepted. 

Proposals  for  membership,  Drs.  C.  R.  Glenn  and 
C.  E.  Mason.  Elected  to  membership,  Drs.  W.  R. 
Laidlaw  and  Earl  Smith. 

Relation  of  the  Physician  to  the  Public.  By 
Dr.  W.  T.  Williamson.  He  said  expenses  were  in- 
creasing while  physicians  fees  were  not.  Advised 
giving  patients  careful  examinations  and  making 
them  pay  for  it,  excepting  the  very  poor.  Warned 
against  poor  investments.  Men  with  good  stocks 
or  bonds  do  not  have  to  come  to  a poor  physician’s 
office  to  sell  them.  The  paper  was  discussed  by 
Drs.  White,  Rockey,  Smith,  Else,  Greene,  Tucker 
and  Moore. 

Legislation.  By  Dr.  E.  F.  Tucker.  He  would 
allow  the  Christian  scientists,  chiropractors,  osteo- 
paths and  others  to  practise  but  require  them  to 
take  the  same  examination  in  anatomy,  physiology, 
chemistry,  bacteriology,  hygiene,  omitting  the  ex- 
amination in  therapeutics.  Paper  was  discussed 
by  Drs.  Hyde,  Booth,  Smith  and  Dammasch. 

Dr.  Chester  Moore  introduced  a resolution  that 
“A  committee  on  publicity  be  appointed,”  was 
carried. 

Dr.  E.  A.  Sommers  advocated  the  inspection  of 
all  hospitals  in  the  state,  both  public  and  private. 

Dr.  Pierce  spoke  of  the  injustice  to  tuberculous 
patients  by  the  city  ordinance  which  prevents 
hospitals  or  sanatoriums  caring  for  them  within 
the  city  limits. 

On  motion  of  Dr.  Dammasch  it  was  voted  that 
the  president  appoint  ,a  committee  of  three  to 
consult  with  the  Chamber  of  Commerce  in  regard 
to  this  matter. 


WASHINGTON. 

KING  COUNTY  MEDICAL  SOCIETY. 

Pres.;  P.  V.  von  Phul,  M.D.;  Sec.  A.  C.  Martin,  M.D. 

The  regular  semi-monthly  meeting  of  King 
County  Medical  Society  was  held  Feb.  7,  1916,  at 
the  Metropolitan  Lumberman’s  Club,  Seattle, 
Wash.  President  von  Phul  in  the  chair.  About 
fifty  members  were  present.  The  minutes  of  the 
previous  meeting  were  read  and  approved. 

The  president  introduced  Dr.  J.  R.  Brown,  presi- 
dent of  the  Washington  State  Medical  Association, 
who  spoke  of  the  next  meeting  which  will  be  held 
in  Seattle.  He  urged  that  more  interest  be  taken 
in  such  phases  of  political  activities  as  affect  medi- 
cal practitioners,  and  mentioned  a possible  revi- 
sion of  the  first  aid  law. 
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PATHOLociic  Specimen. 

Dr.  A.  H.  Peacock  presented  a specimen  of 
multiple  ureters  from  a male  infant  nine  months 
old.  The  child  made  good  progress  to  the  sixth 
month,  when  a loss  of  weight  began.  The  urine 
was  of  a milky  appearance  with  offensive  odor.  At 
autopsy  were  found  four  ureters,  three  distended, 
one  rudimentary.  Details  of  kidney,  ureter  and 
bladder  anomalies  were  given. 

Papers. 

Splenic  Enlargements  and  Their  Relations  to 
Anemia.  By  Dr.  George  Dowling.  He  gave  a 
summary  of  splenic  enlargements  associated  with 
anemia.  The  pathology  of  the  spleen  in  these 
diseases  was  described.  He  gave  the  case  history 
of  a male,  31  years  old,  whose  illness  began  seven 
or  eight  months  ago,  marked  by  loss  of  strength 
and  the  appearance  of  a lump  in  the  left  side,  later 
filling  the  whole  hypochondrium.  The  blood  count 
showed  2,600,000  reds,  and  only  600  whites. 

Dr.  H.  A.  Shaw  spoke  of  the  operative  technic, 
mentioning  the  value  of  non-crushing  forceps.  He 
gave  calcium  chloride  in  gr.  30  doses  three  times 
daily  and  had  been  particularly  careful  of  his 
asepsis  on  account  of  the  low  white  count. 

The  Writing  of  Medical  Papers.  By  Dr.  C.  A. 
Smith.  He  spoke  of  the  types  of  papers  most  val- 
uable; of  the  tendency,  sometimes  observed,  of 
overdoing  the  matter  of  writing  and  publishing 
papers;  discussed  the  proper  length  and  various 
types  of  construction  in  the  presentation  of  scien- 
tific subjects;  of  the  use  of  illustrations:  the 

advantages  of  proper  paragraphing  and  the 
bibliography. 

Dr.  Allen  said  that  occasionally  the  exigencies 
of  preparing  a program  did  not  permit  of  properly 
prepared  papers.  Dr.  Paul  Turner  asked  the  sup- 
port of  the  society  for  the  program  committee. 

The  Symptoms  and  Treatment  of  Wood  Alcohol 
Poisoning.  By  Dr.  F.  S.  Bourns.  He  reviewed  the 
symptoms  and  spoke  of  the  various  means  em- 
ployed to  combat  the  poison.  He  drew  attention 
to  the  apparent  similarity  of  wood  alcohol  and 
carbon  monoxide  poisoning,  and  said  he  believed 
bleeding  and  transfusion  might  be  of  service. 

Dr.  Horsfall  inquired  as  to  the  blood  examina- 
tions, and  Dr.  C.  F.  Davidson  as  to  the  eye-grounds. 

Dr.  Paul  Turner  said  the  eye-grounds  showed 
edema,  the  blindness  was  pronounced  and  he  be- 
lieved the  poison  to  be  sodium  formate. 

Dr.  Swift  said  the  eye  examinations  showed  con- 
gestion of  the  vessels  around  the  disk  as  in  cerebral 
syphilis;  small  doses  would  result  in  simple  optic 
atrophy,  larger  doses  producing  neuritis  and 
secondary  atrophy. 

Dr.  Burwell  said  blindness  usually  appeared 
about  eighteen  hours  after  ingestion;  then  there 
would  be  improvement  of  vision  temporarily  and 
finally  optic  atrophy  with  obstruction  of  vision. 

Dr.  Dowling  asked  the  symptoms  of  patients  who 
had  recovered,  through  what  stages  did  they  pass, 
did  they  show  kidney  or  eye  involvements? 

Dr.  Mason,  in  the  autopsy  findings  of  six  pa- 


tients, said  he  had  been  disappointed  in  finding 
little  pathology. 

Dr.  Miles  spoke  of  the  similarity  of  the  blood 
in  carbon  monoxide  and  methyl  alcohol  poisoning 
and  said  death  was  due  to  interference  with  the 
oxygen  carrying  power  of  the  blood. 

Dr.  Fick  said  in  carbon  monoxide  poisoning  the 
blood  was  bright  cherry  red,  in  methyl  alcohol 
poisoning  it  was  dark,  but  when  hemoglobin  was 
combined  with  the  formaldehyd  group  it  would 
again  be  bright  red. 

Dr.  W.  T.  Turner  said  transfusion  is  being  used 
successfully  in  carbon  monoxide  poisoning  in 
Chica,go. 

The  applications  of  Drs.  S.  D.  Coffin,  M.  F. 
Dwyer,  Albert  Knudtson  and  F.  W.  Greiner  were 
lead. 


PIERCE  COUNTY  MEDICAL  SOCIETY. 
Pres.,  E.  A.  Rich,  M.  D.;  Sec.  E.  C.  Wheeler,  M.  D. 

The  regular  meeting  of  the  Pierce  County  Medi- 
cal Society  was  held  at  Tacoma,  Wash.,  Feb.  15, 
1916,  with  Dr.  E.  A.  Rich  in  the  chair.  Minutes  of 
previous  meeting  were  read  and  approved. 

Pathologic  Specimens. 

Dr.  Argue  showed  four  kidneys,  three  of  which 
were  tuberculous,  diagnosed  by  hemorrhage  and 
the  finding  of  T.  B. ; the  other  a hyphernephroma 
from  a man  65  years  old. 

Dr.  E.  A.  Montague  showed  an  appendix  which 
ruptured  during  a fulminating  attack,  also  tonsils, 
and  foreign  body  removed  from  a postnasal  space. 

Dr.  T.  R.  Steagall  showed  an  ascaris  lum- 
bricoides,  14  inches  long,  from  a girl  six  years  old. 

Dr.  J.  A.  LaGasa,  showed  a meningiocele;  a 
multiple  myofibroma  which  produced  no  symptoms 
except  a discharge  from  the  bowels  resembling 
raspberry  seeds,  also  an  ovarian  demoid. 

Dr.  H.  L.  Judd  showed  a postmortem  specimen 
of  ruptured  blood  vessel  in  the  pancreas,  from  a 
woman  aged  31,  resulting  in  sudden  death. 

Clinical  Cases. 

Dr.  P.  Kane  reported  a case  of  blindness,  fol- 
lowing large  doses  of  quinine  sulphate,  given  for 
pneumonia.  Dr.  Kane’s  paper  was  unique  from  a 
literary  standpoint  and  to  be  appreciated  must  be 
read. 

Dr.  J.  B.  McNerthney  presented  a young  man 
who  had  trichinosis,  was  treated  with  salvarsan, 
with  recovery  in  10  days. 

Dr.  W.  D.  Read  reported  case  of  young  woman 
with  mass  in  right  broad  ligament  which  varied 
greatly  in  size,  an  operation  proving  it  to  be  hydro- 
salpinx with  a slow  leak  through  fimbriated  ex- 
tremity. 

Dr.  Rich  presented  photographic  enlargements  of 
clippings  from  local  papers,  in  one  of  which  his 
name  was  mentioned  in  connection  with  an  oper- 
ation. He  deplored  this  custom  and  asked  sugges- 
tions for  its  relief.  He  showed  the  “classified  ad’’ 
column  from  local  paper  showing  physicians  and 
scavengers.  Dr.  LaGasa  was  requested  to  present 
remedy  at  next  meeting. 


March,  1916. 


BOOK  REVIEWS. 


105 


Papers. 

My  Experience  with  the  Use  of  Pituitrin  in 
Obstetrics.  By  Dr.  R.  H.  Schaeffer.  He  uses  it  in 
most  cases  after  cervix  has  thinned  out.  Has 
found  the  use  of  instruments  necessary  only  one- 
tenth  as  often  as  without  pituitrin. 

Dr.  C.  E.  Laws  had  bad  results  only  once,  in 
which  case  he  had  difficulty  in  delivering  the 
placenta,  from  sudden  contraction  of  uterus. 

Dr.  Carsley  Balabanoff  has  had  little  success  in 
its  use  in  primiparae,  but  in  multiparae  has  made 
the  use  of  the  forceps  almost  unnecessary. 

Cesarian  Section  Versus  High  Forceps.  By  Dr. 
Chas.  McCreey.  In  cases  of  narrow  pelvis,  placenta 
previa,  malposition  and  malformation,  it  should  be 
considered  early.  He  reported  seven  cases  in  six 
patients,  in  all  of  which  the  mothers  and  children 
lived. 

Experience  in  Obstetrics  Among  the  Four  Hun- 
dred. By  Dr.  G S.  Hicks.  Responsibility  of  the 
doctor  is  greater  among  this  class  of  patients  and 
one  was  entitled  to  charge  in  proportion.  The 
use  of  forceps  is  more  often  necessary. 

My  Experience  and  Observations  Among  All 
Classes.  By  Dr.  R.  A.  Gove.  Fees  are  generally 
too  low  for  the  work  and  responsibility  required. 
He  claimed  that  he  is  the  only  doctor  in  the  city 
who  was  ever  sued  for  refusing  to  attend  a woman 
in  confinement.  The  child  died  three  months  later 
from  pneumonia,  which  was  the  doctor’s  fault. 

My  Experience  in  Version  vs.  High  Forceps. 
By  Dr.  W.  M.  Karshiner.  Has  had  70  cases  of 
version.  Urged  its  use  in  case  of  placenta  previa, 
prolapsus  of  the  cord,  pendulus  abdomen,  dead 
baby,  eclampsia,  transverse  presentation  and  fiat 
pelves. 

In  discussion  Dr.  G.  G.  R.  Kunz  said  that  Dirken 
was  authority  for  the  statement  that  80  per  cent, 
of  contracted  pelves  will  deliver  themselves.  He 
said  the  tendency  towards  Cesarian  section  is  on 
the  increase. 

Dr.  J.  B.  McNerthney  said  the  records  in  Ta- 
coma show  that  30  cases  of  Cesarian  section  have 
been  performed,  with  a mortality  of  7 per  cent. 
Records  also  show  60  still  births  last  year,  which 
possibly  means  that  we  should  do  more  Cesarians. 

Dr.  J.  F.  Griggs  said  “once  a Cesarian  always  a 
Cesarian”  is  not  true  and  cited  a case  in  which 
he  delivered  a woman,  with  normal  labor,  who  had 
had  a Cesarian  section  at  previous  confinement. 

Dr.  E.  W.  Janes  objected  to  the  early  use  of 
pituitrin.  Said  delivery  at  the  eighth  month  is 
a good  alternative  to  Cesarian  section  in  selected 
cases. 

Dr.  B.  H.  Foreman  said  he  used  pituitrin  exten- 
sively. He  recommended  vaginal  Cesarian  section, 
especially  in  cases  of  eclampsia  where  it  is  neces- 
sary to  empty  the  uterus  quickly. 

Dr.  J.  R.  Brown  spoke  of  a case  in  which 
pituitrin  was  used  in  a fat  woman  resulting  in 
rupture  of  the  uterus  and  death. 

The  application  of  Dr.  J.  S.  Davies  was  read  and 
referred.  Drs.  J.  R.  Steagall  and  Herman  S.  Judd 
were  elected  to  membership. 


BOOK  REVIEWS 

Eldited  by  Kenelm  Winalow,  M.  D. 


Ar.  Autobiography.  By  Edward  Livingston  Trudeau, 

M.  D.  Octavo,  pages  322.  Illustrated.  Cloth,  ?2. 

Lea  and  Febiger,  Philadelphia  and  New  York. 

This  is  an  inspiring  book,  abounding  in  humor, 
p.T,thos,  optimism,  scientific  fervor  and,  above  all, 
kindliness.  It  has  not  a dull  page  and  appeals  to 
tl'.e  laity  as  much  as  to  the  profession.  Trudeau 
came  of  a race  of  doctors.  His  father,  a peculiar 
physician,  of  many  talents,  ruined  his  career  by 
spending  his  time  hunting  among  the  Indians  with 
Audubon.  The  most  striking  feature  of  Trudeau’s 
life,  which  shows  his  loveable  character,  was  his 
faculty  of  making  staunch  friends  of  all  he  met. 
in  his  youth  he  was  rather  a rollicking  blade  among 
a fashionable  set  in  New  York.  Having  a slender 
income  he  made  the  Union  Club  his  headquarters 
as  a medical  student.  His  insouciance  is  shown 
by  his  immediately  spending  a legacy  of  $1200  for 
a fast  pair  of  horses  which  he  drove  while  an 
interne.  About  three  years  before  he  entered  the 
study  of  medicine  Trudeau  nursed  his  brother 
through  rapidly  fatal  consumption.  His  brother’s 
death  had  a most  sobering  and  lasting  effect  on 
his  character.  Well  and  happily  married  he  began 
practice  under  the  best  auspices  by  forming  a 
partnership  with  one  of  his  former  professors  after 
a prolonged  wedding  trip  in  Europe.  But  soon  out 
cf  a clear  sky  came  the  discovery  by  Janeway  that 
ho  had  advanced  consumption.  Then  began  the 
great  change  in  his  life  (1873),  when  he  entered 
the  wilds  of  the  Adirondacs  and  for  some  ten 
years  spent  the  larger  part  of  time  in  hunting  and 
trying  to  regain  his  health.  Always  a devotee  of 
sports  he  became  a great  hunter.  The  first  day 
after  his  arrival  at  the  celebrated  Paul  Smith’s, 
though  too  weak  to  sit  up,  he  shot  a buck  out  of 
a canoe  while  lying  down  on  straw  and  resting  his 
rifle  on  the  rail. 

Dr.  Loomis  sent  him  his  first  patients  and  slowly 
his  life  work  began  as  the  pioneer  in  outdoor  rest- 
treatment  of  consumption.  After  Koch’s  great  dis- 
covery, in  1882,  Trudeau  founded  in  the  humblest 
way  the  first  laboratory  in  this  country  for  the 
study  of  tuberculosis.  From  1885,  when  he  began 
his  sanitarium  for  the  poor,  his  life  was  one  per- 
petual struggle  to  support  it  and  to  bear  up  under 
his  own  disease  until,  after  25  years  of  continual 
begging,  the  present  perfectly  equipped  institution 
cf  some  thirty-six  buildings  and  an  endowment  of 
over  $600,000  emerged,  with  himself  the  authority 
cn  tuberculosis  in  America.  The  accounts  of  his 
friendships  with  the  leading  people  of  his  day — 
with  Loomis,  Sands,  Bull,  Prudden,  Osier,  Cushing 
in  the  profession;  with  E.  H.  Harriman  who 
nursed  him  in  the  Adirondacs  during  his  first  ill- 
ness and  who  was  his  warm,  lifelong  friend;  with 
Robert  Louis  Stevenson  and  hosts  of  other  notable 
patients  and  persons;  the  wonderfully  happy  fam- 
ily life  with  its  terrible  tragedies;  all  told  in  the 


106 


BOOK  REVIEWS. 


Vol.  XV.  No.  3. 


simplest,  naturalest  way,  go  to  form  the  charm  of 
the  book.  The  cost  of  weekly  board  and  treat- 
ment at  the  sanitarium  being  but  $5  to  $8  per 
week,  the  annual  deficit  ran  into  the  tens  of 
thousands,  but  always  when  his  last  hope  seemed 
to  have  gone  one  of  his  influential  friends  made  up 
the  deficit.  The  gradual  increase  in  his  scientific 
knowledge  and  laboratory  acquirements  Trudeau 
records  in  most  modest  manner.  The  forty-two 
years  struggle  with  his  own  finally  fatal  malady 
should  inspire  all  the  unfortunate.  Gloria  victis — 
the  victory  of  the  vanquished — was  his  motto.  His 
life  reminds  one  of  Lowell’s  ode  to  Garrison. 

O small  beginnings,  ye  are  great  and  strong. 
Based  on  a faithful  heart  and  weariless  brain 
Ye  build  the  future  fair,  ye  conquer  wrong. 

Ye  earn  the  crown,  and  wear  it  not  in  vain. 

Winslow. 

Bone-Graft  Surgery.  By  Fred  H.  Albee,  M.  D.,  F. 
A.  C.  S.,  Professor  of  Orthopedic  Surgery  at  the 
New  York  Post-Graduate  Medical  School  and  the 
University  of  Vermont.  Octavo  volume  of  417 
pages  with  332  illustrations,  3 of  them  in  colors. 
Philadelphia  and  London,  W.  B.  Saunders  Com- 
pany, 1915.  Cloth,  $6.00,  net;  Half  Morocco, 
$7.50,  net. 

The  key-note  of  the  book  may  be  found  in  the 
preface.  “The  author  has  been  induced  to  write 
this  book  to  answer  the  many  inquiries  in  regard 
to  bone-grafting,  and  to  present  the  technic,  etc. 
Bone,  being  one  of  the  simple  connective  tissues, 
lends  itself  favorably  to  transplantation  and  to  the 
repair  of  skeletal  deficiencies,  and  is  the  most  re- 
liable means  of  internal  bone  fixation.”  Beginning 
with  the  first  chapter,  in  which  is  discussed  the 
fundamental  principles  underlying  the  use  of  the 
bone  graft,  the  various  theories  of  osteogenesis; 
the  results  of  autogenous,  homogeneous,  and 
heterogeneous  transplantation;  the  laws  govern- 
ing growth  and  the  role  of  the  periosteum  and 
preservation  of  the  bone-graft;  on  through  the 
subsequent  chapters  devoted  to  the  use  of  the 
bone-graft  in  lesions  of  the  spine,  fractures,  and 
in  all  other  skeletal  lesions,  acquired  or  congenital 
where  such  procedure  could  possibly  serve,  the 
author  adheres  to  the  principles  laid  down  in  his 
preface.  He  is  to  be  congratulated,  not  only  for 
having  fashioned  efficient  new  tools  to  solve  old 
problems  but  also  for  the  persistence  and  patience 
which  have  transformed  his  dreams  into  realities. 
To  those  at  an  inconvenient  distance  from  great 
clinics  the  book  emphasizes  the  great  value  of 
the  monograph — detail,  more  detail  and  still  more 
detail.  Every  surgeon  should  own  it.  Sturgis. 


The  Roentgen  Diagnosis  of  Surgical  Lesions  of 
the  Gastrointestinal  Tract.  By  Ariel  W.  George, 
M.  D.,  Assistant  Professor  of  the  Department  of 
Roentgenology,  Tufts  College  Medical  School, 
Boston,  and  Ralph  D.  Leonard,  A.  B.,  M.  D„ 
Assistant  in  the  Roentgen  Department,  Boston 
City  Hospital,  etc.  Cloth,  360  Pp.  $10.  The 
Colonial  Medical  Press,  Boston,  1915. 

On  account  of  the  rapid  strides  made  by  roentgen- 
ology in  recent  years  relative  to  the  gastrointesti- 


nal tract,  so  much  of  a fragmentary  nature  has 
been  published,  often  representing  very  divergent 
views  from  men  working  under  different  condi- 
tions, that  one  was  at  a loss  to  know  which  was 
wheat  and  which  chaff.  So  the  timely  arrival  of 
this  authoritative  book  will  be  welcomed  by  all. 
There  are  nine  sections,  dealing  in  a regular  order 
with  the  normal  stomach,  gastric  ulcer,  gastric 
new  growth,  duodenum,  gall-bladder,  small  in- 
testine, appendix,  large  intestine  and  diverticulitis. 
The  text  is  brief  and  concise,  the  illustrations 
numerous  and  varied.  It  is  most  gratifying  to 
note  that  this  stupendous  work  is  based  entirely 
upon  the  direct  method  of  study  advocated  by 
Lewis  Gregory  Cole,  in  which  the  diagnosis  de- 
pends upon  the  roentgen  exhibition  of  the  actual 
lesion  rather  than  upon  presumptive  evidence 
from  a symptom-complex  of  peristalsis,  anti- 
peristalsis, hyperperistalsis,  motility,  spasms, 
visualized  tender  points,  clinical  history,  etc.  We 
have  here  the  real  thing  from  able  men  with  a 
rich  experience,  a work  of  which  the  American 
school  of  roentgenologists  may  well  feel  proud 
and  which  should  be  diligently  studied  by  every 
man  attempting  gastrointestinal  diagnosis. 

Snively. 


A Guide  to  Gynecology  in  General  Practice.  By 
Comyns  Berkeley,  M.  A.,  M.  D.,  M.  C.,  F.  R.  C.  P. 
Obstetric  and  Gynecologic  Surgeon  to  the  Mid- 
dlesex Hospital,  etc.,  and  Victor  Bonney,  M.  S., 
M.  D.,  B.  Sc.,  F.  R.  C.  S.,  M.  R.  C.  P.,  Assistant 
Obstetric  and  Gynecologic  Surgeon  to  the  Mid- 
dlesex Hospital,  etc.  Cloth,  452  Pp.  7i/^x9%  in- 
Illustrated,  $6.50.  Oxford  University  Press,  Lon- 
don and  New  York. 

Altogether  an  excellent,  practical  work.  It  dif- 
fers wholly  from  the  usual  systematic  text-book 
on  gynecology.  Neither  etiology,  pathology  nor 
operative  technic  are  considered.  The  book  treats 
of  symptomatology,  diagnosis  and  treatment,  and 
the  subject  is  presented  in  the  most  practical  man- 
ner, in  the  same  way  in  which  it  is  thrust  upon 
one  when  consulted  by  a patient.  Thus,  after  due 
consideration  of  routine  history-taking  and  physi- 
cal examination,  one  naturally  begins  to  analyze 
the  findings.  So  in  the  book,  following  discussion 
of  these  topics,  the  significance  of  symptoms  is 
considered  in  many  sections  under  the  heads  of 
amenorrhea,  uterine  hemorrhage,  vaginal  and  vul- 
val discharge,  pain  in  the  abdomen  and  pelvis, 
backache,  menstrual  pain,  pain  on  intercourse, 
vulval  pruritus,  sterility,  and  symptoms  referable 
to  the  urinary  tract.  Next  follows  sections  on 
interpretation  of  the  physical  findings,  then  signs 
discoverable  on  vaginal  examination,  and  many 
sections  on  treatment.  Finally,  are  to  be  found 
medico-legal  considerations,  including  nullity  of 
marriage,  rape,  criminal  abortion,  evidences  of 
pregnancy,  and  claims  for  compensation  (damage 
suits).  These  latter  chapters  are  unusually  good. 
As  the  subject  is  not  discussed  in  a systematic 
v/ay,  symptoms  being  considered  here,  signs  there 
and  diagnosis  and  treatment  elsewhere,  a good 
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direct  and  cross-index  are  absolutely  essential  and 
are  supplied.  The  treatise  fills  a distinct  lacuna 
in  clinical  gynecology  and  is  admirably  done,  not- 
withstanding the  heavy  burden  of  alphabetical 
titles  the  authors  sustain.  Winslow. 

International  Clinics.  Vol.  Ill,  Twenty-fifth  Series, 
1915.  J.  B.  Lippincott  Co.,  Philadelphia. 

In  this  number  there  is  a series  of  articles  on 
subjects  on  the  borderland  of  medicine,  such  as 
One  Hundred  Men  Minus,  by  Cutter,  showing 
faulty  methods  of  modern  living  which  tend  to 
depress  the  tone  of  mind,  body  and  soul.  The 
Ideal  Physician  as  a Citizen  Builder;  the  Ad- 
vantages of  a Library  to  a Medical  Society,  by 
Wilson;  the  Malingerer,  etc.,  which  add  to  the 
general  interest  of  the  volume.  Rahm’s  war  ex- 
periences in  Germany  and  France  are  well  worth 
reading.  Immunity  by  tetanus  antitoxin  has  not 
by  any  means  been  always  effective.  Antidys- 
enteric  serum  is  more  imreliable  and  sometimes 
causes  most  severe  reactions.  Narcotizing  the 
wounded  with  maximum  doses  of  morphin  before 
transporting  them  to  hospitals  has  proved  as  effi- 
cient in  preventing  shock  as  it  is  humane.  The 
metal  arrows  dropped  from  aeroplanes — about  five 
inches  long,  as  large  as  a lead  pencil,  and  with 
the  pointed  end  heavier— produce  incredible  dam- 
age. Rahm  believes  that  great  scientific  progress 
will  result  from  war  experiences,  owing  to  the 
high  ability  of  the  medical  men  in  charge. 

Winslow. 

Diseases  of  Infants  and  Children.  By  Henry 
Dwight  Chapin,  A.  M.,  M.  D.  and  G.  R.  Pisek, 
M.  D.,  Sc.D.  Third  Revised  Edition.  One  volume 
of  596  pages,  octavo,  illustrated  by  179  cuts  and 
12  colored  plates.  Muslin,  $3.25,  net.  William 
Wood  & Company,  New  York. 

This  book,  now  in  its  third  edition,  has  been 
extensively  revised  to  meet  the  ever-changing 
ideas  on  infant  feeding  and  conforming  to  the 
advances  made  in  the  general  field  of  'pediatrics. 
Among  these  additions  made  to  this  edition  are 
the  modified  Binet-Simon  tests  for  mental  de- 
ficiency, a brief  but  sufficient  description  of  the 
history  and  technic  of  the  Luetin  test.  Numerous 
photographs  have  been  replaced  by  newer  ones. 
It  is  to  be  regretted  that  these  two  gentlemen,  so 
well  qualified  to  do  so,  have  not  elaborated  this 
work  into  a more  complete  general  text-book. 

Manning. 

Painless  Childbirth  Eutocia  and  Nitrous  Oxygen 
Analgesia.  By  Carl  Henry  Davis,  A.  B.,  M.  D. 
Associate  in  Obstetrics  and  Gynecology  Rush 
Medical  College;  Assistant  Attending  Obstetri- 
cian, Presbyterian  Hospital,  Chicago.  Cloth,  134 
Pp.  $1.00.  Forbes  & Co.,  Chicago. 

This  is  a practical  little  brochure  showing  the 
value  of  analgesia  in  childbirth  and  comparing 
scopolamin-morphin  with  nitrous-oxygen  analgesia 
to  the  great  advantage  in  safety  and  control  of  the 
latter.  The  greatest  cost  of  gas  anesthesia  in  the 
104  consecutive  cases  was  $6.00.  The  technic  is 
described  in  detail  and  can  be  carried  out  easily 


by  nurse  or  doctor  at  a cost  of  50  cents  to  one 
dollar  an  hour.  It  is  now  gas  analgesia  versus 
ether  anesthesia  and  the  former  is  apparently 
making  great  progress  in  obstetrics.  Winslow. 

The  Aftermath  of  Battle.  With  the  Red  Cross  in 
France.  By  Edward  D.  Toland;  with  a Preface 
by  Owen  Wister.  Cloth,  175  Pp.  The  MacMil- 
lan Co.,  New  York. 

This  is  a popular  book  describing  the  experi- 
ences of  a young  cultivated  American  who  crossed 
the  ocean  in  the  steerage  in  order  to  offer  his 
services  freely  to  France.  He  acted  in  every  sort 
of  capacity — largely  as  orderly  in  hospitals,  also 
as  chauffeur,  forager,  commissariat.  It  describes 
the  chaos  and  frightfulness  of  war  by  one  in  its 
midst  and  its  realism  is  so  great  that  Wister 
likens  it  to  Shakespeare,  the  Greek  tragedies  and 
the  Old  Testament.  Wister  believes  one  of  the 
effects  of  the  war  is  to  make  elemental  nature 
express  itself  in  untrained  writers  in  the  quality 
of  the  greatest  literature.  The  book  is  largely 
given  to  descriptions  of  war  pathology  which 
naturally  affect  the  lay  differently  from  the  pro- 
fessional mind.  Winslow. 

Bandaging.  By  A.  D.  Whiting,  M.  D.,  Instructor  in 
Surgery  at  the  University  of  Pennsylvania. 
12  mo.  of  151  pages,  with  117  original  illustra- 
tions. Philadelphia  and  London:  W.  B.  Saunders 
Company,  1915.  Cloth,  $1.25,  net. 

A well  illustrated  book  on  bandaging.  The  au- 
thor has  blackened  the  edges  of  the  bandages  so 
that  all  the  turns  and  reverses  are  well  brought 
out  in  the  photographs.  He  expresses  the  usual 
disgust  for  the  ubiquitous  gauze  bandage  which 
the  specialist  in  bandaging  always  displays  be- 
cause the  latter  makes  the  art  too  easy  and  sloppy. 
An  excellent  work  of  its  sort.  Winslow. 

Potters’  Compend  of  Human  Anatomy  Revised  by 
D.  Gregg  Metheny,  M.  D.,  L.  R.  C.  P.  and  S., 
L.  R.  P.  S.  Associate  in  Anatomy,  Jefferson 
Medical  College,  Philadelphia.  Eighth  Edition, 
139  Illustrations,  16  Plates.  428  Pp.  Cloth,  $1.50. 
P.  Blakiston’s  Son  & Co.,  Philadelphia. 

Who  of  us  are  not  familiar  with  the  brown  cov- 
er of  this  small  (now  not  so  small)  work  embody- 
ing the  immense  subject  of  human  anatomy,  and 
who  has  not  employed  it  with  mixed  pain  and 
satisfaction  in  preparation  for  a dreaded  “exam.” 
In  the  present  edition  it  has  been  wholly  re- 
written and  such  of  the  B.  N.  A.  nomenclature  is 
given  in  the  English  form  as  is  “likely  to  endure,” 
since  the  writer  is  rather  skeptical  of  the  su- 
periority of  the  latter  terms.  The  book  is  a val- 
uable aid  in  the  travail  of  the  most  difficult  sub- 
ject in  medicine.  Winslow. 

Infant  Health.  A Manual  for  District  Visitors, 
Nurses  and  Mothers.  By  J.  Cameron  Mac- 
Millan, Lecturer  Sick  Nursing,  Edinburgh,  etc. 
Cloth,  128  Pp.  75  cents.  Oxford  University 
Press,  London  and  New  York. 

This  book  is  written  for  popular  use  and  rec- 
ommended by  Dr.  Osier  as  containing  just  the 
needed  amount  of  health  information  for  the 
laiety.  It  is  more  suitable  for  the  “old  coimtry.  ’ 
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ORIGINAL  CONTRIBUTIONS 

THE  FRACTURE  PROBLEM.* 

By  C.  F.  Eikenbary,  M.  D.,  F.  A.  C.  S., 

SPOKANE,  WASH. 

Every  fracture,  no  matter  where  located  and 
no  matter  what  the  surroundings  of  the  case  may 
be,  is  a distinct  problem  unto  itself,  and  should 
be  so  treated.  Every  fracture,  no  matter  what 
the  circumstances  surrounding  the  case  may  be, 
has  in  it  all  the  ingredients  of  a malpractice  suit, 
and  should  be  so  treated.  Certainly  there  is  no 
class  of  cases  today  that  get  into  courts  so  often 
and  cause  us  to  lose  so  much  sleep  as  do  the  frac- 
ture cases. 

In  reviewing  my  own  results  in  the  treatment 
of  recent  fractures,  I find  too  many  results  that 
are  not  what  I would  desire.  Some  of  these  so- 
called  bad  results  are  quite  satisfactory  from  the 
standpoint  of  the  patient  and  not  to  me,  while 
others  are  fairly  pleasing  to  me  and  not  so  pleasing 
to  the  patient.  I hope  I have  reached  the  point 
in  life  where  I can  see  some  things  from  the  stand- 
point of  the  patient. 

Most  any  fracture,  even  under  the  most  careful 
and  skillful  treatment,  may  terminate  in  a crip- 
pling condition,  seriously  impairing  or  completely 

*Rcad  before  the  Third  Triennial  Meeting  of  State  Medical 
Associations  of  Idaho,  Oregon  and  Washington,  Lewiston,  Ida., 
Oct.  1.3-15,  1915. 


nullifying  a patient’s  earning  power  for  life. 
Therefore,  it  behooves  us  to  take  all  fractures  most 
seriously  and  to  treat  our  cases  as  we  would  if  a 
jury  of  twelve  good  men  were  looking  on  and 
passing  judgment;  as  seriously  as  we  would  if  it 
were  our  own  leg  or  arm  that  was  being  treated. 

The  universal  use  of  the  x-ray  has  changed  not 
only  our  ideas  as  to  what  constitutes  good  results, 
but  fortunately  or  unfortunately  it  has  changed 
our  patients’  ideas  as  well.  Our  patients  are  rap- 
idly reaching  the  point  where  they  demand  not 
only  that  good  union  be  secured  but  that  proper 
alignment  be  secured  as  well.  It  is  not  enough 
that  a fractured  femur  should  heal  so  as  to  bear 
one’s  weight.  Perfect  restoration  of  function 
should  be  our  aim,  and  perfect  restoration  of  func- 
tion means  practically  perfect  anatomic  align- 
ment. Lo.ss  of  function  bears  a direct  relationship 
to  the  variation  from  the  normal  anatomic  align- 
ment. Particularly  is  this  true  in  the  neighbor- 
hood of  a joint,  where  it  all  too  frequently  hap- 
pens that  normal  alignment  is  exceedingly  diffi- 
cult and  where  even  a slight  variation  from  the 
normal  often  means  a very  great  loss  of  function. 

We  have  said  that  function  bears  a direct  rela- 
tionship to  the  alignment,  in  other  words,  to  the 
contour  of  bone.  Inversely,  the  contour  as  well 
as  the  internal  architecture  of  bone  bears  a true 
relationship  to  function.  Any  changes  in  contour 
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mean  certain  definite  changes  in  function,  at  least 
changes  in  the  refinements  of  function,  and  like- 
wise any  changes  in  function  mean  definite  changes 
in  contour  and  internal  architecture.  It  is  not  by 
mere  chance  that  the  femur  bows  forward  and 
outward  or  that  the  ulna  and  radius  have  their 
characteristic  curves  or  that  the  clavicle  is  the 
shape  of  the  letter  F.  All  of  these  curves,  as  well 
as  the  internal  structure  of  bone,  are  arranged 
with  mathematical  exactness  to  bear  the  burden  of 
function,  and  planned  as  carefully  and  definitely 
as  is  the  most  delicate  piece,  of  machinery. 

Any  considerable  variation  from  the  normal 
means  a permanent  impairment  of  function,  and 
the  greater  the  variation  the  greater  the  impair- 
ment. In  time  the  changed  function  will  produce, 
according  to  the  law  of  Wolff,  changes  in  the  ex- 
ternal contour  and  the  internal  architecture  of 
bone,  and  again,  inversely,  these  changes  improve 
function.  But  then  the  element  of  time  is  a most 
important  one,  decidedly  so  in  the  life  of  an  adult, 
and  slightly  less  so  in  the  life  of  a child.  Let  me 
cite  two  examples: 

Case  1.  A.  B.,  three  years  ago  sustained  a 
fracture  of  tibia  and  fibula  in  the  upper  third. 
There  was  marked  over-riding  which,  under  an 
anesthetic  and  b}'  the  use  of  an  exceedingly  pow- 
erful traction  apparatus,  I was  not  able  to  entirely 
reduce.  Good  union  occurred.  Exactly  thirteen 
months  from  the  date  of  fracture  this  patient  was 
able  to  return  to  work.  He  has  almost  one-half 
inch  of  shortening,  dees  not  limp  and  experiences 
very  little  discomfort.  He  was  and  is  well  pleased 
with  the  result.  I am  not  particularly  displeased 
with  the  result,  but  I am  not  pleased  when  I stop 
to  think  that  it  took  thirteen  m.onths  to  get  him 
back  to  work.  A year  from  one’s  activities  is  too 
miuch  to  lose. 

Case  2.  J.  B.,  school  boy.  In  January,  1915, 
sustained  a fracture  of  the  femur  at  the  junction 
of  the  middle  and  lower  third.  There  was  marked 
over-riding.  Plating  operation  performed  the 
same  day.  Ten  days  later  this  boy  was  in  school, 
wearing  a long  plaster  spica.  Three  months  from 
date  of  injury  no  one  could  have  told  which  femur 
had  been  broken. 

Certainly  a wonderful  saving  of  time  in  the 
second  case,  as  compared  with  the  first,  and  neither 
are  unusual  examples.  If  I am  right  in  assuming 
that  perfect  anatomic  alignment  is  practically 
necessary  in  order  to  eventually  produce  perfect 
function,  then  let  us  consider  briefly  the  means  at 
our  disposal  for  securing  this  end. 

The  open  treatment  of  fractures  has  found 


many  advocates  during  the  past  few  years,  and 
probably  equally  as  many  able  men  have  come  to 
the  defense  of  the  closed  method.  It  would  seem 
to  the  writer  that  the  rational  course  would  be  to 
take  no  decided  stand  for  or  against  either.  Robert 
Jones,  of  Liverpool,  is  convinced  that  he  can  get 
perfectly  satisfactory  results  in  90  per  cent,  of 
cases  by  the  closed  method.  Anyone  who  can  get 
such  results,  certainly  is  not  justified  in  doing 
open  operation  in  many  cases.  Lane,  on  the  other 
hand,  is  inclined  to  do  an  open  operation  in  prac- 
tically all  cases.  Between  these  two  extremes 
there  should  be  a happy  medium  and  there  is. 
After  all,  the  circumstances  surrounding  the  case 
and  the  experience  of  the  individual  operator  must 
in  the  end  decide  the  question. 

IMy  own  plan,  provided  I can  control  the  surgi- 
cal situation,  is  to  operate  on  all  cases  of  fracture 
of  both  bones  of  the  leg  or  arm,  where  there  is 
over-riding,  or  of  the  single  bone  in  case  the  over- 
riding cannot  be  easily  reduced;  to  operate  on  prac- 
tically all  cases  of  fracture  of  the  femur  where 
there  is  over-riding.  The  same  may  be  said  of  the 
humerus.  It  is  hardly  necessary  to  say  that  I 
would  not  consider  operating  on  any  recent  frac- 
ture where  there  is  very  little  or  no  displacement. 
Colles’  fractures,  Pott’s  fractures,  fractures  of  the 
short  bones,  such  as  the  metacarpal,  fracture  of  the 
clavicle,  the  pelvis,  etc.,  certainly  can  with  some 
exceptions  be  better  treated  by  the  closed  method. 
In  fractures  of  the  petella  and  most  fractures  of 
the  olecranon  it  seems  to  the  writer  that  an  open 
operation  is  almost  imperative. 

The  open  operation  conveys  to  too  many  of  us 
the  idea  of  plating.  Many  fractures,  after  being 
reduced  by  the  open  method,  arc  securely  held  by 
the  interlocking  ends,  and  here  a plate  is  cer- 
tainly not  indicated.  I do  use  a steel  plate  in  some 
cases,  but  only  where  I feel  certain  that  the  ser- 
rated ends  or  a stay  suture  or  a bone  graft  will  not 
be  sufficient. 

A word  as  to  the  time  of  operating  on  recent 
fractures.  Custom  has  long  demanded  that  no 
open  operation  be  done  on  fractures  until  a week 
or  more  has  passed,  the  idea  being  that  infection 
is  less  apt  to  occur.  This  may  be  true  but  I have 
never  had  a reason  that  seemed  to  me  to  be  satis- 
factory and  my  personal  experience  would  not  lead 
me  to  believe  the  custom  to  be  well  founded.  If 
the  condition  of  the  skin  be  satisfactory  and  there 
are  no  contraindications,  it  is  my  custom  to  operate 
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at  once,  provided  operation  is  indicated  at  all.  By 
so  doing  we  avoid  a week  of  pain,  fibrosis  of  the 
muscles  is  less  marked,  shortening  is  much  more 
readily  overcome,  and  union  is  more  rapid.  After 
the  reduction  of  the  fracture  by  the  open  or  closed 
method,  I begin  massage  and  manipulation  as  soon 
as  possible — at  once  in  case  of  closed  and  in  a few 
days  in  cases  of  open  operation.  To  facilitate  this, 
it  is,  of  course,  necessary  to  use  a moulded  splint 
or  at  least  something  other  than  a circular  cast. 
I might  say  in  passing  that  the  massage  and  manip- 
ulation I perform  myself,  never  intrusting  it  to  the 
care  of  the  nurse  or  parent. 

The  time  to  operate  on  a compound  fracture  is 
still  a mooted  point.  Personally  I prefer  to  oper- 
ate at  once,  as  by  so  doing  we  immediately  secure 
perfect  alignment,  we  can  take  more  thorough 
steps  to  antisepticize  the  parts,  infection  is  less 
frequent,  and  even  in  the  case  of  mild  infection 
union  is  the  rule.  In  fact,  it  not  infrequently 
happens  that,  even  where  the  infection  is  quite 
severe,  union  is  obtained. 

The  ununited  fracture  presents  another  prob- 
lem, usually  requiring  another  treatment  radically 
different  from  anything  w’e  have  so  far  discussed. 
Here  we  need  bone  producing  elements.  A steel 
plate  is  certainly  contraindicatd.  The  bone  graft, 
preferably  taken  from  a point  above  or  below  the 
fracture,  is  here  the  ideal  treatment.  Not  only 
do  we  have  the  live  bone  graft  providing  new  bone, 
but  also  the  grooving  of  the  fractured  bone,  inci- 
dental to  the  removal  of  the  graft,  stimulates  the 
bone  to  produce  bone-forming  material.  With  the 
technic  properly  carried  out,  bone  grafting  should 
give  close  to  100  per  cent,  of  cures  of  ununited 
fractures.  Personally,  I usually  use  the  inlay 
method  after  the  plan  of  Albee.  The  intramedul- 
lary graft  as  used  by  Murphy  may  give  good  re- 
sults, but  it  seems  to  me  to  lack  the  mechanical 
exactness  of  the  inlay  and  to  be  less  scientific.  The 
inlay  places  periosteum  to  periosteum,  cortex  to 
cortex,  and  marrow  to  marrow  which  is  not  the 
case  with  the  intramedullary  graft. 

In  conclusion,  I wish  to  saj'’  that  operations  on 
fractures  require  a technic  far  beyond  that  required 
for  most  any  other  operation.  Perfect  asepis  is 
not  only  desirable  but  absolutely  imperative. 
Nothing  but  the  instruments  should  come  in  con- 
tact with  the  wound,  sponges  should  be  handled 
only  on  the  ends  of  instruments,  and  only  the 
operator  should  handle  the  instruments.  The  skin 
edges  should  be  covered  entirely  with  towels  held 


in  place  by  clips.  It  is  imperative  that  the  opera- 
tor who  contemplates  doing  open  work  on  frac- 
tures should  equip  himself  with  all  the  necessary 
bone  instruments,  and  there  are  many  of  them,  and 
not  trust  to  luck  to  get  through  with  just  the 
ordinary  equipment. 


A PLEA  FOR  CONSERVATIVE  TREAT- 
MENT OF  FRACTURES.* 

By  H.  Eugene  Allen,  M.  D.,  F.  A.  C.  S. 

SEATTLE,  WASH. 

During  the  past  eighteen  years  I have  had  occa- 
sion to  treat  several  hundred  fractures  and, 
although  I have  learned  something  from  this 
experience  and  profited  especially  by  my  mistakes, 
I still  approach  these  cases  fully  conscious  of  the 
responsibility  involved.  No  other  field  of  surgery 
calls  for  more  painstaking  care,  attention  to  de- 
tails and  the  exercise  of  good  surgical  judgment. 

The  burden  of  responsibility  is  increased  by  the 
attitude  of  the  laity  who  appreciate  none  of  the 
difficulties  to  be  met  and  overcome,  but  instead 
consider  the  treatment  of  a fracture  as  a very 
simple  affair  which  consists  of  “setting  the  bone” 
and  nature  does  the  rest.  If  shortening,  deformity 
or  impaired  usefulness  result,  the  blame  is  just  as 
easily  fixed.  “The  doctor  did  not  set  the  bone 
right.”  The  shyster  lawyer,  guided  by  this  simple 
doctrine  and  often  aided  and  abetted  by  some 
half-baked  doctor  who,  without  knowing  the  ini- 
tial conditions  and  difficulties,  bases  his  opinion  on 
the  end-result,  brings  the  malpractice  suit  that  is 
all  too  common  in  these  cases. 

The  advent  of  the  x-ray,  indispensable  as  it  is, 
has  not  been  an  unmixed  blessing.  It  not  only 
often  exaggerates  but  leads  the  patient  to  expect 
and  demand  an  anatomically  perfect  reduction. 
This  striving  for  an  anatomic  result  should  be  our 
aim  and  is  highly  commendable,  but  I fear  it  is 
driving  many  into  operative  procedures  that  are 
not  justifiable. 

There  are  many  fractures  that  will  require  oper- 
ation and  no  doubt  increasing  experience  and  the 
careful  study  of  end-results  will  increase  this  list, 
but  I wish  to  protest  against  the  indiscriminate 
operating  in  simple  fractures,  as  laid  down  by 
some  enthusiasts  in  their  teachings  and  writings. 
I believe  such  teaching  is  pernicious  in  the  ex- 
treme. Of  course,  these  distinguished  authors  are 
careful  to  lay  down  the  doctrine  that  such  opera- 

*Read  before  King  County  Medical  Society,  Seattle,  Wash., 
March  6,  1916. 
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tions  should  only  be  undertaken  by  those  espe- 
cially skilled  in  bone  surgery  and  amidst  perfect 
aseptic  surroundings.  That  may  be  taken  as  sound 
doctrine  as  well  as  a bid  for  business. 

What  these  able  writers  overlook  is  that  every 
doctor  treats  fractures  and  that  few  of  them  ever 
even  call  in  consultation  a surgeon  who  has  had 
unusual  experience  in  that  line.  Furthermore,  in 
these  days  w'hen  everybody  does  surgery,  what 
more  natural  than  for  each  doctor  to  operate  on 
his  own  fractures  cases.  Many  surgeons  rush  into 
an  open  operation  for  fractures  who  have  no  idea 
of  the  difficulties  and  dangers  involved,  yet  I can 
assure  you  that  the  ordinary  appendectomy,  gall- 
bladder case  or  gastroenterostomy  are  simple  little 
procedures  by  comparison. 

I heard  Mr.  Lane  say  that  he  never  had  infec- 
tions in  his  cases,  due  to  his  special  technic,  and 
it  may  well  be  true,  but  I know  a doctor  in  this 
state  who,  dazzled  by  such  brilliant  results,  came 
home  and  plated  the  next  three  cases  of  fracture 
of  the  femur  that  came  to  him,  and  all  three  died, 
one  of  shock,  one  of  sepsis  and  one  with  brain 
embolism. 

There  is  a farmer  in  Eastern  Washington  who 
sustained  an  oblique  fracture  of  both  bones  of  the 
leg  with  slight  over-riding  that  a little  traction 
would  probably  have  corrected  but,  even  if  it  had 
not  been  corrected,  he  should  have  been  following 
his  plow  with  a slight  limp  in  four  months.  In- 
stead, he  is  on  crutches  after  eighteen  months, 
dangling  a non-union,  because  some  doctor  sought 
an  anatomic  reduction  by  open  operation  and  got 
instead  an  infection  with  sloughing  of  six  inches 
of  periostium  and  necrosis  of  a large  part  of  one 
of  the  fragments. 

In  passing  let  me  briefly  mention  a case  that 
illustrates  some  important  points  both  as  regards 
indications  for  and  the  time  of  operation. 

A young  man  of  twenty-three  fell  from  a rail- 
road bridge  sixty  feet  to  the  rocks  below  and  frac- 
tured the  femur  at  about  the  junction  of  the  lower 
and  middle  third.  X-ray  pictures  showed  the 
fragments  in  about  the  position  shown  in  illustra- 
tion, taken  with  the  leg  in  a Hodgen  splint  with 
the  extension  applied.  Three  attempts  under  ether 
were  made  to  reduce  the  fracture,  but  each  time 
the  plates  showed  the  fragments  in  the  same  posi- 
tion. Every  manipulation  that  I ever  heard  of  I 
used  and,  in  spite  of  the  perfect  relaxation,  my 
efforts  were  of  no  avail. 

Owing  to  repeated  attempts  and  the  failure  of 
two  x-ray  plates,  the  fracture  was  twenty  days 


old  before  I operated.  To  one  who  has  never 
seen  the  results  of  Nature’s  heroic  attempts  to 
repair  such  an  injury  my  advice  is  do  not  let  your 
idle  curiosity  inveigle  you  into  an  open  operation 
for  fracture  during  the  third  week.  Somewhere 
within  a mass  of  callus  and  newly  forming  bone, 
larger  than  my  two  fists,  were  buried  the  ends  of 
the  two  fragments.  By  the  time  I had  dug  and 
chiseled,  scraped  and  torn  them  from  their  bed 
and  approximated  the  ends,  preparatory  to  plating, 
my  youth  had  fallen  from  me  like  a mantle.  The 
admirable  technic  of  Mr.  Lane  became  a dim 
memory  and  I had  both  hands  in  the  wound. 

The  inevitable  infection  followed,  not  an  ordi- 
nary controllable  local  infection,  but  a terrible 
general  infection  with  apparent  involvement  of 
every  joint  in  his  body  and  with  life  hanging  in 
the  balance  for  four  weeks.  Then  followed  the 
slow  recovery  through  the  months,  with  the  agony 
involved  in  attempts  to  restore  motion  to  the 
stiffened  joints. 

When  recovered  sufficiently  to  use  a wheel 
chair  he  returned  to  his  Kentucky  home  with  his 
father.  Recently  I have  been  informed  he  had  two 
operations  on  account  of  non-union,  following  the 
second  of  which  he  died.  That  ending  is  sad 
enough  but  how  much  worse,  had  I entered  on 
that  operation  with  no  clearer  indication  than  an 
attempt  at  a perfect  anatomic  restoration. 

Since  that  time  I have  had  to  operate  on  four 
such  fractures  because,  in  spite  of  at  least  two 
attempts  under  ether  in  each  case,  I have  never 
succeeded  in  reducing  this  form  of  fracture  of  the 
femur.  In  three  of  them  there  was  no  crepitation 
during  the  forcible  manipulations  and  the  open 
operation  later  confirmed  the  diagnosis  of  inter- 
position of  muscle  and  fascia. 

Much  has  been  written  during  the  past  few 
years,  advocating  the  open  operation  for  simple 
fractures,  solely  to  bring  about  anatomic  restora- 
tion of  the  parts.  I believe  such  teachings  are 
often  based  on  the  brilliant  results  of  a few  opera- 
tive cases  and  a limited  experience  in  non-operative 
treatment.  The  dangers,  the  mortality  rate  and 
the  bad  results  of  operative  treatment  are  glossed 
over  as  a rule  or  often  not  mentioned.  I cannot 
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too  strongly  protest  against  considering  anatomic 
restoration  of  the  parts  as  an  indication  for  opera- 
tion. There  is  room  for  much  improvement  in 
the  results  following  non-operative  treatment,  but 
a better  understanding  of  the  problems  involved, 
a little  more  patience  and  thought  and  attention 
to  details,  and  the  occasional  application  of  a little 
mechanical  ingenuity,  will  serve  to  bring  about 
this  improvement. 

Too  prolonged  immobilization  with  neglect  of 
massage  and  passive  motion,  etc.,  is  often  the  cause 
of  prolonged  disability  and  even  some  permanent 
impairment  of  function.  A knowledge  of  what 
nature  will  do  in  restoring  the  function  of  a limb, 
even  where  the  reduction  is  far  from  perfect,  will 
save  many  cases  from  unnecessary  operation.  Un- 
fortunately this  knowledge  cannot  be  obtained 
from  books.  It  can  come  only  with  experience. 

In  this  connection  let  me  lay  down  a rule.  The 
proper  alignment  of  the  fragments  is  much  more 
important  than  their  edge  to  edge  approximation. 
You  may  often  safely  ignore  an  overlapping  or  a 
considerable  lateral  displacement,  if  the  alignment 
be  correct.  Nature  will  round  off  the  corners 
and  edges.  She  will  tolerate  and  compensate 
slight  degrees  of  shortening  and  the  muscles  will 
play  smoothly  across  the  spindle  thickening  that 
will  be  left  in  the  bone,  if  the  line  be  kept  true 
and  their  pull  exerted  parallel  to  the  bone.  But 
the  muscles  will  not  tolerate  angulation  of  the 
fragments.  They  will  not  pull  around  a corner 
without  protesting  through  pain  and  weakness.  In 
weight  bearing  parts  the  effect  of  improper  align- 
ment on  the  neighboring  joints  is  often  deplor- 
able. 

I have  seen  operations  performed  on  transverse 
fractures  of  the  femur  and  tibia  when  the  align- 
ment was  perfect  and  there  was  two-thirds  contact 
of  the  fragments.  There  is  no  excuse  for  such 
interference.  The  functional  results  would  have 
been  perfect  and  the  patients  should  not  have  been 
subjected  to  the  risks  involved  in  a serious  opera- 
tion. I have  seen  perfect  functional  results  in  a 
fractured  femur  where  the  contact  was  not  more 
than  one-third. 

There  is  a progressive  depreciation  in  the  func- 
tional result  as  the  age  advances  and  this  must  be 
taken  into  consideration  when  deciding  on  opera- 
tion. On  the  other  hand,  I do  not  wish  to  convey 
the  idea  that  operative  measures  should  be  reserved 


for  the  cases  where  other  methods  have  failed. 
That  is  not  fair  to  the  operative  method,  for  it 
is  well  known  that  the  results  of  secondary  com- 
pare very  unfavorably  with  those  of  immediate 
operations.  Form  your  judgment  as  to  the  neces- 
sity for  operation  on  the  large  bones  before  the 
tenth  or  twelfth  day,  and  on  the  smaller  bones 
before  the  sixth  to  eighth,  if  possible. 

Failure  to  reduce  even  the  simplest  type  of 
fracture  may  occur  to  the  most  experienced  sur- 
geon. The  x-ray  will  tell  him  of  his  failure  and 
then  he  should  operate.  The  fractures  that  will 
most  frequently  require  interference  are  those  of 
the  long  bones,  espcially  the  femur,  the  bones  of 
the  forearm  and  fractures  involving  joints.  Very 
accurate  reduction  of  fractures  of  both  bones  of 
the  forearm  is  necessary  to  preserve  pronation  and 
supination,  and  unfortunately  it  is  extremely  diffi- 
cult to  attain. 

Other  indications  for  operation  that  are  con- 
ceded by  almost  every  surgeon  today  are  the  opera- 
tions in  old  fractures  for  non-union  and  deformity. 
In  non-union  some  form  of  bone  splint,"  such  as 
Albee’s  inlay  graft  or  Murphy’s  intramedullary 
splint,  should  be  used.  The  Lane  plate  is  worse 
than  useless  in  these  cases.  In  old  deformity  cases 
too  much  force  in  stretching  the  tissues  of  a short- 
ened limb  to  their  original  length  must  be  avoided. 
Better  shorten  the  limb  than  rupture  an  artery 
or  have  3"our  patient  die  from  shock. 

Fractures  of  the  patella  and  olecranon,  with 
wide  separation  of  fragrhents,  should  be  operated 
on.  The  so-called  fracture  dislocations,  as  of  the 
head  of  the  humerus  with  fracture  through  the 
surgical  neck,  will  almost  invariably  have  to  be 
operated  on. 

Speaking  generally,  the  broad  indication  for 
operation  in  recent  closed  fractures  is  the  inability 
to  bring  the  fragments  into  such  apposition  and 
alignment  that  good  functional  results  will  follow 
in  a reasonable  time.  Each  individual  case  has  to 
be  judged  on  its  merits  and  not  only  the  condition 
of  the  bone,  but  the  general  condition  of  the  pa- 
tient, his  station  in  life  and  the  duties  required  of 
him,  and  his  powers  of  resistance  should  all  enter 
into  the  judgment. 

The  4th  annual  report  of  the  Industrial  Insur- 
ance Commission  of  the  state  of  Washington  gives 
some  interesting  statistics,  as  shown  in  the  follow- 
ing table : 
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Statistics  for  1915  are  also  given  but  have  not 
been  included  in  these  averages,  chiefly  because 
there  are  fewer  cases  and  fewer  operations  in  pro- 
portion. Furthermore,  I believe  they  are  less 
valuable  regarding  weeks  disability  and  permanent 
partial  disability,  because  both  of  these  are  greatly 
increased,  probably  due  to  the  pressure  of  hard 
times  and  scarcity  of  work  having  a tendency  to 
cause  the  injured  workman  to  claim  longer  disa- 
bility periods  and  greater  awards.  The  1915 
statistics  do,  however,  show  one  important  thing. 
The  surgeons  of  the  state  of  Washington  are  be- 
coming more  conservative  about  operating  on  frac- 
tures. 

Scudder,  in  his  last  edition  of  the  treatment  of 
fractures,  has  this  to  say:  “Anatomic  results  are 

ideal  and  theoretically  desirable.  Practically  they 
are  often  unessential.  The  ideal  treatment  may 
not  be  the  most  expedient.  Operation  is  often 
contraindicated,  because  it  is  unnecessaiy.  It  must 
be  remembered  that  the  results  of  operative  treat- 
ment may  not  be  more  satisfactory  than  are  the 
results  of  non-operative  treatment.” 

In  conclusion,  I wish  to  emphasize  the  broad  gen- 
eral principles  that  the  deficiencies  in  non-operative 
treatment,  which  unquestionably  do  exist,  should 
be  remedied  not  by  operating  more  frequently,  but 
by  applying  more  carefully  the  fundamental  prin- 
ciples recognized  as  basic  in  the  non-operative 
treatment,  namely,  reduction  under  general  anes- 
thesia, traction  and  countertraction,  the  recognition 
and  application  of  anatomic  knowledge,  study  of 
x-rays,  massage  and  the  care  of  adjacent  joints, 
thus  ultimately  improving  functional  results. 


FRACTURE  RECORDS,  A NATIONAL 
EFFORT  TOWARDS  STANDARD- 
IZATION.* 

By  Thos.  W.  Huntington,  M.  D.,  F.  A.  C.  S., 

SAN  FRANCISCO,  CAL. 

Recent  legislation,  both  national  and  state, 
providing  for  industrial  insurance  and  employer’s 
liability,  has  a distinct  and  important  bearing  upon 
fracture  treatment.  No  other  class  of  injuries 
presents  so  many  phases  which  subject  the  person 
in  charge  and  the  result  attained  to  so  sharp 
criticism.  As  a consequence,  an  abrupt  and  im- 
perative demand  for  clearly  defined  and  fully  rec- 
ognized standards  has  been  imposed  upon  all  who 
are,  directly  or  indirectly,  responsible  for  fracture 
treatment  and  end-results. 

It  may  be  truthfully  stated  that  our  knowledge 
of  end-results,  as  related  to  fractures,  is  an  un- 
known quantity.  This  admission,  though  humil- 
iating, is,  nevertheless,  beyond  question  and  in  no 
other  department  of  surgery  does  this  condition 
prevail.  Individual  statistics,  based  almost  en- 
tirely upon  fracture  status  at  the  termination  of 
treatment,  that  is,  at  the  time  of  the  patient’s 
discharge,  are  far  from  complete  or  satisfactory. 
Very  rarely  have  cases  been  traced  beyond  this 
period. 

With  few  exceptions,  surgeons  have  neglected 
to  perfect  their  records  upon  the  following  essen- 
tial points:  exact  description  of  initial  lesion, 
period  of  hospital  residence,  time  interval  between 
injury  and  resumption  of  work,  degree  of  perma- 
nent deformity  and  loss  of  function. 

As  a rule,  favorite  methods  of  treatment  have 
found  justification  when  union  has  taken  place 
and  the  patient  has  been  discharged.  Later  -and 
most  essential  details  are  rarely  available.  I am 
of  the  opinion  that  the  real  merit  of  various 
methods  and  policies  must  await  final  adjudica- 
tion until  a very  large  number  of  fractures  have 
been  observed  for  a period  of  from  one  to  three 
years.  This  will  involve  such  an  outlay  of  time 
and  effort  as  will  rarely  be  incurred  by  indi- 
viduals, and  such  investigation  can  only  be  effi- 
ciently carried  out  by  social  service  organizations 
which  command  the  time  of  men,  specially  quali- 
fied for  critical  analysis. 

Furthermore,  we  are  confronted  by  this  vital 
consideration,  that  in  each  individual  fracture  its 
mechanism  and  primary  status  are  widely  variable 

*Read  before  the  Twenty-first  Annual  Meeting  of  Utah  State 
Medical  Association,  Salt  Lake  City,  Utah,  Sept.  28-29,  1915. 
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factors  as  influencing  end-results  or  determining 
the  value  of  a particular  method  of  treatment. 
The  designation  “fracture  of  the  humerus”,  “fore- 
arm”, “femur”  or  “leg”  in  the  tabulation  of  a 
series  of  fractures  is  vague  and  indeterminate,  in 
the  absence  of  full  details  as  to  the  peculiar  fea- 
tures of  each  fracture.  Similar  comment  applies  to 
the  classification  “open”,  “closed”,  “comminuted” 
and  “joint  fracture”,  and  deductions  from  indis- 
criminate classification  are  inherentlj^  misleading 
and  of  little  scientific  value. 

“All  surgeons”,  says  John  B.  Walker,  “must 
admit  the  necessity  of  collecting  data  for  future 
guidance  in  giving  the  best  prognosis  and  treat- 
ment. But  it  is  possible  to  make  this  material  of 
value  only  by  carefully  classifying  and  correctly 
collating  large  numbers  of  cases,  so  that  we  can 
find  the  normal  average  duration  of  disability 
which  is  our  best  guide  for  treatment  in  a given 
type  of  case.  In  our  previous  attempts  to  do  this 
we  have  become  more  and  more  dissatisfied  with 
present  statistics,  for  our  judgment  tells  us  that 
the  majority  of  statistics  are  incorrect.” 

Since  the  foregoing  was  written.  Dr.  Harold 
Brunn,  of  San  Francisco,  in  a personal  communi- 
cation, makes  the  following  confirmatory  com- 
ment: “I  have  attempted  to  follow  your  scheme 

in  the  analysis  in  a series  of  63  fractures,  occur- 
ring in  the  City  and  County  Hospital,  of  San 
Francisco,  and  I find  this  to  be  almost  impossible 
without  giving  an  erroneous  impression  of  our 
statistics,  for  the  following  reasons:  First,  his- 

tories are  frequently  incomplete,  and  essential  data 
are  wanting;  second,  the  class  of  cases  we  have 
dealt  with  are  frequently  old  and  arthritic,  or  suf- 
fering from  a complication  of  diseases;  third,  our 
patients  usually  are  without  means  or  refuge,  and 
their  hospital  residence  is  measured  by  their  ability 
to  perform  manual  labor  after  dismissal.” 

Dr.  Chas.  G.  Levison,  of  San  Francisco,  in  a 
personal  communication,  says : “After  going  over 

my  fracture  histories,  I am  unable  satisfactorily  to 
furnish  data  as  to  hospital  residence,  period  of 
convalescence  and  degree  of  impaired  function. 
This  is  usual  in  hospitals  which  have  not  developed 
the  social  service  system.” 

It  is  an  aphorism  that  nearly  every  fracture 
embodies  a potential  loss  of  function  and  deform- 
ity. Consequently,  it  is  fundamental  that  analyses 
of  end-results,  as  related  to  types  of  fracture  or 
special  methods  of  treatment,  must  reckon  not 
only  with  the  bone  or  bones  involved,  but  with  the 


peculiar  mechanism  of  small  groups  of  each  type. 
This  involves  a study  of  the  following  collateral 
data: 

(1)  The  personal  equation  of  the  patient;  age, 
social  and  physical  condition. 

(2)  The  bone  lesion,  whether  single  or  mul- 
tiple, relation  to  joint  structures,  direction  of 
fracture  lines  and  coexisting  comminutions. 

(3)  Trauma  of  soft  parts,  skin  muscles,  blood 
vessels  and  nerve  trunks. 

(4)  The  special  method  used  and,  in  opera- 
tive cases,  the  fixation  material  employed. 

Revival  of  interest  in  this  department  of  surgery 
in  recent  years  has  led  to  a keen  appreciation  of 
the  tremendous  importance  of  the  subject.  Sur- 
geons realize  that  conventional  methods  of  what- 
ever type  do  not  satisfy  the  exactions  of  the  patient 
or  the  courts.  Each  step,  in  the  development  of 
the  subject,  has  suggested  new  and  interesting 
problems  in  the  associated  sciences,  biology,  me- 
chanics, economics  and  sociology.  Each  of  these 
interests  has  challenged  consideration  and  each  has 
stimulated  human  endeavor. 

Mankind  has  learned  to  think  in  similar  terms 
and  has  arrived  at  a finer  sense  of  proportion. 
Precision  has  become  the  genius  of  performance, 
and  values  are  expressed,  not  in  vague  generalities, 
but  in  equations.  Indifferent  and  arbitrary  stand- 
ards are  no  longer  accepted  as  a yard  stick,  nor 
do  they  serve  as  a refuge.  “Bony  union,”  once 
the  surgeon’s  shibboleth,  in  the  presence  of  obvious 
defects,  such  as  discomfort,  lowered  efficiency  or 
loss  of  function,  is  no  longer  an  achievement. 
Briefly,  clinical  and  sociologic  results  must  be 
closely  correlated.”* 

In  1914,  the  American  Surgical  Association 
appointed  a special  “Committee  on  Fracture  Treat- 
ment”, of  which,  W.  L.  Estes,  of  Bethlehem,  Pa., 
was  the  chairman. 

This  committee  has  been  continued  from  year 
to  year,  and  is  now  earnestly  endeavoring  to  per- 
fect the  work  entrusted  to  it.  This  committee, 
at  the  last  meeting  of  the  American  Surgical 
Association,  recommended  a plan  whereby  exact 
knowledge  of  the  subject  may  be  obtained  from 
surgeons  and  hospitals. 

From  the  foregoing  statement  it  is  obvious  that 
only  meagre  data  were  hitherto  available.  In 
furtherance  of  this  undertaking,  the  committee  has 
formulated : 

‘“Review  of  Fracture  Literature.”  Thos.  W.  Huntington, 
M.  D.  Annals  of  Surgery,  September,  1915. 
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First,  a “Schedule  of  Fractures”  which  will  be 
recorded  as  a classification  standard  throughout 
this  country  as  follows: 

AMERICAN  SURGICAL  ASSOCIATION. 


Schedule  of  Fractures. 


HUMERUS— 

a.  Anatomical  neck 

b.  Separated  upper  ephiphysis  (with  or  without 
fracture) 

c.  Fracture  of  tuberosity 

d.  Fracture  of  surgical  neck 

e.  Fracture  of  shaft 

f.  Supracondylar  fracture 

g.  Internal  condyle;  external  condyle;  capitellum 
RADIUS— 

a.  Head  and  neck 

b.  Shaft 

c.  Lower  end  (not  Colles’s) 

ULNA— 

a.  Olecranon 

b.  Shaft 

c.  Lower  end 

GOOD 

General  Results:  Anatomical 


RADIUS  AND  ULNA— 

a.  Shafts  of  both  bones 

b.  Colles’s 

FEMUR— 

a.  Neck,  through  the 

b.  Neck,  base  of  the 

c.  Trochanteric 

d.  Upper  third 

e.  Middle  third 

f.  Lower  third 

g.  Supracondylar 

h.  Involving  knee  joint 
TIBIA— 

a.  Involving  knee  joint 

b.  Shaft 

c.  Internal  malleolus 
FIBULA— 

a.  Shaft 

TIBIA  AND  FIBULA— 

a.  Shafts 

b.  Pott’s 

Second,  an  “Inquiry  Form  for  Fractures”  which 
will  serve  as  a record  sheet  in  dealing  with  all 
fractures  of  long  bones  as  follows: 


MODERATE 

Functional 


BAD 


1. 

3. 

7. 

9. 

11. 

12. 

13. 

14. 

15. 

16. 


18. 

19. 


20. 

21. 

22. 


23. 


24. 

25. 

26. 

27. 

28. 


AMERICAN  SURGICAL  ASSOCIATION. 

Inquiry  Form  for  Fractures. 

Bone  2.  Site — Neck....  Upper....  Middle....  Lower  3d.... 

Condyle....  Involving  joint 

Name  4.  Sex — M....  F....  5.  Age....  6.  Occupation 

Time  fracture  occurred — Date Hour 8.  Hospital  entered — Date 

Hour 

First  treatment  date Hour 10.  Cause  of  fracture 

Kind  of  fracture — Oblique....  Transverse....  Spiral....  Impacted....  Comminuted....  Simple.... 
Compound 

Was  there  serious  injury  to  soft  parts — Skin — ^Yes....  No....  Muscles — Yes....  No....  Vessels 
— Yes....  No....  Nerves— Yes. .. . No.... 

Reduction:  How  many  hours  elapsed  after  accident  before  reduction? 

Was  anatomical  reposition  of  fragments  obtained?  Yes....  No 

Anaesthetics  used:  Yes....  No Ether Gas 

Fixation:  Closed  Method. 


Position,  Hyperflexion full  supination  17. 

abduction 

Splints  

Plaster  of  Paris 

Traction — Bucks....  Jones Hodgen 

Bardenheuer 

Steinman  

Amount  of  weight  used 


■ Open  Method. 

Was  non-operative  treatment  tried  flrst 

How  long  after  injury  was  operation  per- 
formed   

Was  open  reduction  alone  performed 

What  form  of  internal  fixation  used — Steel 
Plates....  Wire....  Nails....  Screws'.... 

Bone  transplants  

Was  it  later  necessary  to  remove  fixation  ma- 
terials   


Shortening  at  flrst  examination cm.  When  all  apparatus  removed cm.  Date 

When  discharged  from  hospital ...  .cm.  Date At  last  observation ....  cm.  Date 

X-Ray — Yes. ...  No. . . . First  finding  on  the. . . .day  before; ...  .on  the. . . .day  after  reduction.  Frag- 
ments Displayed — Slightly....  Markedly Fair  apposition — Yes....  No....  Anatomical — Yes.... 

No....  Overriding cm.  Rotation — Yes....  No....  At  last  finding  on  the day 

Overriding cm.  Apposition  Fair — Yes....  No....  Anatomical — Yes....  No.... 

How  long  confined  in  bed? How  long  in  Hospital? 

How  long  did  patient  use  crutches? Cane? 

Results:  Final  examinations  made weeks months  after  injury.  Union  bony....  fibrous 

....  Non-union. . . . 

Disability — Partial....  Complete....  Estimated  by  deformity Shortening Angulation.... 

Swelling  of  soft  parts....  Pain....  Nerve  involvement Interference  with  joint  function 

Endurance  

Mortality — Age  of  patient Main  cause  of  death 

Duration  of  absence  from  work weeks months 

Is  patient  fully  able  to  take  his  former  job? 

Present  wage  earning  capacity  compared  with  former  

Compensation  under  insurance,  legislative  act  or  legal  process  obtained — Yes....  No....  Expected 
— Yes. . . . No. . . . 
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At  the  close  of  Dr,  Estes’  recent  report,  he 
makes  the  following  statement:  “The  first  step 
in  the  betterment  of  practice  is  the  study  of  results 
achieved  by  present  day  methods.  An  adequate 
study  is  impossible  without  adequate  records.” 

The  committee  strongly  urges  the  American 
Surgical  Association  to  set  its  seal  of  approval 
upon  the  standard  form  of  record  submitted  by 
the  committee,  and  further  to  petition  the  Ameri- 
can Medical  Association  to  do  the  same.  The 
committee  also  urges  each  member  of  this  associa- 
tion faithfully  to  keep  these  records  in  his  practice 
and  to  see  that  they  are  kept  in  the  hospitals  to 
which  he  is  attached. 

The  committee  further  recommends  that  a copy 
of  the  approved  form  be  sent  to  all  corporations 
within  the  United  States  of  sufficient  importance 
to  have  their  own  relief  organizations  or  medical 
service  or  both ; to  all  accident  insurance  com- 
panies to  be  embodied  and  incorporated  in  the 
papers  given  to  the  insured,  with  the  requirement 
that  they  be  filled  at  the  time  of  an  accident  in- 
volving fracture;  to  all  hospital  boards  with  the 
request  that  these  records  be  made  a part  of  the 
routine  records  of  fracture  patients,  pointing  out 
that  thus  not  only  are  the  hospital  and  its  surgeons 
protected  in  case  of  litigation,  but  that  most  valu- 
able material  is  being  collected  to  serve  for  attain- 
ing better  results  in  the  treatment  of  fractures. 

As  a member  of  this  committee,  there  has  been 
entrusted  to  me  the  task  of  interesting  surgeons, 
hospitals,  corporations,  accident  insurance  com- 
panies and  employers’  liability  commissions, 
throughout  the  Pacific  Coast,  in  this  subject  and 
earnestly  soliciting  their  co-operation. 

The  subject  will  be  presented  to  the  California 
State  Medical  Association  at  its  next  meeting,  and 
to  the  various  county  societies  of  California;  also, 
to  the  medical  societies  of  all  the  Pacific  Coast 
states  and,  as  far  as  possible,  to  the  county  societies 
of  said  states,  with  an  earnest  appeal  to  those 
bodies  to  further  the  efforts  of  this  committee. 

The  same  procedure  will  be  adopted  throughout 
the  country  by  other  members  of  the  committee. 
In  this  way  we  may  hope  that,  in  from  two  to 
five  years,  we  shall  have  an  accumulation  of  evi- 
dence which  is  complete  and  accurate,  from  whence 
deductions  which  are  of  tremendous  importance 
may  be  drawn. 

Finally,  I recommend  that  the  schedule  of  frac- 
tures and  inquiry  form  for  fractures,  designated 
as  authorized  by  the  American  Surgical  Associa- 
tion, be  adopted  and  made  official  by  this  asso- 
ciation. 


PRENATAL  CARE.* 

By  A.  N.  Creadick,  M.  D. 

PORTLAND,  ore. 

There  has  appeared  lately  a publication  of  the 
Children’s  Bureau,  U.  S.  Department  of  Labor, 
on  “Prenatal  Care”.  The  Oregon  State  Board 
of  Health  has  prepared  a similar  brochure,  “The 
Hygiene  of  Pregnancy.”  All  modern  authors, 
writing  texts  on  the  conduct  of  pregnancy,  labor 
and  the  puerperium,  devote  more  space  to  the 
prevention  of  complications  that  ordinarily  arise 
during  pregnancy  and  emphasize  the  need  of  preg- 
nant women  choosing  and  consulting  a physician 
earlier  in  pregnancy  now  than  formerly.  Despite 
these  facts  the  busy  practitioner  books  the  prospec- 
tive confinement  case,  examines  the  urine  once  a 
month  and  awaits  the  call  to  the  case,  incidentally 
hoping  that  the  nurse  retained  on  the  case  is  intel- 
ligent enough  not  to  call  the  physician  too  soon. 

In  a hasty  resume  of  my  obstetric  cases  made 
for  the  purposes  of  this  paper,  it  was  obvious  that 
there  was  less  to  annoy,  fewer  avoidable  compli- 
cations, more  concerted  effort  on  the  part  of  the 
doctor  and  patient,  due  to  a better  understanding 
of  one  another’s  personality  in  those  cases  whose 
care  had  covered  a large  part  or  all  of  the  period 
of  pregnancy,  as  contrasted  with  those  referred 
to  me  by  doctors  who  do  not  practice  obstetrics, 
where  I was  called  when  the  patient  was  already 
in  labor. 

Mauriceau  says,  “Pregnancy  is  a disease  of  nine 
months  duration.”  Hirst  states  “Obstetrics  . . . 
includes  a study  of  the  physiology  and  pathology 
of  conception,  gestation,  parturition  and  the  puer- 
perium, with  all  the  complications  and  pathologic 
consequences  of  the  child-bearing  act  at  all  pe- 
riods. It  embraces,  therefore,  a study  of  all  the 
diseases  peculiar  to  women.” 

During  the  course  of  pregnancy  every  physio- 
logic function  of  the  woman  is  affected  and, 
conversely,  every  medical  and  surgical  condition 
reacts  on  the  fetus.  The  fetus  has  an  independent 
physiology  and  pathology  of  its  own.  The  spe- 
cialties of  internal  medicine,  surgery,  pediatrics 
and  obstetrics  are  interdependent.  The  obstetri- 
cian is  not  a midwife,  caring  only  for  actual  births. 
His  duty  is  to  prevent  or  treat  all  the  diseases 
and  accidents  that  have  to  do  with  the  reproduc- 
tive function. 

De  Lee  says,  “Nowhere  can  the  physician 


•Read  before  the  Forty-first  Annual  Meeting  of  Oregon  State 
Medical  Association,  Portland,  Ore.,  Sept.  9-10,  1915. 
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accomplish  so  much,  both  in  prevention  of  disease 
and  accidents  and  in  treatment  and  operations  as 
in  obstetrics.” 

There  is  one  death  in  the  city  of  Portland 
directly  attributed  to  pregnancy  or  parturition  for 
every  130  births.  (Statistical  reports  City  Health 
Office  in  1914,  29:  3,950;  first  six  months  in 
1915,  14:  1,916). 

It  is  estimated  that  annually  20,000  women  in 
the  United  States  die  as  a result  of  direct  or 
indirect  accidents  of  pregnancy,  labor  and  the 
puerperal  state. 

If  these  statements  by  eminent  men  and  figures 
which  I have  compiled  cannot  impress  on  your 
minds  the  responsibility  of  the  accoucher,  nothing 
will.  I will  not  advance  any  strange  ideas  in  this 
paper.  I wish  to  impress  upon  all  the  need  for 
strict  attention  to  detail. 

To  establish  some  routine  which  will  aid  the 
doctor  and  the  prospective  mother  to  avoid  some 
of  the  dangers  of  the  period,  I have  prepared  an 
outline  and  a set  of  rules  which  I wish  to  read 
in  their  order  and  elaborate  as  I read : Personal 

hygiene,  diet  and  quantity  of  food,  mouth  and 
teeth,  bowels,  kidneys,  exercise,  fresh  air  and  venti- 
lation, clothing,  care  of  the  skin,  condition  of  the 
breasts. 

By  far  the  commonest  source  of  trouble  arises 
from  indiscretions  in  diet.  The  gratifying  of  the 
ravenous  appetite  is  fraught  with  more  danger 
than  the  gratifying  of  the  whimsical  one.  The 
food  of  a woman  during  pregnancy  need  not  differ 
in  variety  from  that  to  which  she  was  accustomed, 
provided  her  diet  before  she  became  pregnant  was 
chosen  with  care  and  with  an  eye  to  its  suit- 
ability. Any  article  of  food  which  causes  distress 
because  of  indigestion  should  be  avoided  reli- 
giously. The  light  laxative  diet  of  normal  indi- 
viduals who  have  given  thought  to  the  matter  is 
sufficient  and  will  scarcely  of  itself  cause  too 
heavy  a burden  on  the  emunctory  organs.  An 
ideal  diet  limits  meat  (including  eggs  and  fish) 
to  once  daily,  increases  quantity  of  liquid  food 
and  generous  amount  of  green  vegetables  and 
fruits.  Practising  in  cities  and  towns  I should 
limit  the  amount  of  fresh  fruits  such  as  peaches, 
plums,  pears,  etc.,  on  account  of  the  danger  of 
their  unripe,  overripe  or  unclean  condition.  Too 
much  emphasis  cannot  be  put  upon  the  advantage 
of  the  leguminous  vegetables. 

Such  generalities  on  the  subject  of  diet  are  use- 


less to  the  average  patient.  Each  physician  should 
prepare  an  outline,  prescribing  the  food,  the  hours, 
and  mentioning  specifically  the  proscribed  articles 
of  diet.  The  truth  of  the  matter  is  that  the  usual 
diet  slips,  stating  food  allowed  so  and  so  and 
articles  forbidden  so  and  so,  are  useless  because 
not  followed  intelligently.  It  is  true  that  two  to 
three  quarts  of  liquid  should  be  ingested  daily, 
but  it  is  best  to  specify  six  glasses  of  water,  one 
or  two  cups  of  cocoa  or  two  glasses  of  milk  etc., 
and  mention  the  intervals.  In  mentioning  milk 
it  is  important  to  cultivate  a taste  for  milk,  that 
being  an  indispensable  form  of  food  for  nursing 
mothers. 

In  1889,  Prochownick  published  i-  Centr.  fiir 
Gyn.  a nitrogenous  diet  with  a minimum  of  fluids 
which  he  recommended  for  two  purposes:  first, 
the  prevention  of  too  early  and  too  extensive  ossi- 
fication of  the  parietal  bones,  thereby  favoring 
moulding,  and,  second,  the  decreasing  of  total 
size  and  weight  of  the  fetus.  Many  men  have 
their  own  modification  of  the  Prochownick  diet. 
Some  improvements  have  been  secured  and  adapta- 
tion made  to  provincial  tastes.  An  argument  has 
been  waged  for  sometime  as  to  the  efficacy  of  this 
means  of  attaining  these  results.  My  own  ex- 
perience with  this  diet  has  been  extremely  satis- 
factory. In  most  instances  I try  to  explain  to  the 
parents  that  it  is  a fine  thing  to  be  “the  proud 
father  of  a ten  pound  boy”  but  very  much  harder 
on  the  mother. 

Suffice  it  to  say  that  for  a long  time  it  has  been 
a superstition  among  women  that  the  pregnant 
woman  must  “eat  for  two”.  As  a consequence 
there  is  a long  period  of  overfeeding  which  must 
be  guarded  against  and  the  best  way  to  regulate 
this  fallacy  is  to  prescribe  a regular  amount  of 
food.  The  fetus  grows  after  the  fifth  month, 
previous  development  tending  toward  the  acquir- 
ing of  form  rather  than  size.  One-half  of  the 
weight  of  the  child  is  acquired  in  the  last  eight 
w'eeks  and  this  is  the  period  for  definite  restric- 
tion in  bulk  and  quantity  of  food,  small  amounts 
of  nourishment  being  exhibited  at  four  hour  in- 
tervals. 

Care  of  the  mouth  and  teeth  is  important. 
Immediately  it  is  assured  that  the  woman  is  preg- 
nant she  should  be  directed  to  a good  dentist  who 
is  told  of  her  condition  and  everything  done  to 
prevent  deterioration  of  her  teeth.  Small  cavities 
may  be  cleaned  and  filled;  any  extensive  fillings 
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had  best  be  temporary.  Devitalization  of  a nerve 
is  not  to  be  attempted  but  a cap  and  cement  filling 
made  in  an  effort  to  tide  her  over  the  expected 
confinement.  Especially  if  there  be  heartburn, 
gaseous  or  acid  eructations,  as  a routine  a mark- 
edly alkaline  mouth  wash  should  be  generously 
used.  I advise  milk  of  magnesia  before  meals, 
after  any  attack  of  vomiting,  and  at  bedtime. 

Constipation  is  unquestionably  a very  serious 
complication  of  every  pregnancy,  mention  having 
been  made  of  the  laxative  character  of  the  diet. 
Paraffin  oil  is  routinely  a satisfactory  laxative  be- 
cause of  its  mechanical  effect.  The  pressure  of 
the  enlarging  uterus  on  the  sigmoid  becomes  grad- 
ually more  pronounced,  especially  during  the  sixth 
and  ninth  month.  DeLee  advises  a tonic  laxative. 


1^  Fluidext  cascarae  segradae 30 

Tr.  rhei  aromatici 30 

Tr.  nucis  vomicae 20 

Elix.  taraxici  com.  N.  F.,  q.  s.  ad 120 

M.  et  sig.  dram  t.  i,  d;  p.  c. 


I use  a prescription  similar  to  this  during  the 
sixth  month,  substituting  aloes  for  the  cascara  or 
better  yet  the  proprietary  pill  of  aloes  and  phe- 
nolphthalein.  At  the  slightest  indication  of  an 
attack  of  obstinate  constipation  or  the  slightest 
sign  of  failure  of  the  renal  function  late  in  preg- 
nancy, licorice  powder  or  japlap  powder  is  not 
too  drastic. 

The  following  steps  are  taken  in  succession  to 
overcome  constipation : 

( 1 ) An  unfailing  diurnal  effort  at  stool  with- 
out straining,  preferably  immediately  after  break- 
fast; the  use  of  a glycerin  suppository;  never  fail 
to  heed  a desire  at  any  other  time  and  do  not  em- 
ploy abdominal  massage. 

(2)  Apple,  raw  or  cooked,  or  orange  with 
glass  of  water  on  retiring,  repeated  on  arising  if 
necessary. 

(3)  Raw  or  stewed  prunes,  thoroughly  masti- 
cated. A little  mental  suggestion.  Establish  a 
system  of  so  many  prunes  a day,  decreasing  one 
a day  as  no  longer  required. 

(4)  Paraffin  oil  ounce  b.  d. 

(5)  The  drugs  specified  above  as  a last  resort. 

One  cannot  overcome  a constipated  habit  of 

long  standing  entirely  but  it  is  astonishing  how 
much  improvement  is  made. 

In  mentioning  the  kidneys  I bring  tc  your  atten- 
tion the  most  serious  weakness  in  our  preliminary 
line  of  defense.  The  rules  for  diet  and  regulation 
of  the  bowels  are  ordered  with  the  idea  in  mind 


of  making  the  excretory  burden  of  the  kidneys  as 
light  as  possible.  The  prognosis  both  of  the  toxe- 
mias of  pregnancy  and  often  of  puerperal  sepsis  is 
governed  by  the  vulnerability  of  the  kidneys.  No 
one  still  believes  that’  the  kidneys  per  se  are  the 
etiologic  factor  in  eclampsia. 

The  poisons  of  late  toxemia  are  metabolic  in 
origin.  Whether  the  products  of  fetal  metabol- 
ism alone  or  secondarily  caused  from  a failure  of 
the  normal  liver  function  it  is  not  in  the  province 
of  this  paper  to  discuss.  Theories  have  been  dis- 
cussed for  years  and  a literature  exists  on  the 
subject.  Premonitory  signs  have  been  looked  for 
and  dependence  placed  on  albumin,  urea,  blood 
pressure,  eye  grounds  and  other  signs.  Frequently 
the  last  symptom  to  appear  before  the  convulsion 
is  albuminuria.  I have  examined  urine  voided  by 
a pregnant  woman,  found  scant  or  no  albumin  and 
been  called  to  see  her  in  .an  eclamptic  condition 
less  than  twelve  hours  later.  The  presence  of 
albumin  in  any  appreciable  amount  has  long  been 
regarded  as  a danger  signal.  For  a long  time  we 
made  estimates  of  the  nitrogen  output  by  a quan- 
titative urea  analysis,  and  proved  to  our  satisfac- 
tion that  such  an  index  is  valueless  except  from  a 
twenty-four  hour  specimen,  when  the  approximate 
nitrogenous  ingestion  was  also  taken  into  consid- 
eration. 

I have  never  made  a blood  urea  estimate.  I 
have  the  patient  collect  a twenty-four  hour  speci- 
men on  a certain  day  every  week,  measure  and 
submit  four  ounces  of  this  mixture  for  examina- 
tion, the  patient  calling  at  the  office  the  next  day 
for  a report  and  directions,  at  which  time  it  is 
customary,  during  the  second,  eighth  and  ninth 
months,  to  take  her  blood  pressure.  Complete 
measurements  are  taken  twice,  second  and  ninth 
months,  because  the  hips  broaden  and  the  canal 
changes  in  shape  during  pregnancy. 

Exercise  is  important  and  is  graduated  accord- 
ing to  the  patient’s  previous  custom.  It  is  dis- 
tinctly an  error  to  permit  the  prospective  mother 
to  spend  all  her  daylight  hours  beside  a fire  place 
or  closed  window,  embroidering  baby  clothes  and 
dreaming  of  the  strange  and  dangerous  period  she 
is  about  to  pass  through.  Relatives  and  friends 
are  always  so  particular  to  tell  the  young  preg- 
nant woman  all  the  harrowing  details  of  the  suf- 
ferings of  others  in  child  birth,  the  marvel  is  that 
any  woman  is  willing  to  undergo  the  experience. 

Specify  the  amount  of  exercise,  walking  fifteen 
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to  twenty  blocks  per  day,  with  a definite  aim  in 
view,  not  a desultory  stroll.  Insist  on  the  benefits 
of  fresh  air  and  ventilation  when  within  doors. 
Horseback,  tennis,  the  sewing  machine,  all  violent 
forms  of  exercise  are  forbidden  my  patients  and 
any  exercise  must  stop  short  of  fatigue  and  espe- 
cial care  must  be  exercised  at  the  period  which 
would  correspond  to  the  menstrual  period,  if  the 
woman  were  not  pregnant..  Evidence  proves  the 
danger  of  lowering  weights  down  from  shelves 
higher  than  the  shoulder  and  lifting  even  light 
weights  from  the  floor.  Travel  by  rail  or  auto- 
mobile over  countiy^  roads  is  forbidden  and  steamer 
travel  only  allowed  when  the  best  accommoda- 
tions can  be  secured.  Previous  attacks  of  seasick- 
ness debars  one  from  ocean  travel.  One  cannot 
develop  an  asthenic  woman  into  an  athletic  one 
while  she  is  pregnant.  Some  women  work  and 
can  not  miscarry;  some  miscarry  if  they  walk 
down  stairs  to  breakfast.  The  individual  must 
be  considered. 

Coitus  is  not  allowed  during  pregnancy,  at  least 
it  is  insisted  that  the  procedure  is  dangerous  dur- 
ing the  first  three  and  the  last  three  months.  No 
doctor  can  frame  a law  on  this  subject  and  expect 
to  be  obeyed  by  the  majority. 

Women  should  give  up  the  use  of  clothing 
which  constricts  circularly.  Nowadaj's,  I believe, 
the  tight  collar  is  not  in  fashion  but  the  habit  of 
tying  the  corset  waist  and  shirt  about  the  breasts 
is  very  common  and  is  a cause  of  mastitis.  The 
abuse  of  the  corset  is  evident.  Excellent  maternity 
waists  are  on  the  market  but  patients  must  be 
shown  the  proper  way  to  wear  them.  They  should 
be  fitted  by  the  corsetiere.  I ensure  a proper  fit 
by  directing  my  patients  to  the  head  of  the  corset 
department  at  the  store  they  choose.  These  cor- 
setieres  are  anxious  to  have  the  physician  pleased ; 
they  know  the  makes  which  are  satisfactory  to  the 
physician  and  those  which  are  not.  The  direc- 
tions concerning  the  fitting  are  complete,  where 
one  has  said  the  line  of  support  is  from  below 
upward  from  the  symphysis  toward  the  first  lum- 
bar vertebra.  The  waist  line  must  be  sacrificed 
and  not  constricted  in  any  manner.  There  must 
be  no  pressure  from  the  umbilicus  back  tow’ard 
the  spine. 

The  use  of  circular  garters  is  prohibited.  The 
patient  should  dress  warmly,  a one-piece  suit  of 


light  woolen  or  silk  and  wool  underwear  being 
recommended.  This  rule  is  of  great  importance 
in  cases  of  nephritis.  Notice  has  been  taken  of 
the  importance  of  having  the  mother’s  clothing 
hang  from  the  shoulder  and  not  from  the  waist. 
High-heeled  shoes  accentuate  the  sway-back,  there- 
fore causing  the  patient  to  tire  more  quickly,  pre- 
vents the  taking  of  proper  amount  of  exercise, 
increases  the  tension  of  the  ventral  abdominal 
wall. 

All  hot  and  cold  baths,  all  Turkish,  steam,  sitz, 
ocean  baths  are  contraindicated.  The  daily  tub 
bath  at  85°  to  90°  F.  is  urged,  to  keep  the  skin 
in  a healthy  condition.  There  is  distinct  value  to 
the  salt  rub  after  the  bath  for  the  tonic  effect. 
Dry  a heavy  towel,  soaked  in  a saturated  solution 
of  magnesium  sulphate,  and  rub  the  limbs,  neck 
and  chest  therewith.  Mention  has  been  made  in 
times  past  of  the  danger  of  infection  following  a 
tub  bath  just  before  labor  begins,  the  theory  being 
that  soapy  water,  carrying  desquamated  skin  par- 
ticles by  gravity,  enters  the  vagina.  This  is  more 
fancied  than  real  except  for  multiparae  where  the 
os  may  be  patulous.  If  the  attending  physician 
so  specifies,  these  last  baths  may  be  showers  or 
sponges. 

It  is  the  common  practice  to  rub  oil  or  cocoa 
butter  on  the  abdomen  to  avoid  overstretching  of 
the  skin.  The  nipples  can  be  hardened  and  im- 
proved by  daily  massage  and  the  application  of 
some  lotion.  Careful  instruction  in  the  proper 
form  of  massage  will  markedly  decrease  the  an- 
noyance caused  during  the  puerperium  by  in- 
verted, small  or  fissured  nipples.  The  nipple  can 
be  enlarged  until  it  is  a satisfactory  one  for  the 
infant  to  seize  and  hold.  After  such  massage  an 
application  of  albolene  or,  better,  glycerol  of  tan- 
nin and  water,  equal  parts,  can  be  used  freely. 
Alcoholic  ■ solutions,  toilet  waters  and  alum  are 
not  satisfactory.  Nothing  has  been  said  about  the 
care  of  women  suffering  from  any  of  the  compli- 
cations of  pregnancy.  That  subject  is  reserved  for 
some  future  discussion. 

I realize  that  I am  presenting  nothing  new  or 
startling.  Each  of  you  may  criticise  some  of 
these  practices  in  detail,  my  aim  being  to  insist 
pointedly  that  all  men  doing  obstetrics  observe 
great  care  in  the  preparation  of  the  expectant 
mother. 
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TWILIGHT  SLEEP  AND  CONVERSA- 
TIONAL ANESTHESIA.* 

By  T.  Mitchell  Burns,  M.  D., 

DENVER,  COLO. 

Prof.  Obstetrics  Univ.  of  Colo.,  Attenting  Obstetri- 
cian Mercy  Hospital,  Consulting  Obstetrician 
City  and  County  Hospital,  St.  Anthony’s 
Hospital,  Crittenton  Home,  National 
Jewish  Hospital  and  Visiting 
Nurses’  Association. 

From  our  personal  experience  we  have  come 
to  the  conclusion  that  twilight  sleep  properly  ad- 
ministered in  the  first  stage  of  labor  and  conversa- 
tional chloroform  anesthesia,  combined  with  sug- 
gestion, in  the  second  and  third  stages  of  labor  is 
the  best  method  of  overcoming  the  fear,  pain  and 
shock  of  child-birth.  When  an  anesthetic  or 
twilight  sleep  is  used,  fetal  asph3ocia  is  not  rare 
and  fetal  death  has  occurred  from  surgical  anesthe- 
sia and  from  twilight  sleep,  hence  nature  is  still 
the  safest  means  to  employ  in  physiologic  labor. 

Patients,  who  have  the  fortitude  to  stand  their 
pain  without  anesthesia  or  desire  for  it,  make  the 
best  recoveries.  Anesthesia  (or  amnesia)  is  not 
needed  in  physiologic  labor  except  for  the  exit  of 
the  head  and  the  repair  of  lacerations.  But  phy- 
siologic labor  is  rare  at  the  present  day,  due  par- 
ticularly to  environment  producing  a great  fear 
of  pain.  Most  labors,  however,  are  not  physiologic 
and  are  accompanied  by  a certain  amount  of  shock 
and  severe  suffering,  if  an  anesthetic  be  not  used. 
The  absence  of  this  shock  is  seen  in  typical  twilight 
and  conversational  anesthesia  cases. 

When  a baby  dies  of  asphyxia,  following  the 
twilight  sleep  in  which  an  anesthetic  and  the 
forceps  are  used,  the  death  probably  is  due  more 
to  the  combined  asphyxia  produced  by  the  twilight, 
the  anesthetic  and  the  forceps  than  to  the  effects 
of  the  twilight  alone  which  probably  would  not 
be  fatal. 

PART  I. 

Amnesia  in  the  first  stage  of  labor  by  twilight 
sleep.  We  base  our  remarks  upon  the  literature 
of  the  subject  and  the  personal  conduct  of  100  la- 
bor cases,  in  which  morphin  and  scopolamin  w'ere 
used.  In  these  100  cases  there  were  no  maternal 
or  fetal  deaths.-  Pain  was  relieved  and  sleep  be- 
tween pains  produced  in  88.  Of  the  other  12 
cases,  4 had  too  rapid  labors  and  5 did  not  receive 
3 doses.  Usually  one  dose  was  enough  to  produce 
sleep  between  pains.  The  first  stage  of  labor  was 
slowed  in  a few,  but  made  more  rapid  in  others 
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from  relaxation  of  the  cervix.  The  second  stage 
was  normal  or  more  normal  than  usual  until  the 
head  was  on  the  perineum.  Easy  descent  occurred 
in  nearly  all  of  the  posterior  positions.  In  nearly 
all  the  progress  was  much  more  rapid  than  the 
pains  would  indicate. 

Amnesia  was  only  produced  in  about  50  of  our 
100  labors  in  which  morphin  and  scopolamin  were 
used,  but  in  earlier  cases  the  scopolamin  and 
morphin  were  used  more  to  lessen  worry,  cause 
sleep  and  take  the  edge  off  the  pains  than  to  cause 
definite  amnesia,  and  were  used  with  extreme  cau- 
tion to  prevent  any  harmful  effect  to  mother  or 
child.  In  our  earlier  cases  ive  had  very  slight  if 
any  apnea  or  asphyxia. 

The  low  forceps  was  used  in  24  of  the  100  cases. 
It  was  not  used  so  frequently  from  necessity  but 
because  many  of  the  patients  did  not  have  pains 
strong  enough  for  exit  of  the  head  without  allow- 
ing consciousness. 

Of  the  babies,  3 were  slightly  asphyxiated,  11 
had  blueness  of  the  hands  and  feet,  but  were  other- 
’wise  normal,  and  4 were  badly  asphyxiated 
(apnea  plus  asphyxia).  The  slightly  asph5Dciated 
babies  were  long  on  the  perineum,,  due  to  the  re- 
sistance of  the  bony  outlet. 

In  one  of  the  cases  in  which  the  baby  was  badly 
asphyxiated  the  forceps  was  used.  In  another  the 
labor  was  very  rapid  and  the  placenta  was  prob- 
ably prematurely  separated.  In  three  of  these  cases 
of  severe  asphyxia,  the  babies  when  born  cried  and 
appeared  normal,  then  sank  into  deep  asphyxia 
probably  from  dropping  back  of  the  tongue,  for  in 
one  of  these  cases,  as  soon  as  the  tongue  was  pulled 
forward,  the  breathing  became  normal. 

Swallowing  of  the  tongue  occurs  quite  often  in 
asphyxia  of  the  newborn  and  very  probably,  espe- 
cially in  twilight  sleep  apnea  and  asphyxia.  Drop- 
ping back  of  the  tongue  is  mentioned  as  a danger 
in  narco-anesthesia  by  Beates,  Jr.,  in  American 
Journal  of  Surgery  for  September. 

Technic.  We  believe  that  certain  modifications 
of  the  Kronig  and  Gauss  method  are  of  value  and 
have  used  them  and  believe  that  new  and  better 
ones  may  be  evolved.  We  now  modify  the  Kronig 
and  Gauss  method  as  follows:  The  initial  dose  is 
morphin  sulphate,  gr.  1-24,  scopolamin  hydrobro- 
mate,  gr.  1-200  (Merck’s,  put  up  In  tablet  form 
by  P.  D.  & Co.  or  Wyeth),  and  atropin  sulphate, 
gr.  1-200.  The  initial  does  is  given  when  the 
pains  occur  every  five  minutes  in  primiparae  and 
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every  seven  minutes  in  multiparae  and  are  half 
a minute  in  duration. 

The  second  dose  is  morphin  1-24,  scopolamin 
1,200,  and  atropin  1-200.  It  is  given  one 
hour  after  the  initial  dose,  except  ( 1 ) 

when  the  initial  dose  causes  sleep  between  pains, 
delirium  or  amnesia,  and  (2)  when  the  initial  dose 
causes  the  interval  between  the  pains  to  be  more 
than  five  minutes.  In  these  cases  the  second  dose 
is  given  as  soon  after  an  hour  as  the  patient  is 
unable  to  sleep  betw^een  pains,  and  is  not  delirious 
or  amnesic  and  the  pains  occur  every  five  minutes 
and  last  half  a minute.  Of  late  we  have  given  the 
second  dose  in  an  hour,  even  though  the  patient 
slept  between  the  pains,  provided  amnesia  was  not 
present  (which  is  the  rule),  as  otherwise  often 
perfect  amnesia  will  not  be  produced. 

The  third  dose  is  morphin  1-24,  and  scopol- 
amin 1-200,  but  no  atropin.  It  is  given  as 
soon  after  an  hour  as  the  patient  is  unable  to 
sleep  between  pains  and  is  not  delirious  or  amnesic 
and  the  pains  occur  every  five  minutes  and  last 
half  a minute.  Of  late  we  have  given  the  third 
dose  even  though  the  patient  slept  between  the 
pains,  so  as  to  produce  perfect  amnesia.  This  pro- 
cedure, how’ever,  of  repeating  the  dose  when  the 
patient  sleeps  betw’een  pains  we  do  not  recommend 
for  the  beginner. 

Subsequent  doses  are  scopolamin  1-400  to  1-200 
without  morphin  or  atropin.  These  doses  are 
given  as  soon  after  an  hour  as  the  patient  is  unable 
to  sleep  between  pains,  and  is  not  delirious  or 
amnesic  and  the  pains  occur  every  five  minutes  and 
last  half  a minute.  About  15  minutes  before  the 
baby  is  expected  to  be  born  strychnin  1-30  is  given. 

Remarks.  (1)  If  a dose  be  given  when  the 
patient  is  asleep  between  pains,  is  delirious  or 
amnesic  or  the  pains  are  not  every  five  minutes  and 
do  not  last  half  a minute,  the  first  stage  of  labor 
may  be  delayed. 

(2)  If  any  dose  containing  morphin  causes  the 
pains  to  be  less  often  than  every  five  minutes,  or 
noticeably  lessens  their  severity,  the  morphin  is 
not  repeated  unless  the  pains  become  severe  or  the 
patient  very  delirious. 

(3)  If  the  pupils  become  widely  dilated  the 
atropin  is  not  repeated  until  they  contract. 

(4)  If  the  pains  are  very  severe  at  the  time 
for  the  fourth  dose,  1-24  of  morphin  is  given. 

(5)  If  the  maternal  pulse  becomes  weak  or 
fast  or  there  be  any  sign  of  cyanosis,  the  next  dose 
is  given  as  soon  as  indicated  and  then,  if  the  con- 


dition be  not  relieved,  strychnin  1-30  (or  digalen 
m.  x)  is  given.  Frequently  slight  weakening  or 
increased  frequency  of  the  pulse  or  slight  cyanosis 
occurs  but  this  is  soon  overcome  after  another  dose 
of  the  scopolamin  and  morphin.  This  would  seem 
to  Indicate  that  these  conditions  were  present  in  a 
certain  stage  of  the  action  of  the  drugs. 

It  has  been  only  in  our  latest  cases  that  we  have 
given  1-30  of  strychnin,  about  fifteen  minutes  be- 
fore the  baby  was  expected  to  be  born.  This  we 
believe  will  prevent  apnea  in  the  new  born,  but  we 
have  not  had  enough  evidence  to  prove  it. 

(6)  We  do  not  at  present  use  more  than  a 
total  amount  of  1-6  of  morphin,  1-50  of  scopola- 
min, 1-100  of  atropin  and  1-15  of  strychnin  to 
each  patient,  unless  the  labor  is  of  long  duration, 
tbe  pains  severe  and  the  effect  of  the  drugs  slight. 

(7)  We  add  atropin  because  we  find  that  it 
acts  as  an  adjuvant  to  the  scopolamin  and  because 
it  may  possibly  aid  the  dilation  of  the  cervix.  We 
believe  that,  with  the  addition  of  atropin,  amnesia 
can  be  obtained  with  less  morphin  and  less  scopo- 
lamin and  sooner.  We  limit  the  atropin  to  a 
harmless  amount,  i.  e.,  1-100  of  a grain. 

(8)  The  thirst  caused  by  the  scopolamin  may 
be  relieved  by  sweet  lemonade.  The  lemon  quenches 
the  thirst  and  the  sugar  may  act  as  an  oxytoxic. 

(9)  The  scopolamin  is  never  given  after  the 
cervix  is  fully  dilated  and  it  is  not  given  in  multi- 
parae after  the  cervix  is  4 F (dilated  four  finger 
breadths)  unless  the  progress  is  slow,  as  otherwise 
the  baby  may  be  born  when  it  is  under  the  full 
influence  of  the  drugs. 

(10)  The  patient  is  kept  quiet  by  the  follow- 
ing procedures,  which  are  not  as  essential,  except 
in  cases  with  marked  delirium,  as  we  originally 
supposed : 

(a)  The  room  is  darkened  by  drawing  the 
shades  or  using  colored  lights,  (b)  The  eyes  are 
covered  with  a dark  cloth,  (c)  Only  one  relative 
is  permitted  in  the  room  and  he  or  she  is  not 
allowed  to  talk  to  the  patient  or  to  hold  her  hand, 
but  may  attend  to  her  wants  if  the  nurse  is  not 
in  the  room  and  cannot  be  obtained  at  once,  (d) 
The  nurse  attends  to  the  patient’s  wants  and  if 
necessary  suggests  to  her  that  she  is  doing  fine  and 
should  keep  quiet  and  try  to  sleep,  but  the  nurse 
does  not  ask  or  answer  any  questions  unless  ordered 
by  the  obstetrician  and  makes  no  mention  of  labor 
or  of  any  of  the  relatives,  (e)  The  obstetrician 
keeps  everybody  quiet,  makes  no  mention  of  any- 
thing related  to  labor  or  to  the  relatives  and  does 
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not  arouse  the  patient  to  ascertain  the  state  of  her 
memory,  if  she  be  sleepy  or  delirious,  for  these  con- 
ditions indicate  amnesia  and  asking  questions  will 
only  tend  to  revive  her  memory.  [The  real  time 
to  test  the  patient’s  memory  of  the  labor  is  the 
day  after  the  labor]. 

Twilight  sleep  can  be  employed  just  as  easily 
in  a private  home  as  in  a hospital,  except  that,  if 
asphyxia  does  occur,  there  will  be  greater  danger 
of  death  to  the  child  unless  great  care  is  used.  It 
is  more  difficult  to  get  the  necessary  paraphernalia 
and  assistants  ready  but  this  can  be  done  by  having 
an  extra  nurse  or  even  a neighbor  and  having 
plenty  of  hot  water  ready  in  a tub  or  even  in  a 
large  dish  pan. 

The  obstetrician  should  be  present  when  the 
first  dose  is  given  and  from  this  time  on  he  should 
note  the  dilation  of  the  cervix  every  hour.  He 
may  sleep  between  examinations  in  the  first  stage 
of  labor  without  the  slightest  fear  of  any  harm  to 
mother  or  child  but,  as  soon  as  the  cervix  is  di- 
lated, he  should  guard  against  surprises,  i.  e.,  the 
baby  may  be  born  without  his  knowledge,  if  the 
perineum  be  not  watched  for  bulging. 

In  primiparae  he  need  not  be  present  until  the 
time  for  the  second  dose  [and  it  is  a question 
whether  this  is  essential  if  a trained  nurse  be  in 
attendance  to  note  the  character  of  the  pains  and 
the  effect  of  the  twilight].  It  is  essential  that  he 
be  present  after  the  third  dose,  so  as  to  determine 
whether  any  more  shall  be  given.  In  multiparae 
he  should  be  present  from  the  time  the  first  dose 
is  given. 

Twilight  sleep  should  be  given  with  great  care 
to  multiparae  because  it  is  often  very  difficult  to 
judge  how  soon  the  first  stage  of  labor  will  end. 
After  the  cervix  is  fully  3 F dilated,  labor  often 
ends  very  rapidly,  even  without  twilight  sleep. 

We  practically  agree  with  all  of  Polak’s  state- 
ments in  his  recent  article  in  the  A.  M.  A.  journal 
except  the  necessity  of  a hospital. 

I cannot  see  that  the  effects  of  scopolamin  vary 
any  more  than  the  effects  of  other  analgesics  or 
narcotics. 

Why  are  morphin  and  scopolamin  and  other 
drugs  administered  to  the  mother  in  the  second 
stage  of  labor  often  harmful  to  the  fetus  and  why 
are  they  not  harmful  before  the  onset  of  labor  and 
rarely  harmful  in  the  first  stage  of  labor? 

The  following  statements  in  reference  to  the 
effects  of  drugs  upon  the  fetus  during  pregnancy 


and  labor  are  facts  which  we  have  obtained  from 
personal  experience,  and  the  reasons  given  for  these 
effects  are  original. 

During  pregnancy  the  fetus  will  stand  without 
harm  any  narcotic  or  other  drug  or  any  dosage 
which  does  not  harm  the  mother. 

During  labor  the  fetus  is  affected  by  the  drug 
in  its  circulation  in  proportion  to  the  interference 
with  the  feto-placental  circulation  and  the  amount 
of  the  drug  in  its  circulation  when  it  is  born. 
[Drugs  given  to  the  mother  after  the  feto-placental 
circulation  is  affected  do  not  apparently  affect  the 
child  if  delivery  occurs  at  once,  i.  e.,  within  five 
or  ten  minutes.] 

Our  theories  for  these  facts  are  as  follows : ( 1 ) 

During  pregnancy,  while  the  feto-placental  circu- 
lation is  normal,  the  narcotic  circulates  in  the  fetal 
blood  and  is  eliminated  by  the  placenta  with  as 
much  ease  as  the  mother’s  blood  eliminates  or  her 
tissues  overcome  the  poisonous  action  of  the  drug 
and  the  fetal  organs  do  not  take  up  the  drugs  in 
sufficient  amount  to  cause  any  harmful  effects. 

(2)  When  the  feto-placental  circulation  is  in- 
terrupted the  fetus  has  to  take  care  of  the  drug, 
hence  the  narcosis  or  other  harmful  effect.  In 
other  words  the  new-born  is  narcotised  or  affected 
in  proportion  to  the  amount  of  the  drug  circulating 
in  its  tissues  after  the  feto-placental  circulation  is 
affected  and  especially  at  the  time  of  birth  and  this 
effect  or  narcosis  has  nothing  to  do  with  the  amount 
of  the  drugs  which  previously  have  been  in  its 
circulation. 

(3)  A child  born  before  its  mother  has  over- 
come the  immediate  effect  of  the  drugs  will  be 
affected  by  the  drugs  in  its  circulation  the  same  as 
if  the  drugs  were  injected  into  its  circulation  after 
birth. 

(4)  Fetal  apnea  and  asphyxia  occur  in  twi- 
light sleep  from  delivery  (especially  rapid),  occur- 
ring before  the  mother  has  reached  the  stage  of 
physiologic  tolerance;  before  the  tissues  have  re- 
acted to  the  effect  of  the  drugs,  or  if  you  prefer 
before  the  antitoxins  have  been  formed ; and  the 
apnea  or  asphyxia  may  be  produced  in  the  fetus 
even  though  the  mother  shows  very  slight  effects 
from  the  drugs. 

[That  drugs  may  circulate  for  a long  time  be- 
fore their  full  effect  occurs  is  showed  by  the  fact 
that  the  itching  of  the  nose  produced  by  morphin 
often  does  not  occur  until  chloroform  is  given  or 
hours  have  elapsed.] 
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From  the  preceding  theories  it  is  clear  that 
slowing  of  the  fetal  heart  beat  from  scopolamin 
or  morphin  is  not  an  indication  for  immediate  de- 
livery [unless  the  head  is  low  on  the  perineum, 
i.  e.,  liable  to  be  born  in  five  to  ten  minutes],  as 
delivery  will  cause  the  poison  to  be  retained  in  the 
fetus  and  produce  severe  asphyxia  at  birth,  while, 
if  the  placenta  were  allowed  to  carry  off  the  poison 
before  the  birth  occurs,  the  child  would  be  born 
with  slight  if  any  asphyxia. 

The  preceding  theories  also  explain  why  drugs 
given  to  the  mother  in  the  second  stage  of  labor 
may  be  harmful  and  explain  why  some  of  the 
babies  cit'  and  appear  normal  when  born  but  soon 
become  apneic. 

Safe  fetal  dosage  in  the  second  stage  of  labor. 
Theoretically  we  can  estimate  the  dosage  which 
given  to  the  mother  will  not  produce  any  harm  to 
the  fetus,  even  though  it  be  born  while  this  dosage 
is  circulating  in  its  system.  Let  us  use  morphin 
for  an  example.  If  1-24  of  morphin  be  given  to 
the  mother  and  fetus,  the  fetus  should  get  about 
1-20  ; 1-20  of  gr.  1-24  is  gr.  1-480. 

The  usual  dosage  of  drugs  for  the  new-born  is 
1-24  of  that  for  the  adult.  The  average  adult 
dose  of  morphin  is  gr.  1-4.  This  divided  by  24 
would  give  1-96  as  the  dose  for  the  new-born 
but,  as  the  new-born  is  considered  susceptible  to 
the  influence  of  narcotics,  this  dose  should  be  di- 
vided by  2 at  least  which  gives  practically  gr. 
1-200  as  the  largest  safe  dose  of  morphin  for  the 
new-born.  Gr.  1-200  multiplied  by  24  would 
give  the  adult  dose  corresponding  to  the  gr.  1-200 
for  the  infant  or  gr.  1-8.  In  other  words,  the 
largest  safe  dose  of  morphin  the  mother  could  take 
shortly  before  the  birth  of  the  child  without  harm- 
ing the  fetus  would  probably  be  1-8  gr.,  and  this 
should  cause  narcosis  of  the  new-born  and  there- 
fore apnea,  and  slight  asphyxia  from  more  or  less 
paresis  of  the  respiratory  centers.  Hence,  it  is 
probable  that  1-16  or  better  1-24  of  morphin  is 
the  largest  dose  that  ought  to  be  in  the  mother’s 
circulation  in  the  second  stage  of  labor,  if  we  wish 
always  to  prevent  any  harmful  narcosis  in  the 
new-born. 

Following  the  same  rule  in  reference  to  scopo- 
lamin, we  find  that  gr.  1-200  given  to  the  mother 
equals  giving  the  fetus  gr.  1-4000.  Gr.  1-100,  the 
usual  adult  dose,  divided  by  24  equals  gr.  1-2400 
and  then  dividing  this  by  2 (on  account  of  special 
effect  of  narcotics  on  the  new-born)  we  get  1-4800. 


Gr.  1-4800  multiplied  by  24  would  give  the 
adult  dose  corresponding  to  1-4800  for  the  infant 
or  1-200.  Hence,  we  can  say  that  gr.  1-200  of 
scopolamin  administered  to  the  mother  is  the 
largest  safe  dose  for  the  fetus  if  it  were  born  at 
once,  and  that  it  may  show  some  effects  as  apnea 
and  slight  asphyxia  because  of  a partial  paralysis 
of  the  respiratory  centre,  and  to  always  prevent 
any  harmful  narcosis  in  the  new-born,  it  is  prob- 
able that  1-400  of  scopolamin  is  the  largest  dose 
that  ought  to  be  in  the  mother’s  circulation  in  the 
latter  part  of  the  first  stage  of  labor. 

We  wish  to  close  our  remarks  on  twilight  sleep 
by  stating: 

( 1 ) That  in  the  first  stage  of  labor  morphin 
and  scopolamin  as  here  given  is  the  best  and  only 
practical  method  for  lessening  the  worry  and  shock, 
or  causing  sleep,  and  for  relaxing  the  cervix  and 
the  rest  of  the  birth  canal. 

(2)  That  it  is  especially  indicated  in  cases  of 
rigid  cervix,  irregular  or  false  pains  or  for  severe 
pains;  and  that  for  overcoming  these  conditions 
usually  one  dose  is  sufficient. 

(3)  That  the  use  of  morphin  and  scopolamin 
simply  to  lessen  the  worry,  to  lessen  the  severity 
of  the  pains,  and  to  cause  sleep  between  pains  is 
a God-send  and  warrants  giving  twilight  sleep  a 
permanent  place  in  obstetric  therapeutics,  even 
though  it  never  produced  perfect  amnesia. 

PART  II. 

Amnesia  in  the  second  and  third  stages  of  labor 
by  conversational  chloroform  anesthesia  and  sug- 
gestion with  or  without  scopolamin-morphin  am- 
nesia in  the  first  stage. 

We  believe  we  are  the  first  persons  to  use  the 
conversational  stage  of  anesthesia  combined  with 
suggestion  to  prevent  consciousness  during  the 
whole  period  of  the  second  stage  of  labor.  In  the 
beginning  we  were  only  able  to  obtain  this  state 
by  having  the  patient  sing  most  of  the  time  but 
later  we  found  that  usually  the  same  effect  could 
be  produced  by  getting  the  patient  to  converse 
upon  any  subject  not  related  to  labor. 

When  it  is  used  and  the  patient  is  not  allowed 
to  sleep,  there  is  usually  no  perceptible  effect  upon 
the  uterine  contractions  but  one  overdose  of  chloro- 
form may  be  enough  to  cause  a slight  delay  in  the 
labor  and  at  times  permanently  weaken  the  con- 
tractions, unless  the  anesthetic  is  stopped  entirely. 
[We  recently  had  a case  in  which  two  drops  of 
chloroform  markedly  lessened  the  contractions.  In 


April,  1916. 


NERVE  BLOCKING  IN  LABOR KING 


125 


this  case  scopolamin  and  morphin  had  been  given 
in  the  first  stage.] 

When  carefully  used  conversational  anesthesia 
has  no  bad  effect  and  often  aids  delivery.  We 
originally  used  it  alone  but  now  we  use  the  twi- 
light sleep  in  the  first  stage  and  this  anesthesia  in 
the  second  and  third  stages.  By  the  use  of  the  con- 
versational chloroform  anesthesia  we  keep  up  the 
effect  of  the  twilight  sleep  in  the  second  and  third 
stages  and  enhance  its  action  by  keeping  the  pa- 
tient’s mind  in  such  an  unstable  equilibrium  that 
it  is  easily  switched  from  one  thought  to  another, 
i.  e.,  her  mind  is  easily  diverted  from  her  pains 
by  the  mere  mentioning  of  some  subject  not  related 
to  labor.  We  do  not  wish  to  infer  that  this  state 
cannot  be  produced  by  suggestion  alone  but  we 
have  never  been  able  to  so  produce  it. 

A condition  of  amnesia  in  the  second  stage  sim- 
ilar to  this  is  produced  often  by  scopolamin  and 
morphin  administered  in  the  first  stage  but  it  is 
so  imperfect  that  Kronig  and  Gauss  use  ethyl- 
chlorid  to  prevent  the  patient  awakening. 

The  conversational  stage  may  possibly  be  pro- 
duced as  well  by  ether,  ethyl-chlorid  or  by  nitrous 
oxid  gas  and  oxygen,  but  we  have  not  tried  them 
enough  to  know. 

Technic.  To  produce  and  keep  up  amnesia  in 
the  second  stage  of  labor,  with  or  without  the  use 
of  the  scopolamin-morphin  amnesia  in  the  first 
stage,  we  give  chloroform  in  single  drop  doses  at 
short  definite  intervals  and  as  soon  as  the  patient 
shows  any  signs  of  being  affected  by  the  anesthetic 
she  is  asked  questions  about  the  weather,  the 
movies,  the  theater  or  any  subject  not  related  to 
her  condition  or  her  husband  and,  as  soon  as  she 
shows  that  she  does  not  realize  what  she  is  saying, 
the  amount  of  the  anesthetic  is  lessened  and  the 
conversation  continued  until  the  labor  is  ended. 
When  a pain  occurs  which  causes  the  patient  to 
refer  to  it,  she  is  immediately  asked  a question 
about  some  other  subject.  If  she  does  not  bear 
down  strong  enough  during  a contraction  she  is 
told  that  she  is  constipated  and  that  she  will  feel 
better  when  her  bowels  move  and  that  she  should 
strain  harder  for  that  purpose. 

After  the  baby  is  born  it  is  removed  to  another 
room  so  that  the  mother  will  not  be  awakened  by 
its  cry  after  the  chloroform  and  suggestion  are 
stopped.  They  are  continued  for  delivery  of  the 
placenta,  repair  of  any  laceration  and  to  keep  the 
patient  unconscious  while  she  is  being  returned  to 
her  room  or,  if  delivered  in  her  room,  while  it 


is  being  arranged  and  all  signs  of  the  labor  are 
being  removed.  After  this,  sleep  is  favored  by 
keeping  everything  quiet  and  at  times  the  patient 
is  not  disturbed  even  to  put  on  the  binder. 

There  are  cases  in  which  this  method  fails  abso- 
lutely, i.  e.,  it  is  impossible  to  get  the  patient  to 
converse,  but  when  this  method  is  successful  she 
awakens  free  from  shock,  does  not  feel  weak  and 
has  a normal  pulse.  It  is  especially  indicated  in 
multiparae  and  often  can  be  begun  to  advantage 
before  the  end  of  the  first  stage. 

We  wish  to  close  our  remarks  on  twilight  sleep 
and  conversational  anesthesia  by  stating  that,  if 
the  technic  here  described  be  followed,  we  believe 
there  will  be  no  dangerous  apnea  or  asphyxia  of 
the  child,  provided  that,  as  soon  as  the  child  is 
born  and  there  is  the  slightest  sign  of  apnea,  the 
tongue  is  immediately  draivn  forward  and  held 
by  a tenaculum  forceps. 

NERVE  BLOCKING  IN  LABOR.* 

By  Robert  W.  King,  M.  D., 

SALT  LAKE  CITY,  UTAH. 

Much  has  been  written  and  said  of  the  so-called 
twilight  sleep  and  painless  child  hirth  and  advo- 
cates of  different  methods  of  more  or  less  general 
anesthesia,  analgesia  or  amnesia  have  arisen  by 
the  score.  Each  method  is  receiving  a fair  trial 
in  the  various  clinics  by  competent  men  and  un- 
doubtedly something  of  permanent  value  will  arise 
from  the  chaotic  mass  of  experimentation,  forced 
by  the  late  unwarrantable  exploitation  by  the  lay 
press  of  the  diimmerschlaf  of  Kronig  and  Gauss. 

It  is  the  desire  of  the  profession  that  something 
definite  will  be  evolved  that  the  general  practi- 
tioner will  be  able  to  apply  at  the  bedside  to  lessen 
or  abolish  the  pains  of  child  birth,  and  that  will 
be  devoid  of  the  element  of  danger  to  the  mother 
and  child.  Chloroform  and  ether  have  answered 
this  purpose  best  of  all  with  the  general  man,  but 
how  often  have  unrecorded  deaths  of  both  mother 
and  child  been  due  to  the  inexpert  use  of  these 
anesthetics  which  are  often  administered  by  un- 
trained assistants,  under  the  more  or  less  active 
supervision  of  a worried  doctor,  busy  with  the 
safe  deliverance  of  the  mother. 

It  goes  without  saying  that  this  condition  is 
eminently  unsatisfactory,  but  unfortunately  it  has 
been  the  best  we  have  had  available  in  the  ordinary 
case.  Other  methods  have  required  hospital  care, 

*Read  before  the  Third  Triennial  Meeting  of  the  State  Med- 
ical Associations  of  Idaho,  Washington  and  Oregon,  Lewiston, 
Id!i.,  Oct.  13-15,  1915. 
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or  at  least  skilled  assistants  and  much  time  that 
neither  the  average  patient  nor  doctor  can  com- 
mand. 

If  we  can  devise  a method  applicable  by  the 
family  doctor  at  all  times  and  that  grants  the 
maximum  amount  of  safety  to  the  mother  and 
child,  with  abolishment  of  the  pangs  of  labor,  we 
will  confer  a boon  upon  women  that  has  been 
wished  for  by  every  physician  from  Hippocrates 
to  the  present  day.  That  we  have  not  before  this 
perfected  this  branch  of  obstetric  science  is  more 
or  less  of  a blot  upon  the  profession,  for  in  local 
anesthesia  or  nerve  blocking  we  have  had  the 
means  of  fulfilling  most  of  the  desirable  features  of 
painless  delivery. 

Possibly  the  reason  that  this  method  applied  in 
labor  has  not  received  the  universal  attention  it 
deserves,  may  be  found  in  the  fact  that  even  the 
latest  works  on  obstetrics  and  gynecology  do  not 
describe  the  female  perineum  in  detail  so  that  it 
is  at  once  intelligible  to  the  busy  practitioner,  and 
all  but  one  of  the  latest  editions  of  works  on 
anatomy  that  the  author  has  examined  have  dis- 
missed this  part  of  the  female  organism  with  a 
few  paragraphs  referable  to  the  male  analogies. 

Good  illustrations  showing  the  dissection  of  the 
female  perineum  step  by  step  are  lacking  and  par- 
ticular attention  has  not  been  drawn  to  the  sensory 
innervation  of  the  parts  concerned  in  labor,  or 
surely  the  attempt  to  block  these  nerves  would  be 
applied  successfully  in  all  cases.  There  is  no  part 
of  the  body  in  which  the  sensory  nerves  can  be 
blocked  with  such  ease  as  in  the  perineum  and 
none  in  which  more  lasting  effects  follow  the  in- 
jection of  weak  solution,  owing  to  the  confined 
space  that  holds  the  solution  in  contact  with  the 
peripheral  nerves  of  the  parts. 

The  strength  and  non-toxic  qualities  of  the  solu- 
tion used  enables  repeated  infiltrations  as  may  be 
necessary  during  the  progress  of  labor,  but  in  no 
case  have  we  been  compelled  to  give  more  than  the 
primary  injections.  These,  in  connection  with  the 
judicious  use  of  pituitrin,  have  been  sufficient  for 
the  purpose  and  frequently  pain  is  banished  for 
several  hours.  In  one  case,  of  an  eighteen  year 
old  primipara,  repair  of  a second  degree  tear  of 
the  perineum  four  hours  after  the  injection  was 
absolutely  painless. 

The  effect  of  the  adrenalin  used  in  the  solu^^ion 
has  greatly  diminished  hemorrhage  in  perineal 
lacerations  and  no  secondary  bleeding  has  occurred. 
A superficial  necrosis  of  the  inner  lip  of  the  labia 


appeared  in  several  cases  which  cleared  up  without 
ill  after-effects,  this  being  attributed  to  the  action 
of  the  adrenalin. 

Perineal  lacerations  are  rare  compared  with 
other  anesthetics  used  because,  with  full  conscious- 
ness of  the  patient  and  no  pain,  the  progress  of 
the  presenting  part  on  the  perineum  may  be  re- 
tarded at  will,  allowing  the  development  of  the 
fullest  elasticity  possible. 

It  is  of  distinct  advantage  to  be  able  to  sterilize 
the  field  rapidly  in  emergency  and,  in  a few  min- 
utes following  the  injections,  the  official  tincture 
of  iodine  may  be  applied  from  above  the  mons 
veneris  to  the  labia  and  perineum  and  inner  parts 
of  the  thighs,  washing  the  excess  off  with  alcohol. 
We  have  used  this  method  in  a number  of  cases 
before  blocking  the  nerves,  but  the  pain  was  fre- 
quently equal  to  the  birth  of  the  head ; it  is  pain- 
less under  the  present  procedure. 

The  cervix  receives  its  innervation  by  different 
paths  than  the  perineum  and  w'e  have  not  as  yet 
attempted  to  block  the  cervical  nerves  during  the 
first  stage  of  labor,  and  the  mother  still  suffers 
the  pains  of  dilatation,  although  these  have  fre- 
quently appeared  to  lessen,  following  the  perineal 
injection,  but  we  are  unable  to  state  whether  this 
was  due  to  anomalies  in  the  innervation  or  to  sug- 
gestion. 

By  using  proper  surgical  precautions  we  see  no 
reason  why  the  cervical  nerves  should  not  be 
blocked  by  2 per  cent,  novocain  solution  without 
adrenalin,  when  arriving  early  in  the  first  stage. 
We  constantly  use  the  method  in  all  cases  of  curet- 
tage and  cervical  operations,  inserting  the  needle 
bilateraly  to  a depth  of  3 to  4.5  cm.  and  injecting 
1 cc.  of  the  solution,  with  the  total  absence  of 
pain  during  the  dilatation  and  curettement.  The 
novocain  and  adrenalin  solution  gives  anesthesia 
of  the  cervix  lasting  two  hours. 

The  anatomy  of  the  perineal  anesthetic  infiltra- 
tion is  very  simple  and  reference  to  the  accom- 
panying diagrams  will  readily  make  this  apparent. 
There  is  considerable  diversity  in  the  angle  of  the 
pubic  arch  and  in  the  situation  of  the  tuberosities 
of  the  ischium  in  relation  to  the  central  tendon, 
but  careful  palpation  will  give  the  exact  site  for 
entering  the  needle.  The  main  point  necessary 
is  to  be  sure  that  the  needle  is  entered  anterior  to 
the  transverse  perineum  muscles,  and  that  it  pene- 
trats  Colies’  fascia  before  the  solution  is  injected. 

The  ischiorectal  spaces,  posterior  to  the  trans- 
verse perinei  muscles,  are  filled  with  low  grade 
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tissue,  prone  to  infection  and,  while  the  obstetric 
sensory  nerves  may  be  blocked  in  these  regions,  a 


Dissection  of  the  female  perineum  with  Colies’  fascia  reflected, 
showing  the  structures  of  the  superficial  perineal  interspace 
affected  by  the  anesthetic  infiltration. 


Peripheral  distribution  of  the  sensory  innervation  of  the 
perineum,  blocked  by  the  infiltration  of  the  superficial 
perineal  interspace. 

greater  quantity  of  solution  must  be  used,  the 


needle  is  entered  more  deeply  with  the  existing 
uncertainty  of  the  proximity  of  the  pudic  nerve 
and  danger  of  puncturing  the  pudic  artery  being 
present. 

Fascial  Planes.  The  superficial  fascia  of  the 
anterior  triangle  of  the  perineum  consists  of  two 
layers.  The  inferior  varies  in  fat-thickness  in 
different  pregnant  women  and  it  is  continued  over 
the  posterior  triangle,  enmeshing  the  fat  in  the 
ischiorectal  spaces. 

The  superior  or  deeper  layer  is  Colles’  fascia. 
This  is  an  aponeurotic  membrane  which  is  really 
the  continuation  of  Scarpa’s  fascia  of  the  abdo- 
men, that  passes  behind  the  transverse  pernei 
muscles,  forming  a shelf  blending  with  the  two 
layers  of  the  triangular  ligament  and  the  perineal 
body.  Laterally  Colles’  fascia  is  attached  to  the 
margin  of  the  rami  of  the  ischium  and  pubes. 

Superficial  Interspace.  Colles’  fascia  forms  the 
floor  of  the  superficial  perineal  interspaces  and  the 
inferior  layer  of  the  triangular  ligament  forms  its 
roof.  The  superficial  space  is  thus  enclosed  with 
structures  limiting  the  infiltration  and  prolonging 
the  action  of  the  adrenalin  and  consequently  the 
absorption  of  the  novocain,  conditions  extremely 
favorable  to  the  long-continued  anesthesia. 

The  superficial  interspace  contains  all  of  the 
sensory  nerves  causing  the  pain  of  the  second  stage 
of  labor  in  ordinary  cases.  The  exceptions  are 
those  casees  of  tears  entering  deeply  into  the  pos- 
terior triangle  and  that  are  innervated  by  the  in- 
ferior hemorrhoidal  nerves. 

Innervation.  The  sensory  innervation  of  the 
anterior  triangle  and  adjacent  regions  is  derived 
from  several  sources  that  freely  anastomose  in  this 
region  and  are  all  subject  to  the  infiltration  of  the 
superficial  space. 

The  main  sensory  supply  comes  from  the  peri- 
neal nerve,  entering  the  space  posteriorly.  Later- 
ally the  inferior  pudendal,  a branch  of  the  small 
sciatic,  after  sending  anstomosing  fibers  to  the 
perineal  and  inferior  hemorroidial  nerves  in  the 
posterior  triangle,  courses  forward  and  enters  the 
superficial  space.  It  innervates  the  outer  part  of 
the  anterior  triangle  and  the  inner  part  of  the 
thigh. 

From  above,  branches  of  the  genitocrural  and 
ilioinguinal  nerves  supply  the  mons  and  the  upper 
or  anterior  portions  of  the  labia. 

The  pudic  nerve  divides  into  its  terminal 
branches  in  the  ischiorectal  fossa.  The  deeper 
branch  is  the  dorsal  nerve  of  the  clitoris  and  it 
enters  the  deep  perineal  interspace  between  the 
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two  layers  of  the  triangular  ligament,  but  it  enters 
the  anterior  portion  of  the  superficial  space  and 
courses  in  the  suspensory  ligament  which  is  con- 
tinuous with  Colies’  and  Scarpa’s  fascias  and  so 
is  subject  to  the  infiltration  of  the  superficial  space. 

The  other  terminal  of  the  pudic  nerve  is  the 
perineal  nerve  proper.  It  divides  into  two  branches, 
a muscular  branch  supplying  the  muscles  of  the 
anterior  triangle  and  giving  sensory  fibers  to  the 
third  portion  of  the  urethra,  and  a more  superficial 
branch  which  is  entirely  sensory  and  that  courses 
through  the  superficial  space,  innervating  the  labia 
and  anterior  portion  of  the  vagnia. 

From  this  brief  description  of  the  distribution 
of  the  peripheral  nerves  and  their  relations  and 
reference  to  the  accompanying  cuts,  it  will  be  at 
once  apparent  that  a small  amount  of  solution  will 
give  anesthesia  to  an  extensive  territory,  sufficient 
for  the  purpose. 

Technic  of  Nerve  Blocking  in  Labor.  In  each 
case  the  pudic  arch  must  be  carefully  palpated 
and  the  site  for  injection  chosen  in  reference  to 
the  anatomy  of  the  particular  subject.  Generally 
this  is  a point  midway  between  the  vaginal  orifice 
and  margin  of  the  rami,  from  2 to  4 cm.  above 
the  lower  margin  of  the  vagina. 

The  area  is  washed  with  benzine  or  alcohol  and 
painted  with  the  official  tincture  of  iodine,  then 
lightly  sprayed  with  ethyl  chlorid  and  the  needle 
slowly  entered  until,  at  a depth  of  2 to  4.5  cm., 
the  resistance  of  Colies’  fascia  is  encountered.  This 
resistance  is  frequently  as  great  as  that  offered  by 
the  skin.  Pass  the  needle  through  Colles’  fascia 
about  1 cm.  and  then  inject  the  solution. 

The  needle  used  by  the  author  at  present  is  a 
number  19  standard  wire  gauge,  7 cm.  in  length. 
This  length  is  sufficient  to  reach  the  vicinity  of 
the  pudic  nerve  in  the  posterior  triangle,  if  desired, 
and  the  diameter  is  such  that  the  resistance  offered 
by  Colies’  fascia  is  very  apparent. 

The  solution  consists  of  a 2 per  cent,  novocain 
in  1-20,000  of  adrenalin  and  from  1 to  1.5  cc.  are 
injected  into  each  lateral  half  of  the  anterior 
triangle.  By  waiting  from  five  to  ten  minutes 

following  the  injection,  benzine  or  alcohol  and 
iodin  sterilization  of  the  obstetric  area  may  be 
painlessly  carried  out. 

The  blood  supply  follows  the  nervous  distribu- 
tion and  is  necessarily  affected  by  the  adrenalin, 
so  that  hemorrhage  from  perineal  or  vulvar  lacera- 
tions is  greatly  diminished. 


WAR  SURGERY  AND  TREATMENT. 

By  Earl  V.  Morrow^  M.  D.* 

Chief  Surgeon  American  Red  Cross  in  Belgium. 

After  twelve  months  work  in  the  Surgical  Base 
Hospital  of  the  Belgians,  located  at  La  Panne, 
Belgium,  I will  give  a brief  outline  of  the  opera- 
tive technic  used  and  the  different  treatments  that 
gave  the  best  results.  Thousands  of  wounded  were 
received  during  this  time  and  I feel  safe  in  stating 
that  95  per  cent,  of  these  were  infected. 

It  was  demonstrated  at  the  beginning  of  the 
war  that  the  old  and  set  rules  that  had  been  used 
in  civil  practice  in  the  treatment  of  septic  conditions 
did  not  give  the  desired  results  on  account  of  the 
great  length  of  time  they  required  to  get  a patient 
in  a condition  that  he  might  be  evacuated  farther 
back  of  the  line  to  a convalescent  hospital,  and  in 
order  that  room  might  be  made  for  the  large  num- 
bers of  wounded  that  were  received  every  day.  We 
w^ere,  therefore,  urged  to  resort  to  every  method 
that  would  give  the  best  results  and  lead  to  the 
evacuation  of  the  patients  as  soon  as  possible. 

It  was  found  that  some  of  the  old  principles 
did  not  hold  good  and  even  the  old  fact  that  anti- 
septics killed  bacteria  was  beginning  to  be  ridiculed, 
for  it  seemed  that,  no  matter  what  was  done  and 
what  was  used  to  overcome  these  infections,  they 
would  not  respond  to  treatment.  It  seemed  to  mat- 
ter not  how  trivial  these  wounds  were  at  first  they 
would  within  a ver}^  short  time  develop  into  a 
highly  inflamed  infected  area,  expelling  large  quan- 
tities of  foul-smelling,  broken-down  tissues  and  pus, 
and  the  patient’s  general  condition  would  denote  a 
diffuse  toxic  condition. 

General  Operative  Technic. 

The  hospital  was  the  only  base  hospital  that  the 
Belgians  had  for  surgical  cases  only  and,  the  loca- 
tion being  very  desirable,  many  thousands  of 
wounded  were  received.  There  were  seven  oper- 
ating rooms,  each  containing  two  tables.  There 
was  a corps  of  eight  chief  surgeons  with  their 
assistants,  numbering  in  all  twenty-six  surgeons. 
With  this  equipment  and  force  a very  large  num- 
ber of  wounded  could  be  taken  care  of  in  twenty- 
four  hours.  The  cases  were  received  from  the 
trenches  within  forty  minutes  to  three  hours  and 
brought  to  the  reception  pavilion.  Here  they  were 
undressed,  bathed  and  injected  with  antitetanus 
vaccine.  A surgeon  who  was  at  all  times,  day  and 
night,  on  duty  made  a hurried  examination  and 
assigned  the  case  to  a ward  where  it  was  taken  at 

*The  author  is  a native  and  former  resident  of  Portland,  Ore. 
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once.  Here  the  case  was  placed  upon  the  operating 
table,  if  it  demanded  immediate  attention ; if  not, 
it  was  placed  in  bed  in  the  ward  where  it  awaited 
the  coming  of  the  chief  surgeon  who  at  once  made 
a careful  examination. 

The  technic  that  was  found  the  best  in  all 
cases,  where  there  was  infection  (95  per  cent.), 
was  the  making  of  large  incisions  either  trans- 
verse or  oblique  depending  upon  the  case,  thor- 
oughly cleaning  the  wound,  removing  all  particles 
of  dirt  such  as  clothing,  buttons,  pins,  etc.;  in 
fact,  everything  that  would  be  carried  in  a per- 
son’s clothing,  cutting  awaj^  of  all  mutilated, 
lacerated  tissues  and  removing  all  blood  clots  that 
were  always  infected.  All  of  the  Americans  were 
very  much  disturbed  when  they  first  arrived  to  see 
the  Belgian  and  French  surgeons  cut  away  large 
pieces  of  tissue,  in  fact  whole  muscles  at  a time, 
making  no  attempt  to  save  the  blood  vessels  and 
nerves,  but  we  were  soon  convinced  that  it  was 
better  to  do  this  than  to  have  the  patient  within  a 
very  short  time  become  toxic  and  show  every  sign 
of  a very  bad  case  of  septicemia  and  oftentimes  in 
a few  days  die.  The  next  thing  of  great  importance 
was  to  establish  free  drainage,  so  every  effort  was 
made  to  open  up  all  parts  of  the  wound  and  to 
make  sure  that  all  blind  spaces  were  open. 

Abdominal  Cases. 

These  cases  were  always  in  a very  bad  condition 
when  they  were  received,  suffering  from  shock,  and 
at  first  it  was  thought  best  to  postpone  operative 
treatment  for  a time  to  let  them  recover  from  this 
condition,  but  it  was  soon  demonstrated,  on  ac- 
count of  the  internal  hemorrhage  and  great  amount 
of  destruction  done  to  the  tissues  and  the  number 
of  deaths,  that  it  was  better  to  place  them  on  the 
table  for  immediate  operation.  As  in  all  other 
cases,  the  ones  caused  by  rifle  bullets  were  not  so 
serious,  while  those  caused  by  the  large  projectiles 
were  of  the  most  frightful  nature,  causing  a great 
amount  of  mutilation,  laceration  and  hemorrhage. 
In  a large  number  of  these  cases  the  intestines  were 
protruding  from  the  abdominal  wound  and  covered 
with  dirt  and  the  process  of  cleaning  was  very 
difficult. 

We  first  cleaned  the  external  parts,  trimmed  up 
our  skin  edges  and  at  the  same  time  enlarged  our 
wound.  The  thing  to  do  was  to  try  and  control 
the  hemorrhage  which  was  at  times  also  very 
difficult.  The  usual  technic  was  used  in  the  repair 
of  the  intestines,  removing  all  injured  parts  and 


resorting  to  the  simple  end-to-end  anastomosis  in 
resections.  In  the  case  of  bullet  perforations  the 
purse  string  suture  was  most  always  used,  owing 
to  the  amount  of  time  it  saved.  Silk  was  the  only 
material  used.  Organs  that  had  been  mutilated 
were  always  removed.  The  wound  was  closed 
with  through  and  through  interrupted  large  silk 
sutures  and  rubber  or  gauze  drains  placed  in  posi- 
tion. 

When  we  first  arrived  I was  surprised  to  see 
the  French  and  Belgian  surgeons  using  enormous 
quantities  of  ether  to  wash  out  the  abdominal 
cavity.  When  I say  large  quantities  I •mean  quarts 
at  a time,  pouring  the  ether  directly  into  the  cavity 
and  using  large  swabs  to  clean  the  intestines.  I 
noticed  at  once  that  it  did  not  have  a very  good 
effect  upon  the  patient  even  when  under  the  most 
profound  anesthesia,  for  he  wuold  seem  to  come  out 
from  the  influence  of  the  anesthetic  and  act  in  the 
same  manner  as  when  the  rectum  is  dilated.  There 
was  no  doubt  that  the  use  of  ether  to  clean  the 
intestines  and  abdominal  cavity  was  very  good 
but,  on  account  of  the  marked  action  that  it  had 
upon  the  nervous  S5^stem,  it  was  soon  discarded.  In 
all  cases  an  intravenous  saline  was  given  before 
and  if  needed  was  repeated  after  the  operation, 
which  seemed  to  strengthen  the  patient  very 
much.  . 

All  these  cases  developed  a great  amount  of  in- 
fection and  drained  freely,  which  made  it  necessary 
that  they  be  dressed  several  times  a day  and  with 
large,  voluminous  dressings.  Strychnin  was  used 
very  little  by  the  Belgians  in  any  case  until  after 
the  Americans  arrived  who,  on  the  other  hand, 
prescribed  it  a great  deal.  The  Belgians  used 
camphorated  oil  in  the  most  astounding  doses,  such 
as  six,  eight,  tent  and  twelve  cc.  every  hour  and 
thirty  minutes  for  many  doses. 

Treatment  of  Wounds. 

The  treatment  of  the  wounds  required  a great 
deal  of  study  and  consideration.  There  were 
many  different  kinds  used,  some  that  gave  the  de- 
sired results  and  many  others  that  did  not.  I will 
name  a few  of  the  principal  ones  according  to 
their  value  in  my  opinion,  being  taken  from  my 
personal  observation,  at  the  same  time  stating  that 
there  is  a very  wide  difference  in  opinion,  each  sur- 
geon having  one  or  two  treatments  that  have  given 
him  the  best  results. 

Hypertonic  and  Isotonic  Salt  Solutions.  The 
question  of  increasing  the  physiologic  combative 
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forces  of  the  body  is  a subject  on  which  many  vol- 
umes have  been  written  and  the  men  who  have  car- 
ried out  these  experiments  deserve  a great  deal  of 
credit  but  there  are  at  this  time  two  men,  Col. 
Almooth  W right  and  Dr.  Alexis  Carrel  who, 
through  their  many  experiments,  have  made  it 
possible  for  the  surgeons  to  obtain  the  most  gratify- 
ing results.  Most  all  of  the  experiments  worked 
out  by  Col.  Wright  and  his  assistants  before  the 
war  have  been  proven  and  the  hypertonic  and 
isotonic  salt  solutions  are  now  being  used  in  all  the 
hospitals  of  the  British  army  and  in  a great  many  of 
the  other  army  hospitals. 

The  first  thing  to  take  into  consideration  was 
the  patient’s  general  health,  both  mental  and 
physical,  and  to  my  mind  the  mental  condition  was 
very  important.  This  we  are  now  all  very  familiar 
with.  The  patient  has  been  subjected  to  the  excit- 
ing things  that  are  connected  with  warfare  and  the 
life  in  the  trenches  and  his  nervous  system  is  in  the 
most  deplorable  condition,  his  combative  forces  and 
vitality  being  far  below  normal.  It  has  been  my 
custom  in  these  cases  to  Instruct  my  nurses  to  make 
every  effort  to  make  the  patient  feel  that  he  is  in 
a place  of  absolute  safety  and  that  everything  will 
be  done  to  make  him  comfortable  and  relieve  his 
condition  as  quickly  as  possible ; in  other  words, 
get  him  back  to  his  usual  w’ay  of  living.  •!  think 
the  use  of  the  phonograph  in  the  wards  and  the 
many  other  things  that  are  to  be  had  along  the 
lines  of  amusement  are  of  the  greatest  help  to  make 
him  forget  the  trials  that  he  has  just  been  sub- 
jected to.  I have  observed  that  the  patients  do  not 
respond  to  the  treatments  the  first  two  or  three 
days  as  they  do  after  that  time  and  I am  convinced 
that  it  is  due  a great  deal  to  their  mental  state. 

The  attempts  on  the  part  of  the  surgeon  to  in- 
crease the  combative  forces  of  the  body  are  at 
times  very  discouraging  and  there  are  several 
things  that  have  to  be  taken  into  consideration. 
The  one  w’ord  stimulation  will  cover  a great  deal 
of  it;  first,  the  stimulation  of  the  physiologic  forces, 
second,  that  of  the  protective  elements  and,  third, 
of  the  action  of  the  white  blood  corpusoles  (pha- 
gocytosis). It  may  be  said  that  the  action  of  salt 
solutions  has  been  known  for  many  years  but  the 
use  of  solutions  of  different  strengths  for  different 
bacteria  is  comparatively  new.  For  instance,  the 
hypertomic  solutions,  had  a very  pronounced  effect 
upon  the  pyocvaneus  and  greatly  stimulated  the 
action  of  the  white  blood  corpuscles.  The  isotonic 


acted  best  in  the  streptococcus  infection  and  also 
showed  a tendency  to  dilute  the  lymph  and  in  this 
way  it  was  possible  for  the  white  blood  corpuscles 
to  enter  the  wound  and  carry  on  their  work,  for 
it  is  known  that  they  are  the  most  deadly  enemy 
of  the  streptocucoccus,  while  this  organism  does 
very  well  in  lymph. 

In  the  British  army  they  have  been  using  what 
is  called  the  “tablet  and  gauze  pack,”  a pad  of 
gauze  made  of  several  layers,  between  which  salt 
tablets  have  been  placed.  These  are  carried  by  the 
soldier  in  his  first-aid  package.  These  are  placed 
in  water,  slightly  wrung  out  and  then  placed  upon 
the  wound  immediately  after  the  injury.  This  has 
proved  to  be  one  of  the  greatest  aids  to  the  sur- 
geon in  the  handling  of  large  numbers  of  wounded, 
on  account  of  the  fact  that  in  a large  number  of 
cases  the  action  of  the  bacteria  is  greatly  retarded, 
thus  making  it  possible  for  these  cases  to  be  trans- 
ported as  far  back  as  the  base  hospital,  leaving 
room  for  those  who  have  been  less  fortunate  and 
who  demand  immediate  attention. 

Carrel’s  Solution.  As  to  Carrel’s  sodium  hypo- 
chlorite solution  I cannot  say  too  much.  I am 
thoroughly  convinced  it  is  one  of  the  greatest  that 
has  been  found.  It  is  hard  for  me  to  determine 
which  have  given  the  best  results,  the  salt  solutions 
or  Carrel’s.  It  is  made  by  neutralizing  sodium 
phypochlorite  with  boracic  acid  solution,  taking 
twenty  parts  of  this  and  adding  it  to  eighty  parts 
of  water.  The  Carrel  tube  is  used,  it  being  made 
by  placing  a common  perforated  rubber  tube  one- 
quarter  of  an  inch  in  diameter  in  cloth  of  course 
material,  as  rough  toweling.  One  thickness  is 
placed  around  the  tube  and  sewed.  Made  in  dif- 
ferent lengths,  these  tubes  are  placed  in  the  tract 
made  by  the  missle,  sometimes  a single  tube  and 
sometimes  two,  one  through  the  wound  of  entrance 
and  one  through  the  wound  of  exit,  the  best  lying 
alongside  of  each  other  in  the  tract.  The  solution 
is  then  injected  every  two,  three  or  four  hours  or 
can  be  used  continuously.  Dr.  Carrel  advised  that 
in  the  wound  there  should  not  be  any  effort  made 
on  the  part  of  the  surgeon  to  clean  out  the  foreign 
particles  of  dirt;  in  fact,  no  disturbance  of  the 
wound  in  an)^  way,  but  it  has  been  our  custom  to 
clean  out  all  blood  clots.  This  solution  seemed 
to  give  the  best  results  in  cases  that  had  received 
their  injury  only  a few  hours  previously.  The  tubes 
were  generally  left  in  the  wound  from  twelve  to 
fourteen  days  and  upon  removal  the  wounds  seemed 
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to  heal  very  rapidly.  The  exudate  was  never  as 
abundant  as  in  the  other  cases  and  did  not  have 
the  appearance  of  pus  but  that  of  a thin,  colorless 
jelly-like  substance. 

Magnesium  Sulphate  Solution.  A solution  was 
made  of  magnesium  sulphate,  forty  ounces  dis- 
solved in  ten  of  glycerine  and  thirty  of  water.  This 
was  recommended  because  of  it  taking  longer  to 
absorb,  since  it  was  found  to  have  a marked  ten- 
dency to  interfere  with  the  digestive  properties  of 
pus,  and  it  inhibits  the  growth  of  certain  kinds  of 
bacteria,  especially  the  streptococcus.  The  same 
technic  was  used  in  the  operative  treatment  as  in 
the  other  wounds,  after  which  a light  packing 
saturated  with  this  solution  was  inserted  and  left 
for  twenty-four  hours.  This  treatment  was  used 
in  cases  of  long  standing  and  it  was  claimed  the 
pus  and  infected  matter  soon  disappeared.  The 
granulations,  instead  of  being  of  an  edematous  na- 
ture and  flabby,  were  of  a rich  bright  red  color  and 
very  firm ; therefore  the  process  of  healing  was 
more  rapid.  Some  included  the  use  of  phenol  in 
the  first  treatment,  even  touching  up  the  ends  of 
fractured  bones  and  packing  with  a solution  of 
phenol  1 in  20  which  was  removed  at  the  end  of 
twenty-four  hours  and  the  magnesium  solution  used 
after. 

Quinine  Solutions.  The  use  of  quinine  hydro- 
chloride has  been  based  upon  the  finding  of  Dr. 
Kenneth  Taylor,  of  the  American  Ambulance,  of 
Paris.  From  the  opinion  of  a number  of  surgeons 
who  have  used  this  solution  a great  deal,  I have 
concluded  that  it  w'as  a very  good  treatment  and 
that  some  wonderful  results  had  been  obtained  in 
its  use.  Dr.  Taylor  found  that  this  solution  had 
ten  times  stronger  bactericidal  properties  than  car- 
bolic acid,  especially  in  its  action  on  B.  aerogenes 
capsulatus,  that  it  was  a strong  antiferment 
preventing  the  digestion  of  proteins,  that  it  formed 
no  stable  chemical  combustion  with  proteins  so 
that  its  activity  is  not  greatly  reduced  by  the 
presence  of  serum  or  pus,  that  it  lead  to  the  pro- 
duction of  a medium  unfavorable  to  bacterial 
growth,  that  it  did  not  retard  the  action  of  the 
white  blood  capuscles,  that  it  was  non-irritating 
and  non-toxic. 

The  Phenol  Solutions.  This  treatment  was 
at  first  thought  to  be  ideal  and  was  used  quite  ex- 
tensively but,  since  the  use  of  the  salt  solution, 
Carrel’s  magnesium  and  quinine  solutions,  it  was 
found  this  was  very  drastic  and  did  not  give  the 
best  end-results.  The  full  strength  phenol  was 


used,  was  poured  into  the  wound  and  immediately 
afterwards  washed  out  with  alcohol.  This  method 
was  very  severe  and  the  action  of  this  solution  on 
the  lacerated  and  mutilated  tissues  resulted  in  an 
increased  amount  of  sloughing  and  great  quantities 
of  pus  which  had  to  be  expelled  from  the  wound. 
The  regenerative  process  seemed  to  be  retarded  in- 
stead of  hastened  and  this  treatment  was  after  a 
time  abandoned. 

Glycerine  Ichthyol  Solution.  This  solution  was 
also  used  a great  deal  at  first  but  was  soon  discard- 
ed because  it  was  very  slow  in  its  action  and  took  so 
long  to  complete  a repair,  while  the  other  treat- 
ments gave  much  quicker  results.  This  is  now  be- 
ing used  in  cases  where  there  will  have  to  be  a skin 
graft  done,  on  account  of  the  large  firm  healthy 
granulations  that  are  subsequently  formed. 

The  electrical  treatment  has  been  used  some  but 
not  by  any  of  us  in  this  hospital  and  I am  therefore 
not  in  a position  to  give  anything  in  regard  to  re- 
sults obtained.  The  violet  light  is  at  this  time 
being  installed  in  the  hospital  and  we  are  just  be- 
ginning to  use  it  in  old  cases  that  seem  not  to 
respond  to  any  treatment.  It  is  claimed  it  gives 
the  finest  results  in  this  class  of  cases  but  this  re- 
mains to  be  seen. 

The  anesthesia  generally  used  was  ether  and 
spinal.  The  ether  was  given  in  a large  mask 
covering  the  patient’s  face  and,  no  regard  being 
taken  as  to  the  amount  given,  it  was  simply  poured 
in  great  quantities  into  a closed  mask  and  placed 
upon  the  patient’s  face.  In  other  words,  he  was 
knocked  out  with  the  first  blow.  The  spinal 
anesthesia  was  used  a great  deal  and  was,  to  my 
mind,  the  most  satisfactory  in  cases  of  wounds  of 
the  lower  extremities,  especially  in  amputations. 
The  solution  always  used  was  a 4 per  cent,  solu- 
tion of  novocain,  three  cc.  being  injected.  Chloro- 
form was  used  very  little. 

ALCOHOL  AND  PNEUMONIA. 

The  United  States  Public  Health  Service  brands 
strong  drink  as  the  most  efficient  ally  of  pneu- 
monia. It  declares  that  alcohol  is  the  handmaiden 
of  the  disease  which  produces  10  per  cent,  of  the 
deaths  in  the  United  States.  This  is  no  exaggera- 
tion. We  have  known  for  a long  time  that  indul- 
gence in  alcoholic  liquors  lowers  the  individual 
vitality,  and  that  the  man  who  drinks  is  peculiarly 
susceptible  to  pneumonia.  The  United  States 
Health  Service  is  a conservative  body.  It  does 
not  engage  in  alarmist  propaganda.  In  following 
out  the  line  of  its  official  duties  it  has  brought 
forcefully  to  the  general  public  a fact  which  will 
bear  endless  repetition.  The  liberal  and  con- 
tinuous user  of  alcoholic  drinks  will  do  well  to 
heed  this  warning,  particularly  at  this  season  of 
the  year  when  the  gruesome  death  toll  from  pneu- 
monia is  being  doubled. 
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A NEOSALVARSAN  FATALITY. 

By  W.  Ray  Jones,  A.  B.,  M.  D., 
and 

Kenneth  J.  Holtz,  M.  D., 

SEATTLE^  WASH. 

In  the  early  days  we  looked  for  all  kinds  of 
untoward  effects  after  salvarsan  or  neosalvarsan 
injections,  more  especially  arsenical  poisoning  and 
eye  reactions  because  the  allied  compounds  of  the 
atoxyl  groups,  when  used  in  spirillary  diseases, 
such  as  sleeping  sickness,  frequently  caused  blind- 
ness. Later  experience  shows,  however,  the  usual 
postinjection  results  are  as  follows: 

About  half  have  no  reaction  that  the  patient 
pays  any  particular  attention  to;  one-fourth  have 
transient  effects,  as  slight  nausea  or  chill,  constipa- 
tion or  diarrhea,  etc.  The  remainder  have  severe 
reaction,  varjdng  from  chill  and  fever  to  extreme 
nausea,  long  continued,  violent  limb  pains,  head- 
aches, convulsions,  increase  in  tabetic  symptoms, 
skin  symptoms  varying  from  a slight  urticaria  to 
severe  arsenical  dermatitis — all  the  symptoms  of 
arsenical  poisoning  and  even  death.  The  general 
idea  of  the  medical  profession  is  that  nothing  more 
than  a chill  and  fever,  diarrhea  and  nausea  are 
to  be  expected  after  the  injection.  That  we  do 
not  realize  the  danger  is  largely  due  to  the  doctors’ 
telling  only  of  their  successes  and  “burying  their 
mistakes”. 

We  in  the  Northwest,  as  well  as  institutional 
investigators,  owe  it  to  scientific  medicine  to  report 
our  failures  as  well  as  our  successes,  this  being  the 
excuse  for  this  report.  This  neosalvarsan  fatality 
occurred  some  time  ago,  in  one  of  the  local  hos- 
pitals, and  seems  a typical  fatality,  as  some  hun- 
dreds of  others  are  reported  in  the  literature  with 
almost  identical  post-injection  histories. 

A review  of  the  literature  on  fatalities  shows 
both  the  old  salvarsan  and  the  neosalvarsan  have 
been  used  with  fatal  result.  Nearly  always  it 
has  been  the  second  injection  which  ended  fatally. 
The  usual  course  in  a fatal  case  began  with  head- 
ache, muscular  twitchings,  nystagmus,  convulsions 
and  finally  coma  terminating  in  death.  The  stage 
of  the  disease  has  varied  from  primary  to  late 
tertiary  and  metasyphilitic  affections.  Postmor- 
tems have  shown  diffuse  encephalitis  and  acute 
hemorrhagic  nephritis,  acute  aortitis  and  myocardi- 
tis, down  to  absolutely  nothing  pathologic.  The 
dose  varied  from  0.01  gram  of  the  neo-  in  a baby 


to  full  0.9  gram  of  neo-  in  adults.  Ages  vary 
from  premature  infants  to  the  senile,  physical  con- 
dition from  the  seemingly  perfectly  healthy  to  the 
dying,  but  usually  with  a renal  involvement.  The 
operators  have  varied  from  the  most  mediocre  to 
Wechselmann,  Ehrlich’s  clinical  investigator,  him- 
self. Manner  of  injection  has  been  intravenous, 
muscular  and  subcutaneous,  with  more  intramus- 
cular fatalities.  Among  the  diseases  treated  were 
merely  prophylactic  to  syphilis  after  a suspicious 
exposure  of  a healthy  individual,  all  stages  of 
syphilis,  primary,  secondary,  tertiary  and  metasy- 
philitic infections,  malaria,  tropical  spirochetal 
diseases,  anemias  and  even  acute  infections,  as 
scarlatina. 

CASE  REPORT. 

American,  male,  age  65,  married,  prospector  by 
occupation. 

Patient  entered  hospital  on  June  -,  complaining 
of  smothering  spells. 

Diagnosis,  pernicious  anemia  with  cardiorenal 
complications. 

No  family  history  of  heart,  lung,  or  kidney 
troubles,  or  any  of  the  anemias.  Denies  venereal 
infection. 

Present  complaint.  Four  years’  duration,  be- 
ginning with  general  weakness,  edema  and  loss 
of  weight,  progressively  increasing  to  present  time. 

Examination.  Skin  yellowish  white,  some  puffi- 
ness of  the  face,  tongue  clear,  breath  foul.  Heart: 
Apex  at  lower  border  of  sixth  rib  in  the  mammil- 
lary line,  apical  systolic  murmur  diffused  over 
whole  chest.  Blowing  aortic  second  sound.  Pulse 
irregular  and  not  all  heart  beats  transmitted  to 
radial  pulse.  Blood  pressure:  Systolic,  120;  dias- 
tolic, 90.  Arteries  hard. 

Abdomen  tight  with  ascitic  fluid.  Spleen  pal- 
pable and  enlarged,  lower  border  extending  to 
level  of  umbilicus.  Extremities  edematous. 

Laboratory  findings:  Urinary  examination, 

alkaline,  sp.  g.  1,010,  trace  albumin,  no  sugar. 
Microscopic:  hyaline  and  granular  casts,  epithelial 
and  few  pus  cells.  Wassermann  negative. 

Blood  examination:  R.  B.  C.,  2,400,000;  W. 
B.  C.,  10,400;  hemoglobin,  50  per  cent.;  color 
index,  1.  Differential:  Polynuclears,  68  per 

cent. ; large  lymphocytes,  26  per  cent. ; small  lym- 
phocytes, 5 per  cent.;  myelocytes,  1 per  cent.  No 
eosinophiles,  no  basophilcs,  no  nucleated  reds. 
Poikolocytosis  marked,  many  macrocytes  and  mi- 
crocytes. 

Treatment.  Hydrogog  cathartics  and  general 
nephritic  treatment,  with  Fowler’s  solution  of 
arsenic  for  anemia.  No  mercury. 

June  7,  seven  days  after  entrance.  Blood  ex- 
amination H,  40  per  cent.;  color  index,  1.00; 
resting  poorly. 
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June  9.  Neosalvarsan  for  anemia,  taking 
chances  on  weakened  condition  of  the  kidneys. 
Gave  0.9  gram  neosalvarsan,  dissolved  in  150  cc. 
Yz  normal  salt  solution,  intravenously,  preceded 
and  followed  by  saline,  giving  a total  of  350  cc. 
of  fluid. 

Slight  reaction  and  chill  afterward.  No  di- 
arrhea nor  vomiting.  No  urinary  symptoms,  little 
headache. 

June  10.  Condition  verj^  much  improved;  feels 
stronger,  eats  better  and  sleeps  well. 

June  12.  Hemoglobin,  35  per  cent.;  color  in- 
dex, 1 ; nucleated  reds  present ; granular  degenera- 
tion of  reds. 

June  14.  Seems  very  much  improved  in  spite 
of  increasing  anemia. 

June  18.  Condition  worse.  Feels  smothering. 
Decided  to  give  neosalvarsan  again  because  of 
former  immediate  improvement.  10  a.  m.,  0.9 

gram  neosalvarsan  in  150  cc.  normal  saline, 

preceded  and  followed  by  saline,  giving  a total  of 
350  cc.  of  fluid.  10:30  a.  m.,  chill  and  clonic 
convulsions  of  entire  body.  Twitching  of  e5^elids, 
marked  nystagmus.  No  paralysis,  but  inability 
to  make  co-ordinate  movements.  Can  talk,  but 
not  intelligently.  12  m.,  convulsions  continuing, 
but  milder;  gradually  growing  weaker.  1 p.  m.. 
breathing  markedly  impeded.  Seems  choking  with 
mucus,  pulse  imperceptible ; convulsions  mere 
twitchings.  2 p.  m.,  died  in  convulsion.  Autopsy 
refused. 

The  question  is  “What  caused  death”  ? 

The  answer,  toxicity  of  the  neosalvarsan  itself, 
as  ordinarily  all  salvarsan  preparations  are  some- 
what toxic.  The  conditions  contributing  to  acci- 
dent in  man  himself  were:  (1)  Myocarditis,  (2) 

nephritis,  (3)  arteriosclerosis,  (4)  too  weak  to 
stand  cold  solution  in  veins.  An  Herxheimer  re- 
action might  also  offer  a partial  explanation. 

Faulty  technic  also  offers  a possible  explanation 
as  follows: 

( 1 )  Sterilized  filtered  water,  instead  of  dis- 


tilled, was  used,  same  water  being  followed  by 
chills  after  injections  in  other  patients. 

(2)  Entire  solution  was  injected  in  ten  min- 
utes, instead  of  going  slowly  and  taking  time  for 
body  to  react  and  not  overfill  the  already  water- 
soaked  tissues. 

(3)  Salvarsan  warm.  Instead  of  neosalvarsan 
cold,  should  have  been  used. 

(4)  Should  have  known  better  than  to  give 
the  Injection,  the  patient  being  already  saturated 
with  Fowler’s,  and  the  form.er  injection  could  not 
have  been  entirely  eliminated  in  the  intervening 
ten  days  by  the  weakened  excretory  organs.  In 
addition,  the  presence  of  nephritis  contraindicated 
the  injection. 

Incidentally  we  put  350  cc.  of  fluid  Into  the 
system,  when  he  was  already  drowning  in  his  owm 
body  fluids.  Concentrated  solution  would  have 
been  better. 

However,  the  steps  taken  were  warranted  by 
the  marked  improvement  after  the  first  injection 
and  by  having  exhausted  all  other  means  of  treat- 
ment with  no  results.  Death  was  probably  due 
to  the  toxicity  of  the  drug  itself.  This  toxicity 
was  due  to  decomposition  of  the  preparation  within 
the  body  and  formation  of  by-products,  the  same 
products  being  formed  faster  than,  the  damaged 
parenchymatous  organs  could  excrete. 

Does  this  condemn  Ehrlich’s  product?  Abso- 
lutely no!  Compared  to  the  good  results  obtained 
in  syphilis,  malaria,  sleeping  sickness,  yaws,  etc., 
the  ill  effects  are  absolutely  negligible.  It  would 
be  as  sensible  to  stop  riding  in  automobiles  because 
of  people  having  been  killed  in  them.  The  per- 
centage of  accidents  due  to  riding  in  automobiles 
is  larger  in  proportion  to  the  number  of  people 
affected  than  In  salvarsan  Injections. 


Nephritis.  The  study  of  the  etiology  of  chronic 
nephritis  and  of  the  efficiency  of  the  phenolsul- 
phonephthalein  test  made  from  the  records  of  the 
Southern  Pacific  Hospital  by  P.  K.  Brown  and 
W.  T.  Cummins,  San  Francisco,  appears  in  the 
Journal  A.  M.  A.,  March  11,  1916.  The  cases  were 
divided  into  two  groups:  those  with  blood  pressure 
apart  from  any  other  known  cause  above  the 
maximum  normal  under  hospital  conditions  of  rest 
and  diet,  and  those  in  which  it  was  normal  or 
below.  Each  group  was  studied  in  reference  to 
entrance  diagnosis,  complications,  age,  occupation, 
use  of  alcohol  and  previous  infections,  and  these 
subdivided  again  into  the  more  serious  infections 
and  another  group  comprising  all  others.  The 
cases  with  the  blood  pressure  above  180  were 
separated  from  the  cases  with  the  high  blood  pres- 
sure, and  as  it  was  not  possible  to  distinguish  in 
all  high  blood  pressure  cases  between  chronic  and 
interstitial  nephritis  and  arteriosclerotic  kidney, 
they  were  all  put  together  under  the  former  head. 
The  table  given  shows  that  the  diagnosis  of 


nephritis  is  practically  a laboratory  diagnosis  and 
that  it  exists  as  a complication  revealed  by  some 
other  disorder  causing  the  patient’s  hospital  treat- 
ment. The  second  important  thing  is  that  the 
etiologic  significance  of  infections,  hard  work  and 
alcohol  has  a very  similar  relation  to  the  group  in 
which  albumin  and  casts  were  accompanied  by 
low  blood  pressure  and  to  the  group  accompanied 
by  high  blood  pressure.  The  chief  difference  is 
that  in  the  high  blood  pressure  cases  three-fourths 
were  over  forty  years  of  age,  whereas  in  the 
normal  or  low  blood  pressure  cases  less  than 
one-third  were  over  forty.  In  other  words,  the 
occurrence  of  marked  structural  change  in  the 
kidney  has  a distinct  relation  to  age.  A tabulation 
of  the  cases  was  made  also  to  show  the  incidence 
of  alcohol,  venereal  infections  and  other  serious 
infections,  and  it  shows  that  certain  infectious 
diseases,  notably  the  venereal  and  scarlet  fever 
groups,  were  from  20  to  300  per  cent,  commoner 
in  the  early  history  of  chronic  nephritic  cases  than 
in  others. 
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EDITORIAL 


THE  CONQUEST  OF  SYPHILIS. 

Whether  or  no  syphilis  is  increasing  or  decreas- 
ing in  frequency  is  a moot  question.  But  that 
the  opportunities  for  successfully  treating  it  are 
better  than  ever  before  can  hardly  be  disputed. 
On  the  one  hand,  the  public  is  being  more  and 
more  enlightened  as  to  the  dangers  of  the  disease, 
and  on  the  other,  physicians  have  a better  thera- 
peutic armamentarium,  coupled  with  a rapidly 
growing  understanding  of  the  potentialities  of  the 
disease.  Early  diagnosis  has  been  facilitated  by 
the  use  of  the  dark  stage  which  makes  discovery 
of  spirochetes  possible  almost  as  soon  as  the  chancre 
appears.  The  old-time  practice  of  waiting  for 
secondaries,  at  least  in  any  community  wherein 
one  can  find  a microscopist  capable  of  properly 
making  an  examination,  should  be  relegated  to  a 
rapidly  dimming  past  and  perhaps  be  classed  as 
bordering  upon  malpractice.  Early  diagnosis 
means  the  possibility  of  absolute  cure.  Every 
day  lost  lessens  the  prospects.  Pusey  in  his  excel- 
lent little  book  on  “Syphilis  as  a Modern  Prob- 
lem” estimates  that  not  more  than  one  per  cent, 
of  sj'philitics  will  develop  late  lesions  if  properly 
treated  early  in  the  infection.  This  estimate,  while 
probably  too  bright,  is  not  far  from  the  truth. 

But  it  is  on  the  later  manifestations  that  the 
greatest  illumination  has  been  shed.  Not  many 
years  ago  most  of  the  lesions  of  the  nervous  sys- 
tem, now  recognized  as  definitely  due  to  syphilis, 
were  still  speculative  and  such  as  were  recognized 
were  regarded  as  offering  little  promise.  Many 
persons  must  have  died  of  neglect  who  could  have 
been  saved  by  vigorous  treatment,  even  the  lim- 
ited treatment  that  was  possible  at  that  time.  The 
recent  intensive  and  in  the  main  well-directed 
studies  of  syphilis  which  have  resulted  in  the 
Wassermann,  spinal  fluid  and  luetin  tests,  have 
aided  not  only  to  more  general  recognition  of  the 
infection  but,  far  more  important,  have  stimu- 
lated treatment  so  that  it  now  seems  reasonable 
to  give  every  syphilitic  the  benefit  of  energetic 


treatment,  though  not  all  will  respond.  Estab- 
lished paresis  still  seems  to  be  hopeless  nor  can 
good  results  be  anticipated  in  tabes  in  which  the 
serologic  findings  are  negative,  this  seeming  to 
indicate  that  the  trouble  is  degenerative  and  not 
active. 

But  only  a superman  in  every  case  can  posi- 
tively differentiate  between  paresis  and  pseudo- 
paresis, the  latter  name  covering  a number  of 
anatomic  lesions  due  to  the  spirochete,  such  as 
gummata,  endarteritis,  meningitis,  or  effusion, 
which  may  and  as  a matter  of  fact  often  do  re- 
spond amazingly  to  properly  directed  treatment, 
with  the  emphasis  on  the  “properly  directed”.  The 
phj^sician  who  gives  a full  dose  of  salvarsan  or 
neosalvarsan  to  a patient  who  has  a gross  cerebral 
lesion  may  benefit  him.  Conversely,  and  not  in- 
frequently, he  may  kill  him,  whereas  a less  spec- 
tacular approach  with  mercury,  followed  by  small 
doses  of  the  arsenical  or  both  which  may  be  in- 
creased as  tolerance  is  recognized,  may  accomplish 
great  good.  The  present  inability  to  secure  sal- 
varsan or  neosalvarsan  is  not  without  good.  Mer- 
cury has  again  come  into  its  own  and,  adminis- 
tered bv  injection  or  inunction,  can  be  relied  upon 
to  secure  results  which,  if  accomplished  by  the 
newer  therapy,  would  be  greeted  with  loud  huzzas 
of  elation  and  astonishment.  Thus,  the  tempo- 
rary lack  of  Ehrlich’s  great  discovery  need  not 
discourage,  though  it  seems  probable  that  the  best 
results  in  a series  of  cases  may  be  anticipated  from 
use  of  this  preparation  alternating  with  mercun'. 

Greatly  as  mankind  has  benefited  through  the 
newer  tests  for  syphilis  they  have  not  been  without 
harm.  Many  of  the  patients  treated  with  onfe  or 
two  doses  of  salvarsan  when  that  treatment  first 
came  out,  with  promise  of  complete  cure,  have 
neglected  other  treatment  and  are  now  returning, 
often  with  thoroughly  established  syphilis  of  the 
internal  organs  or  of  the  nervous  system.  There 
is  little  good  introduced  into  this  vale  of  tears 
that  is  entirely  free  from  evil.  And  so,  not  only 
has  salvarsan  therapy  been  abused  but  its  diag- 
nostic congeners,  serologj^  and  spinal  puncture, 
have  also  been  badly  used.  Sometimes  through 
scientific  zeal,  sometimes  through  commercializa- 
tion, these  worthy  adjuvants  to  the  practice  of 
medicine  have  done  considerable  harm.  As  a re- 
sult of  too  enthusiastic  acceptance,  especially  of 
the  recent  vaccine  tests,  there  is  great  danger  that 
many  persons  will  be  pronounced  syphilitic  on 
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exceedingly  doubtful  evidence.  This  is  especially 
true  of  congenital  syphilis,  in  which  the  exploiters 
and  purve}'ors  of  luetin  teach  that  positive  reac- 
tions are  practically  certain,  notwithstanding 
that  there  may  be  no  clinical  evidence  to 
substantiate  them  in  a given  case.  That  luetin 
and  possibly  other  skin  tests  may  react  positively 
in  the  presence  of  syphilis  is  not  disputed.  The 
danger  is  that  they  may  react  where  no  syphilis 
is  present.  The  tests  are  fairly  delicate  and  in 
reading  the  results  the  differences  between  posi- 
tive and  negative  findings  are  inconsiderable.  A 
multitude  of  accidents  may  enter  into  the  reac- 
tion, such  as  infection,  constitutional  dyscrasia, 
etc.  It  must  not  be  forgotten  that  many  labora- 
tories are  presided  over  by  enthusiasts  who  have 
had  little  clinical  training  and  who  lack  any  apti- 
tude for  that  kind  of  training.  They  discover,  the 
clinician  must  apply.  Exuberant  claims  are  seized 
upon  by  the  commercial  world,  advertised  and 
lauded  in  season  and  out,  with  results  that  at 
times  seem  more  than  risky.  Until  absolute  proof 
is  forthcoming,  these  tests  should  be  accepted  and 
used  cautiously  and,  unless  backed  up  by  other 
evidence,  should  be  taken  with  great  reserve,  lest 
they  bring  fear,  doubt  and  unnecessary  treatment 
into  the  lives  of  persons  who  do  not  deserve  such 
affliction.  If  in  the  fullness  of  time  they  shall  be 
proved  as  certain,  they  will  benefit  humanity,  but 
until  absolute  proof  is  forthcoming  they  should 
be  accepted  in  a conservative  spirit  worthy  of 
scientists.  Taking  in  its  entirety,  the  problem  of 
syphilis  is  being  solved.  Sanitary  and  moral 
prophylaxis  go  hand  in  hand  with  better  diagnosis 
and  better  treatment  and  offer  hopeful  prospects 
of  a complete  conquest  of  the  scourge. 


FIRST  AID  STANDARDIZATION. 

In  all  measures  to  relieve  the  ills  of  mankind 
the  most  effective  results  are  obtained  along  lines 
of  a well  developed  system  and  co-operative 
efforts.  It  is  well  known  that  no  such  estab- 
lished system  has  in  the  past  existed  in  offering 
first  aid  to  the  injured.  An  accepted  plan  is  most 
needed  in  the  work  of  railroads,  mines,  logging 
camps,  police  departments  and  the  various  indus- 
trial occupations.  During  the  past  two  years 
efforts  have  been  put  forth  to  reduce  the  state 
of  chaos  in  these  matters  to  an  acceptable  system 
of  procedure.  For  this  purpose  the  ’American 
First  Aid  Conference  M^as  held  last  August  at 


Washington  City.  At  that  time  it  was  declared 
that  a great  lack  of  uniformity  existed  in  first  aid 
methods,  first  aid  packages,  in  other  first  aid  equip- 
ment and  in  first  aid  instruction.  Hence,  many 
of  the  aims  of  first  aid  have  been  defeated,  need- 
less suffering  and  expense  thereby  having  been 
incurred.  It  was  requested  that  the  President  of 
the  United  States  appoint  a board  of  first  aid 
standardization.  Such  a board  was  later  ap- 
pointed, including  well-known  surgeons  from  va- 
rious parts  of  the  country. 

First  aid  committees  to  carry  on  this  work  have 
been  appointed  in  most  of  the  eastern  states.  No 
action  along  this  line,  however,  has  been  taken 
by  the  states  of  the  Pacific  Northwest.  In  Utah 
the  work  of  standardizing  first  aid  measures  has 
been  established  through  a First  Aid  Committee, 
appointed  b\^  the  State  Medical  Association.  The 
steam  railwa_vs  of  the  state  have  well  organized 
hospital  and  first  aid  departments.  Trains  are 
furnished  emergency  boxes,  and  on  some  the  box 
must  be  inspected  and  certified  to  every  six  months. 
No  hospital  cars  are  used,  but  at  division  points 
large  boxes  or  suit  cases  are  kept  for  wreck  only. 
These  can  not  be  used  for  any  other  purpose.  At 
shops  where  500  or  more  men  are  emploj'ed  an 
emergency  hospital  and  graduate  nurse  are  pro- 
vided. Stretchers  are  carried  on  all  trains  and 
kept  about  the  shops.  A piece  of  canvas  6x2  feet 
with  a rope  sewn  around  its  edge,  having  six  hand- 
holds for  carrying,  is  used  to  remove  injured  or 
sick  persons  from  Pullman  cars  when  the  window 
is  not  available.  Wounds  for  some  time  have  been 
treated  by  cleaning  with  gasoline  and  painting 
with  iodin.  As  men  are  permitted  to  visit  the 
hospital  or  nurse  without  loss  of  time,  the  in- 
fected wound  is  practically  unknown. 

Among  graders  and  in  construction  work  away 
from  the  city  a box  containing  common  remedies 
and  sterile  individual  dressings  with  iodin  in 
ampole  or  bottle,  bandages,  cotton,  splints,  etc., 
are  left  in  charge  of  a time-keeper.  He  and  the 
men  are  given  first  aid  instruction  and,  since  anti- 
septic tablets  and  solutions  have  been  banished 
from  camp,  the  work  is  satisfactory.  The  line 
doctor  calls  once  a week  or  more  if  needed.  In 
coal  mines  the  men  are  given  first  aid  Instruction 
and  furnished  a book,  “American  Red  Cross  First 
Aid.”  Stretchers  and  emergency  boxes  are  placed 
about  the  mines,  while  helmets  and  pulmotors  are 
kept  for  emergency.  They  complain  that  the 
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methods  are  not  such  as  the\"  were  taught  some- 
where else.  The  pamphlet  issued  by  the  Bureau 
of  Mines  is  found  very  useful.  Large  copper 
mines  use  the  lung  motor  and  first  aid  cabinets. 
In  all  these  properties  the  owner  is  ready  to  buy 
anything.  He  is  most  in  need  of  men  to  teach 
the  work  and  teach  it  over  and  over  and  over 
again. 

Similar  work  of  standardization  can  be  estab- 
lished in  other  states  of  the  Northwest  through 
appointment  of  first  aid  committees  by  their  state 
associations.  It  is  a matter  that  should  be  con- 
sidered at  their  next  annual  meetings.  Detailed 
information  as  to  methods  of  procedure  can  be 
obtained  from  Dr.  J.  C.  Bloodgood,  Baltimore, 
Md.,  secretary  of  the  American  First  Aid  Con- 
ference.   

MEDICAL  NOTES 

OREGON. 

Decorated  by  the  King.  Dr.  Earl  V.  Morrow,  son 
of  Dr.  J.  W.  Morrow,  of  Portland,  born  and  edu- 
cated in  that  city,  has  been  decorated  by  King  Al- 
bert with  the  Order  of  Leopold,  the  highest  honor 
attainable,  in  consequence  of  his  services  as  sur- 
geon in  Belgium. 

Kills  Museums  of  Anatomy.  The  Portland  City 
Council  has  passed  an  ordinance  which  will  do  away 
with  the  so-called  museums  of  anatomy,  operated 
in  connection  with  the  offices  of  quack  doctors. 
The  ordinance  was  prepared  by  the  Oregon  Social 
Hygiene  Society. 

Dr.  A.  E.  Sevan,  of  Chicago,  president  of  the 
Council  of  Medical  Education  of  the  A.  M.  A.,  has 
been  on  a tour  of  the  west  inspecting  medical  col- 
leges. In  Portland  he  recommended  that  an  ade- 
quate municipal  hospital  be  established  to  be  con- 
ducted in  connection  with  the  Medical  Department 
of  the  University  of  Oregon. 

Dr.  U.  C.  Coe,  of  Bend,  has  been  appointed  mem- 
ber of  the  State  Board  of  Medical  Examiners,  suc- 
ceeding Dr.  H.  L.  Henderson,  of  Astoria. 

An  isolation  hospital  is  soon  to  be  erected  in 
Astoria,  the  building  is  to  cost  $4,000. 

Dr.  I.  D.  Bartle,  of  North  Bend,  has  left  for  a 
two  months  visit  in  the  East  during  which_  time 
he  will  take  postgraduate  work  at  Tulane  Univer- 
sity. 

Dr.  J.  R.  Barr,  of  Bend,  has  located  in  Sheridan. 


WASHINGTON. 

The  Antiplague  Campaign,  under  the  direction 
of  the  Government,  has  extended  to  Tacoma,  where 
H.  W.  Tinker  is  in  charge  of  rat  catching  opera- 
tions. He  will  remain  a year,  being  under  direct 
supervision  of  Dr.  Wall,  City  Health  Officer. 

Prisoner  in  Scotland.  It  has  been  reported  that 


Dr.  Carl  Greiff,  of  Everett,  who  started  for  Ger- 
many to  enter  the  Red  Cross  Service,  is  held  by 
the  British  authorities  as  prisoner  of  war  in  Edin- 
burgh Castle.  His  family  was  allowed  to  proceed 
to  Germany. 

Injured  in  Collision.  Dr.  A.  J.  Osterman,  of 
Mount  Vernon,  narrowly  escaped  death  in  a col- 
lision with  an  interurban  car.  The  buggy  in  which 
he  was  riding  was  completely  demolished  and  the 
horse  so  badly  injured  that  it  had  to  be  killed.  The 
doctor  had  three  ribs  fractured  and  was  generally 
bruised,  but  is  recovering  nicely. 

Doctors’  Office  Building.  Drs.  A.  J.  McIntyre, 
J.  F.  MacDonald,  G.  I.  Hurley  and  H.  C.  Watkins, 
of  Hoquiam,  have  planned  the  erection  of  a doctors’ 
office  building  to  be  located  next  to  the  Hoquiam 
General  Hospital. 

Stop  Spitting.  The  Department  of  Health,  of 
Seattle,  has  begun  a rigid  enforcement  of  the  anti- 
expectoration ordinance  and  violaters  will  be 
placed  under  arrest.  Dr.  J.  B.  Anderson,  of  Spo- 
kane, has  also  been  particularly  active  in  check- 
ing this  form  of  nuisance  in  his  city. 

Muzzle  the  Dogs.  On  account  of  the  presence  of 
rabies  in  the  surrounding  country  the  council  of 
Reardan  has  passed  a muzzling  ordinance.  This  is 
in  co-operation  with  the  county  officials,  and  all 
dogs  found  unmuzzled  will  be  shot. 

Dry  Law  Violators.  Under  the  dry  law  there 
have  already  been  several  arrests  of  druggists  and 
now  the  physicians  are  being  checked  up.  Among 
those  arrested  already  are  Dr.  W.  D.  Emmonds,  of 
Seattle;  Dr.  T.  J.  Pearsall,  of  Tacoma,  and  Dr.  J. 
E.  Strain,  of  Colfax. 

Dr.  L.  A.  Buss,  of  Enumclaw,  has  sold  his  prac- 
tice and  office  fixtures  to  Dr.  R.  L.  Sweet,  of  Sel- 
leck.  Dr.  Buss  will  take  charge  of  the  Sweet  Hos- 
pital for  a month  while  Dr.  Sweet  is  in  the  East 
doing  postgraduate  work. 

Dr.  F.  J.  Hackney,  of  Toledo,  has  moved  to  Ne- 
vada on  account  of  the  ill  health  of  his  wife.  Dr. 
Getzlaff,  of  Walla  Walla,  will  take  charge  oif  his 
practice. 

Dr.  R.  C.  Hill,  of  Irondale,  has  been  awarded  tbe 
care  of  the  county  poor,  to  be  attended  in  his 
hospital  at  the  rate  of  75  cents  per  day. 

Dr.  J.  E.  Fales,  who  has  been  practicing  in  Los 
Angeles  for  the  past  ten  years,  has  located  in 
Eatonville. 

Dr.  H.  B.  Cravens,  of  Walville,  has  left  for  a post- 
graduate course  in  the  East  during  which  time  Dr. 
W.  T.  Miles,  of  Seattle,  will  attend  to  his  practice. 

Dr.  E.  P.  Fick,  of  Seattle,  has  established  a pri- 
vate sanitarium  for  the  dietetic  treatment  of 
patients. 

Dr.  I.  S.  Clark  of  Colville,  has  been  operated  on 
for  appendicitis,  and  has  now  returned  to  his  work. 

Dr.  E.  F.  Chase,  of  North  Yakima,  has  returned 
from  a postgraduate  course  in  the  East. 

Dr.  F.  M.  Evans,  formerly  of  Maine,  has  located  in 
Bellingham. 
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Dr.  C.  E.  Watson  has  been  chosen  city  physician 
of  Nampa.  He  is  the  first  incumbent  of  this  posi- 
tion, the  work  having  been  formerly  done  by  Dr. 
J.  H.  Murray  who  is  one  of  the  council  and  head 
of  the  Board  of  Health. 

Pocatello  Medical  Society.  At  the  January  meet- 
ing of  the  society  the  following  officers  were 
elected  for  the  ensuing  year;  President,  J.  Clothier; 
vice-president,  E.  N.  Roberts;  secretary-treasurer, 
F.  M.  Ray. 

Dr.  C.  W.  Slusser,  of  Orangeville,  has  returned 
from  a postgraduate  course  in  the  East. 


OBITUARIES. 

Dr.  R.  H.  Smith  died  at  Seattle,  Wash.,  Feb.  12, 
from  cerebral  hemorrhage.  He  was  born  at  Union, 
West  Virginia,  in  1851.  He  graduated  from  the 
college  of  Physicians  and  Surgeons  in  Baltimore  in 
1877.  He  practised  in  Craig,  Mo.,  until  1889,  when 
he  located  at  Seattle.,  He  has  not  been  in  active 
practice  for  a number  of  years,  having  devoted 
most  of  his  time  to  real  estate  and  lumber  inter- 
ests, from  which  he  accumulated  a large  fortune. 

Dr.  H.  C.  Bostwick  died  at  Vancouver,  Wash., 
Feb.  1.  He  was  born  at  Lancaster,  Pa.,  in  1829.  As 
a young  man  he  moved  to  Ohio  and  in  1859  went 
to  Kansas.  He  served  in  the  Kansas  cavalry  dur- 
ing the  Civil  War.  In  1873  he  located  in  Portland, 
and  in  1876  he  settled  in  Tacoma,  where  he  prac- 
tised medicine  for  ei.ghteen  years.  He  was  the 
first  doctor  to  locate  in  Tacoma  and  was  also 
physician  to  the  Puyallup  Indian  Reservation. 
Twenty-two  years  ago  he  moved  to  Clarke  County 
and  lived  in  Vancouver  for  the  past  four  years. 
In  1901  he  was  a member  of  the  Washington  Legis- 
lature. Notwithstanding  his  advanced  age  he  took 
an  active  interest  in  the  commercial  affairs  of  his 
city. 

Dr.  P.  J.  Payne  died  at  Portland,  Ore.,  Feb.  12, 
from  pneumonia.  He  was  42  years  of  age.  He 
practised  in  Portland  for  the  past  ten  years,  hav 
ing  gone  there  from  Cleveland,  Ohio. 

Dr.  John  Fawcett,  a resident  of  Lents,  Ore.,  died 
at  Portland  Feb.  8,  from  Hodgkin’s  disease.  He 
was  over  70  years  of  age,  a strong  and  vigorous 
man  until  last  summer,  when  he  developed  his 
fatal  disease.  His  wife  died  a few  hours  later 
from  pemphigus  vegetans. 

Dr.  O.  V.  Harris  died  March  5,  at  Carson,  Wash., 
from  apoplexy.  He  was  fifty-two  years  of  age  and 
had  practised  in  Carson  for  nine  years.  Previous 
to  that  time  he  lived  in  Everett,  where  he  had 
been  a prominent  physician  in  territorial  days. 

Dr.  M.  M.  Hopkins  died  at  Seattle,  Wash.,  March 
2,  death  resulting  from  injuries  received  a year  ago 
when  he  was  struck  by  an  automobile.  For  a num- 
ber of  years  he  was  in  the  United  States  Marine 
Hospital  service  and  was  stationed  in  Alaska.  He 
had  many  friends  in  the  north. 
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PHYSICIANS  REQUIRED  TO  FURNISH 
CLAIMANT’S  REPORTS. 

Olympia,  Wash.,  Mar.  20,  1916. 

To  the  Editor: 

I am  herewith  handing  you  a copy  of  a ruling 
made  by  the  attorney  general  which  affects  the 
physicians  of  the  State  of  Washington,  and  am 
asking  you  to  publish  the  same  so  that  the  physi- 
cians of  the  state  may  be  fully  aware  of  the  ruling, 
as  it  seems  to  be  necessary  in  some  cases  for  the 
industrial  commission  to  enforce  the  provisions  of 
this  act. 

Very  truly  yours, 

J.  W.  Mowell, 
Chief  Medical  Advisor. 

STATE  OF  WASHINGTON 
Office  of 

ATTORNEY  GENERAL,  OLYMPIA. 

March  2,  1916. 

Industrial  Insurance  Commission, 

Olympia,  Washington. 

Gentlemen — Under  date  of  February  29  you 
wrote  us  that  you  are  having  trouble  obtaining 
physicians’  reports  on  claimants  whom  they  have 
treated  as  attending  physicians  under  the  provi- 
sions of  the  workmen’s  compensation  act,  and  you 
request  an  opinion  as  to  whether  physicians  can 
be  compelled  to  make  reports  of  this  character. 

By  section  12  of  the  act  it  is  provided  that 
“where  a workman  is  entitled  to  compensation 
under  this  act  he  shall  file  with  the  department 
his  application  for  such,  together  with  the  certifi- 
cate of  the  physician  who  attended  him,  and  it  shall 
be  the  duty  of  the  physician  to  inform  the  injured 
workman  of  his  rights  under  this  act  and  to  lend 
all  necessary  assistance  in  making  this  application 
for  compensation  and  such  proof  or  other  matters 
as  required  by  the  rules  of  the  department  without 
charge  to  the  workman.’’ 

By  section  24  of  the  act  the  commission  is  author- 
ized to  establish  and  promulgate  rules  governing 
the  admistration  of  the  act,  and  to  supervise  the 
medical,  surgical  and  hospital  treatment  to  the 
intent  that  same  may  be  in  all  cases  suitable  and 
wholesome.  By  section  24a  a penalty  in  the  sum 
of  $250  is  provided  against  anyone  who  shall  vio- 
late or  fail  to  obey,  observe  or  comply  with  any 
rule  of  the  department  promulgated  under  the  au- 
thority of  this  act. 

We  are  of  the  opinion  that  section  12,  above  re- 
ferred to,  imposes  a duty  upon  the  attending  physi- 
cian not  only  to  the  claimant  but  to  the  state,  and 
that  the  provisions  of  that  section  are  mandatory. 
We  are  also  of  the  opinion  that  any  rule  of  the  de- 
partment, based  upon  any  provision  of  the  statute, 
is  enforceable  and  mandatory,  provided  such  rule 
has  been  formally  promulgated  as  is  contemplated 
by  the  first  subdivision  of  section  24  of  the  act. 

We,  therefore,  advise  that  a formal  demand  be 
made  upon  any  physicians  who  are  refusing  to 
comply  with  the  provisions  of  this  act  and  the 
rules  of  the  department  for  the  information  de- 
sired; and,  in  case  the  same  is  refused,  that  the 
matter  be  referred  to  this  office  and  proceedings 
be  had  for  the  purpose  of  testing  the  authority 
conferred  by  the  act. 

Respectfully  yours, 

John  M.  Wilson, 
Assistant  Attorney  General. 
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AN  ADDITIONAL  ARGUMENT  ON  THE 
NORTHWEST  DEATH  RATE. 

Portland,  Ore.,  Mar.  25,  1916. 

To  the  Editor: 

Dr.  Marcellus,  in  the  March  number  of  North- 
west Medicine,  replying  to  my  letter  in  the  Feb- 
ruary number,  assumes  that  I am  criticising  him 
and  other  health  officers  of  the  Northwest.  For 
this  I am  truly  sorry,  as  nothing  was  further  from 
my  intention.  I had  in  mind  various  commercial 
organizations  whose  aim  in  the  past  has  been  to 
boost  and  boom  everything  in  sight,  with  the 
inevitable  unpleasant  reactions.  It  never  occurred 
to  me  that  the  local  health  departments  estimated 
populations,  and  I thought  them  at  most  good  na- 
turedly  acquiescent  in  accepting  too  favorable  rates. 

Some  of  the  health  officers  think  the  kind  of 
criticism  offered  in  my  letter  will  aid  them.  One 
of  them  concludes  a letter  of  appreciation  as 
follows:  “We  have  lots  to  be  thankful  for,  but 

this  claiming  something  we  have  not  got  works 
a decided  harm  on  the  health  department  when  it 
comes  time  to  get  appropriations.  The  council 
comes  back  with  “Why,  your  department  doesn’t 
need  any  money.  I see  the  Government  reports 
our  rate  one-half  what  they  have  in  the  East.’’ 

Dr.  Marcellus  considers  the  Census  Bureau  in- 
fallible. Let  us  see  what  it  has  to  say  on  the 
subject  of  rates.  In  the  Mortality  Statistics  for 
1906,  on  page  23,  after  discussing  the  possibilities 
of  error,  the  following  advice  is  given:  “The 

cautious  use  of  crude  rates  should  be  reiterated 
again  and  again.  They  are  valuable  in  their 
proper  use,  but  the  indiscriminate  use  of  crude 
rates  * * * is  full  of  fallacy.  It  is  especially 

undesirable  that  invidious  comparisons  should  be 
made,  whereby  a certain  city  or  state  is  pro- 
claimed the  “healthiest”  of  any  in  a selected 
list.”  I contend  that  we  are  likely  to  be  found 
guilty  on  a charge  based  on  this  advice. 

In  1906,  the  Census  Bureau  estimated  death 
rates  as  follows:  Seattle,  12.7;  Spokane,  17.8;  Ta- 
coma, 11.9,  and  Portland,  13.5.  Senator  Piles  pro- 
tested and  the  following  reply  signed  by  Director 
North,  was  sent  to  him:  “If,  however,  we  substitute 
the  local  estimates,  we  get  a death  rate  of  6.7  for 
Seattle,  8.8  for  Spokane,  and  7.3  for  Tacoma. 
Death  rates  as  low  as  these  are  perhaps  not  ab- 
solutely impossible  but  they  are  most  unusual  and, 
when  compared  with  the  rates  of  1900,  which  are 
based  upon  the  enumerated  population,  create  a 
strong  presumption  that  the  local  estimates  of 
population  are  too  high.”  (Extract  from  letter  on 
page  4,  Mortality  Statistics,  1906.  Italics  mine.) 

Would  Dr.  Marcellus  or  any  other  health  officer 
accept  the  rates  given  in  1906,  had  such  an  error 
again  occurred?  He  would  not,  nor  would  I.  Yet 
he  asks  us  to  accept  the  Census  Bureau  estimates, 
though  the  Bureau,  being  truly  expert,  recognizes 
and  admits  the  certainty  of  error  in  some  com- 
munities, for  it  bases  all  its  estimates  on  the  oft 
times  fallacious  theory  of  a constant  growth  at 


the  rate  averaged  between  the  previous  census 
enumerations. 

It  would  be  easy  to  refute  many  of  the  doctor’s 
statements  but  space  will  not  be  asked  for  a com- 
plete reply.  For  instance,  his  arithmetic  is  at 
fault  in  both  examples.  The  answer  to  the  first 
should  be  134,294  instead  of  134,117  and  the  sec- 
ond, correctly  done,  gives  135,764  instead  of  155,- 
293.  To  do  him  justice  it  seems  that  a misprint 
must  have  crept  into  the  letter  somewhere  in  this 
part.  His  examples,  furthermore,  have  no  relation 
to  my  contentions,  as  I accepted  the  1910  rates 
and  cheerfully  assure  readers  that  our  rates  are 
still,  and  for  years  should  continue  to  be,  far 
below  the  average.  Why  bring  discredit  on  rates 
that  are  so  favorable  by  claiming  too  much? 

For  the  rest,  the  doctor  resorts  to  reproof,  some- 
what mitigating  the  severity  thereof,  by  the  pecu- 
liar method  which  he  uses  and  which  he  seems 
to  have  borrowed  from  the  booster  organizations 
which  I decry.  When  one  differs  from  these  or- 
ganizations, he  is  told  that  he  is  “getting  out 
their  (his)  hammer.”  This  rejoinder,  curiously 
enough,  has  stifled  debate  on  the  part  of  many 
conservative  men  in  the  past  and  has  done  much 
harm  to  the  Northwest  by  rendering  conservative 
thinkers  inactive.  But  reproof  is  not  argument. 
Contrary  to  the  belief  of  the  doctor,  it  is  the  duty 
of  scientists  to  do  the  very  thing  he  denies  me  the 
right  to  do.  For  the  first  time,  perhaps,  we  are 
told  that  a scientist  should  “refrain  from  question 
and  criticism.”  I think  the  very  opposite  is  among 
the  first  teachings  in  every  school  of  science. 

I shall  be  very  happy  if  the  rates  claimed  by 
Dr.  Marcellus  and  in  the  editorial  which  started 
the  debate  are  proven  correct  and  will  feel  no 
chagrin  thereat.  Instead,  a glorious  delight  will 
pervade  my  spirit.  For  that,  to  me,  will  mean 
that  the  span  of  human  life  has  been  greatly 
lengthened  in  this  wonderful  land  which  will  be 
pleasure  enough  for  even  a psuedo-scientist,  which 
is  about  all,  according  to  good  authority,  that  any 
physician  can  as  yet  claim  to  be. 

William  House,  M.  D. 


REPORTS  OF  SOCIETY  MEETINGS 


OREGON. 

KLAMATH  COUNTY  MEDICAL  SOCIETY. 
Pres.,  L.  L.  Truax,  M.  D. ; Sec.,  F.  M.  White,  M.  D. 

The  Klamath  Medical  Society  met  at  the  city  hall 
Klamath  Falls,  Ore.,  Mar.  10. 

Officers  for  the  year  1916  were  elected  as  fol- 
lows: President,  Dr.  Warren  Hunt;  Vice-President, 

Dr.  G.  A.  Cathey;  Secretary-Treasurer,  Dr.  A.  A. 
Soule. 

Dr.  L.  L.  Truax  read  a paper  on  the  “Therapeutic 
Use  of  the  X-ray,”  with  other  notes  of  his  studies 
at  Philadelphia  during  the  past  few  months.  Dr. 
C.  V.  Fisher  led  the  discussion. 
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April,  1916. 

PORTLAND  CITY  AND  COUNTY  MEDICAL 
SOCIETY. 

Pres.,  G.  S.  Whiteside,  M.D.;  Sec.,  J.  G.  Strohm,  M.D. 

Meeting  of  the  Portland  City  and  County  Medi- 
cal Society  was  held  in  the  German  House,  Port- 
land, Ore.,  March  1,  1916,  at  8 o’clock,  with  Pres. 
G.  S.  Whiteside  in  the  chair.  Minutes  ol  preceding 
meeting  read  and  accepted. 

Drs.  C.  E.  Mason  and  C.  R.  Glenn  elected  to 
membership. 

Dr.  William  Kuykendall,  of  Eugene,  and  Presi- 
dent of  the  State  Society,  was  elected  to  honorary 
membership. 

Clinical  Cases. 

Dr.  H.  G.  Parker  exhibited  a case  of  pellagra, 
with  dermatitis  on  the  dorsal  surface  of  hands, 
diarrhea,  anemia  and  melancholia.  Patient  has 
resided  in  Oregon  for  many  years. 

Dr.  E.  D.  Connell  demonstrated  two  x-ray  plates 
which  showed  a twisted  wire  six  inches  long,  lodged 
in  the  first  division  of  the  right  bronchus,  pos- 
terorly.  The  upper  end  was  opposite  the  fifth 
rib,  the  lower  end  lying  posteriorly  to  tip  of  right 
lung.  The  wire  had  been  used  as  an  applicator 
and  had  a pledget  of  cotton  on  one  end.  It  was 
extracted  by  means  of  a broncoscope. 

Paper. 

Treatment  of  Tuberculous  Abscesses  and  Super- 
ficial Adenitis.  By  Dr.  E.  A.  Rich.  He  urged  that 
tuberculous  abscesses  should  never  be  opened  with 
a knife  on  account  of  the  danger  of  infection. 
Aspirate  with  small  needle  only  when  pain  is  in- 
tolerable and  then  under  the  most  rigid  asepsis. 
Discussion  by  Drs.  Flagg,  Sternberg,  Besson, 
Tamiesie,  Pettit,  Slocum,  MacKenzie,  Yenney, 
Baar,  and  Whiteside. 

Tonsillectomy  by  Sluder  Method.  Dr.  S.  E.  Wright. 
Says  he  can  take  out  98  per  cent,  of  tonsils  by  this 
method.  Discussion  by  Drs.  Kiehle,  Chamberlain, 
Connell  and  Karkett. 


A special  meeting  of  Portland  City  and  County 
Medical  Society  was  held  at  Portland,  Ore.,  March 
13,  1916. 

Dr.  Arthur  Dean  Bevan,  Professor  of  Surgery, 
Rush  Medical  College  and  Chairman  of  the  Council 
on  Medical  Education  of  the  A.  M.  A.,  spoke  on 
“Medical  Education.”  He  said  that  the  number 
of  medical  schools  in  the  last  few  years  have  been 
reduced  from  166  to  9t)  and  the  number  of  students 
enrolled  from  28,000  to  14,000;  the  number  of  grad- 
uates reduced  from  7,000  to  3,500;  85  of  the  90 
schools  now  require  one  preliminary  year  of  a 
scientific  college  course  for  entrance.  By  Oct.  1 
50  schools  will  require  two  years  of  preliminary 
college  training.  At  present  70  per  cent,  of  grad- 
uates serve  a one  year’s  internship  and  the  Council 
hopes  that  by  1920  all  graduates  will  be  required 
to  take  one  year’s  hospital  training.  This  course 
ot  seven  years  will  make  the  United  States  Medical 
standard  as  high  or  higher  than  that  of  any  other 
country.  The  only  objection  to  this  is  that  the 


men  will  not  be  out,  on  an  average,  until  about 
the  age  of  27.  He  also  spoke  of  dishonesty  and  ob- 
sessions of  some  medical  men  and  of  the  ofttimes 
unnecessary  operations  on  nasal  septum,  tonsils, 
displaced  kidneys,  retroplaced  uterus;  operations 
on  ovaries  and  stomach,  as  gastroenterostomies,  in- 
testinal stasis,  floating  sigmoids  and  some  rectal 
operations. 

The  regular  meeting  of  the  society  was  held 
Mar.  15.  Minutes  of  preceding  meeting  read  and 
accepted.  Dr.  P.  Francis  Gunster  made  application 
for  membership. 

Papers. 

Some  Indefinite  Nervous  Symptoms  Due  to 
Syphilis  of  the  Brain  and  Cord.  By  Dr.  Gustave 
Baar.  He  spoke  of  neurasthenia  often  being  con- 
fused with  syphilis  and  of  the  frequency  of  nega- 
tive blood  Wassermanns  but  positive  of  spinal 
fluid.  He  thinks  some  varieties  of  the  spirochete 
pallida  have  an  affinity  for  special  nervous  struc- 
tures. General  paresis  should  be  diagnosed  in  its 
incipient  stage  by  spinal  fluid  examination.  When 
it  is  incurable  anybody  can  diagnose  it. 

Paper  was  discussed  by  Drs.  Williamson,  House, 
Howard,  Selling  and  Ziegelman. 

The  Workingmen’s  Compensation  and  First  Aid. 
By  Dr.  F.  H.  Thompson,  of  Salem.  The  State  In- 
dustrial Accident  Commission  is  working  with  a 
high  degree  of  efficiency  and  Dr.  Thompson  is  re- 
sponsible in  a large  measure  for  its  success. 

The  names  of  members  whose  dues  are  delin- 
quent were  read  in  open  meeting. 

A motion  to  appoint  a ways  and  means  committee 
for  the  library  was  lost. 


WASHINGTON. 

KING  COUNTY  MEDICAL  SOCIETY. 

Pres.,  P.  H.  von  Phul,  M.D.;  Sec.,  A.  C.  Martin,  M.D. 

A regular  meeting  of  the  King  County  Medical 
Society  was  held  Mar.  6,  1916,  at  the  Metropolitan 
Lumbermen’s  Club,  at  Seattle,  Wash.,  President  von 
Fhul  in  the  chair.  The  meeting  was  called  to  order 
at  8:16  P.  M.  About  eighty-five  members  were 
present.  The  minutes  of  the  previous  meeting 
were  read  and  approved. 

Papers. 

A Plea  for  Conservative  Treatment  of  Fractures. 
By  Dr.  H.  E.  Allen.  (See  page  111) 

A Plea  for  the  Use  of  Autogenous  Splints  in  the 
Open  Treatment  of  Fractures.  By  Dr.  Bruce  El- 
more. Open  operation  is  indicated  only  in  a rela- 
tively small  percentage  of  cases.  He  reviewed  the 
various  materials  used  in  the  open  fixation  of  bone, 
showing  that  fresh  autogenous  bone  is  the  most 
satisfactory.  He  briefly  described  the  technic  of 
an  inlay  graft. 

Dr.  U.  C.  Bates  said  the  essential  point  for  good 
result  was  proper  alignment.  He  showed  a case 
of  fracture  of  the  femur  and  double  compound 
fracture  of  both  bones  of  the  forearm;  and  a case 
in  which  an  autogenous  splint  had  been  placed  in 
the  face  of  active  suppuration. 
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Dr.  Wiltsie  stated  that  open  operation  shortened 
convalescence  and  produced  perfect  anatomic  re- 
sults. He  prepares  the  skin  by  application  of  2 per 
cent,  formalin  in  balsam  of  Peru. 

Dr.  P.  W.  Willis  showed  two  cases  of  fracture 
of  the  pelvis,  in  which  the  head  of  the  femur  had 
been  driven  through  the  acetabulum.  In  one  double 
extension  at  right  angles  was  used;  in  the  other  a 
wedge  placed  between  the  thigh  and  extension. 

Dr.  F.  J.  Fassett  said  he  believes  no  one  is  a 
capable  judge  of  the  necessity  of  open  operation 
until  he  has  taken  care  of  one  case  which  has  gone 
wrong. 

The  president  called  Dr.  West,  of  Everett,  who 
expressed  his  agreement  with  the  speakers  who 
had  advocated  non-operative  treatment  whenever 
possible;  and  Dr.  Jones,  of  Everett,  who  voiced  his 
enjoyment  of  the  papers  read. 

The  president  recalled  the  request  of  Dr.  Suz- 
zallo  relative  to  the  support  of  a postgraduate 
course  and  announced  subscriptions  for  such  a 
course  would  be  circulated. 

The  application  for  membership  of  Dr.  J.  E.  God- 
frey was  read,  also  an  invitation  to  attend  the  in- 
auguration of  President  Suzzallo. 


PIERCE  COUNTY  MEDICAL  SOCIETY. 

Pres.,  E.  A.  Rich,  M.  D.;  Sec.,  E.  C.  Wheeler,  M.  D. 

The  regular  meeting  of  the  Pierce  County  Medical 
Society  was  held  at  a dinner  at  the  Elks  Club,  Ta- 
coma, Wash.,  Mar.  7,  1916,  over  seventy  being  pres- 
ent. Minutes  of  the  previous  meeting  were  read 
and  approved. 

President  Rich  spoke  of  the  sex  hygiene  exhibit 
which  was  at  the  San  Francisco  fair,  and  stated  it 
could  be  brought  to  Tacoma  at  a very  small  ex- 
pense in  conjunction  with  the  Commercial  and 
Women’s  Clubs.  Dr.  G.  S.  Hicks  moved  that  this  so- 
ciety father  the  movement  and  bring  this  exhibit 
to  Tacoma. 

Dr.  Rich  proposed  a toast  to  Dr.  E.  M.  Brown  and 
asked  that  the  members  drink  to  him  not  in  wine 
or  water  but  in  deeds,  and  that  they  go  in  small 
groups  to  make  short  visits  with  the  doctor  at  his 
home. 

Dr.  J.  R.  Brown  spoke  for  Dr.  Wilson  Johnston, 
of  Spokane,  asking  that  the  doctors  take  a more 
active  part  in  politics. 

Dr.  Chas.  James,  as  toast-master,  introduced  Dr. 
R.  A.  Gove  who  read  a letter  from  Gov.  Lister  who 
was  unable  to  be  present.  He  said  that,  had  the 
drugless  healer  act  became  a law,  it  would  have 
been  tantamount  to  having  no  regulation  on  the 
practice  of  medicine.  This  society  is  deserving  of 
enormous  credit  for  its  work  on  the  First  Aid  Act. 

Dr.  J.  B.  Lloyd,  of  the  United  States  Health  De- 
partment, in  charge  of  this  district,  spoke  on 
"Watch  Tacoma  Grow,”  saying  that  only  rat-prooi 
buildings  should  be  erected  in  this  growth.  He 
stated  many  facts  in  regard  to  the  pest  of  rats  and 
their  connection  with  bubonic  plague. 

Major  C.  O.  Bates  spoke  on  “The  Men  Who  Are 


Responsible  for  Damage  Suits.”  He  said  that  one 
member  of  our  profession  in  the  legislature  would 
do  more  good  that  forty  going  down  there  to  lobby. 
Until  eight  or  nine  years  ago  there  had  been  only 
two  or  three  mal-practice  suits  but  with  the  coming 
of  the  workmen’s  compensation  act  it  seemed  that 
the  “plague”  had  come.  Physicians  are  themselves 
responsible  for  many  of  these  suits  on  account  of 
carelessness  in  making  statements  as  to  the  merits 
of  treatment. 

Mr.  Ralph  Stacy,  President  of  the  National  Bank 
of  Tacoma,  spoke  on  “Safe  Investments.”  He  said 
that  the  old  banks  were  run  for  the  benefit  of  the 
borrowers  but  now-a-days  banks  are  run  for  the 
depositors.  The  best  investments  are  those  which 
pay  6 per  cent.  In  buying  bonds,  buy  only  from 
companies  which  have  not  defaulted  on  interest 
payments  for  at  least  ten  years. 


A regular  meeting  of  the  society  was  held 
March  21.  The  minutes  of  the  last  meeting  were 
read  and  approved. 

Clinical  Cases. 

Dr.  I.  P.  Balabanoff  presented  a case  of  frontal 
sinus  disease,  in  which  the  sinus  was  divided  by 
three  septa  and  another  case  of  frontal  sinus  with 
pus  in  the  nose.  Discussion  by  Drs.  Cameron  and 
Hunter. 

Pathologic  Specimens. 

Dr.  Houda  presented  a specimen  of  ovarian 
dermoid  with  teeth.  Dr.  Kunz  presented  the  case 
of  a woman  of  54  with  a large  cyst  of  the  mesocolon, 
containing  an  unusual  amount  (20  pints)  of  a very 
clear  fluid.  Discussed  by  Drs.  W.  Whitacre,  Read 
and  Hunter.  • 

“After  the  Funeral.”  By  Dr.  E.  A.  Rich.  He  ad- 
vised use  of  the  psychologic  moment  for  a social 
call,  at  which  time  everything  can  be  explained. 

Poor  Results  from  the  Usual  Treatment  of  Acute 
Gonorrhea.  By  Dr.  J.  L.  Courtright.  Gonorrhea  is 
a natural  sterilizer  of  the  human  race.  Poor  results 
are  due  to  the  early  dismissal  of  patient  and  drug 
store  prescribing,  rather  than  the  routine  of  treat- 
ment. 

The  Treatment  of  Gonorrhea  by  Heated  Sounds. 
By  Dr.  J.  R.  Brown.  The  gonococcus  can  live  only 
a very  short  time  at  a temperature  of  120°,  the 
temperature  of  water  flowing  through  the  sounds. 
Treatment  should  be  continuous  for  thirty  minutes. 

Discussion  by  Drs.  Warren  Brown,  Quevli,  Hyslin, 
McNerthney  and  Elwin  Brown. 

Mr.  Phillip  Caesar  spoke  on  defense  insurance, 
boosting  the  Etna  Co. 

Dr.  Whitacre  reported  for  the  committee  on  the 
Sex  Hygiene  exhibit. 

Dr.  Rich  deplored  conditions  that  developed  in 
Portland  through  which  the  Board  of  Education 
voted  physiology  out  of  the  schools. 

Dr.  Gammon  reported  progress  with  delinquents. 
Dr.  Wilson  reported  for  the  library  committee,  ask- 
ing confirmation  of  the  budget  of  $430  which  was 
allowed. 


April,  1916. 
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Drs.  J.  S.  Davies,  J.  A.  Walker  and  R.  A.  Morse 
were  elected  to  membership.  Application  of  Dr. 
R.  S.  Miles  referred  to  the  trustees. 


WHATCOM  COUNTY  MEDICAL  SOCIETY. 
Pres.,  J.  K.  Morrison,  M.  D.;  Sec.,  S.  S.  Howe,  M.  D. 

The  regular  meeting  of  the  Whatcom  County 
Medical  Society  was  held  at  Bellingham,  Wash., 
March  13,  1916,  Dr.  L.  R.  Markley  presiding. 

Clinical  Cases. 

Lung  Abscess,  Due  to  Embolism  from  an  In- 
fected Gall-bladder.  By  Dr.  W.  C.  Keyes.  Inter- 
mittent attacks  of  gall-stone  colic  for  eight  years, 
when  gall-bladder  was  opened  in  May,  1914.  Four 
months  later  pain  reappeared  in  right  hypo- 
chondrium  but  subsided.  Seven  months  after 
operation,  following  chills  and  pain  in  left  chest, 
patient  suddenly  coughed  up  about  two  ounces  of 
pus.  Efforts  to  collapse  lung  by  nitrogen  failea 
on  account  of  adhesions.  Operation  consisted  in 
rib  resection  and  suturing  lung  to  parietal  pleura 
in  a circle,  inside  of  which  abscess  was  opened  and 
drained.  Discussed  by  Drs.  Axtell,  Hood,  Shute, 
Thomson,  Brown,  and  Ruge. 

Venous  Aneurismal  Varix.  By  Dr.  W.  H.  Axtell. 
Man  of  26  years.  Varicosity  involved  internal 
long  saphenous  vein  across  internal  aspect  of  the 
right  knee.  Specimen  exhibited  showed  distinctly 
the  aneurism  in  the  vein  and  the  communicating 
artery.  Two  varieties  occur.  In  one  an  inflam- 
matory condition  of  a varicose  vein  causes  it  to 
become  adherent  to  a contiguous  artery  which 
ruptures  into  the  vein;  a second  class  where  the 
artery  congenitally  communicates  directly.  The 
case  reported  and  specimen  exhibited  is  of  latter 
class  and  is  very  rare,  having  been  met  with  hut 
once  in  sixty-one  cases  operated  on  for  varicosity. 

Dr.  Axtell  reported  a hitherto  undescribed  cause 
for  enteroptosis  and  chronic  fecal  stasis.  This  con- 
sists in  the  widening  of  the  linea  alba,  allowing 
separation  of  the  recti  abdominalis  and  conse- 
quent relaxation  of  the  transversalis  and  oblique 
muscles.  These  factors  together  destroy  the  ex- 
pulsive and  expressive  effect  on  the  feces,  and 
at  the  same  time  allow  enteroptosis. 

Discussed  hy  Drs.  Brown,  Thomson,  and  Keyes. 

At  a luncheon  following  the  meeting  Dr.  J.  R. 
Brown,  of  Tacoma,  called  attention  to  the  desir- 
ability of  physicians  being  more  active  in  legis- 
lative matters,  mentioned  needed  enactments  and 
changes  in  existing  legislation,  especially  as  re- 
gards the  first  aid  law,  and  discussed  the  coming 
meeting  of  the  state  medical  association.  His 
remarks  were  responded  to  by  Drs.  Thomson, 
Shute,  Johnson,  Axtell,  Smith,  Keyes  and  Markley. 


PUGET  SOUND  ACADEMY  OF  OPHTHALMOL- 
OGY AND  OTO  LARYNGOLOGY. 

Pres.,  C.  B.  Wood,  M.  D.;  Sec.,  W.  F.  Hoffman,  M.  D. 

The  March  meeting  of  the  academy  was  held 
as  a symposium  on  “The  Anomalies  of  the  Ocular 
Muscles.”  Dr.  Wood  presiding. 


Dr.  Cameron  presented  a case  of  sclerosing 
keratitis  in  a man  about  thirty-five  years  of  age. 

Dr.  Swift  presented  a case  of  a coloboma  of  the 
choroid  in  a child. 

Dr.  Hawley  reported  the  progress  of  the  case  of 
rupture  of  the  bulb  which  he  showed  the  society 
some  time  ago  when  every  one  advised  enucleation. 
The  patient  still  had  the  eye  and  some  vision  in 
it  but  had  a posterior  polar  cataract  in  the  other 
eye. 

The  program  was  as  follows; 

Dr.  David  DeBeck — Some  Original  Observations 
on  the  Superior  Oblique. 

Dr.  A.  W.  Hawley — General  Phorias. 

Dr.  J.  A.  MacKinnon — General  Tropias. 

Dr.  A.  F.  Mattice — Demonstration  of  Duane’s 
Tangent  Plane. 

In  discussing  Dr.  MacKinnon’s  paper  many  of 
the  men  favored  early  operation  in  all  squint 
cases.  

BOOK  REVIEWS 

Eldited  by  Kenelm  Winslow,  M.  D. 

A Reference  Handbook  of  the  Medical  Sciences. 

Third  Edition  by  Edward  Lathrop  Stedman,  A.  M., 

M.  D.  Complete  in  eight  volumes.  Volume  six. 

496  half  tone  and  wood  engravings  and  numerous 

chromolithographs.  Cloth  $7,  leather  $8.  Half 

morocco,  $9,  1916.  William  Wood  & Co.,  New 

York. 

The  book  begins  with  Ligation  of  Arteries  and 
ends  with  Ozaena  (possibly  a mal-odorous  termina- 
tion). Among  the  longer  and  more  important  arti- 
cles are  the  following:  Those  on  the  liver  and 

lungs.  Knopf’s  monograph  on  tuberculosis  of  the 
lungs  devotes  special  attention  to  the  newer 
therapeutic  methods  and  describes  in  detail  the 
production  of  artificial  pneumothorax  with  copious 
illustrations  of  paraphernalia  appertaining  thereto. 
There  is  an  elaborate  and  in  many  respects  original 
contribution  to  the  subject  of  the  lymphatic  system 
by  Simon  Gage.  Newton  supplies  us  with  forty 
pages  of  intensely  interesting  matter  upon  the 
history  of  medicine,  from  2250  B.  C.  to  1902,  when 
Emil  Fischer  received  the  Nobel  prize  for  his 
work  in  synthetic  chemistry.  Porter  writes  a 
forcible  and  sensational  article  on  metabolism  with 
scarehead  type  in  places.  It  is  a most  unusual 
treatment  of  such  a tame  and  trite  subject.  He 
exploits  tests  for  indican  and  hyperproduction  of 
uric  acid  in  type  a quarter  inch  high.  His  lucubra- 
tions will  certainly  arouse  opponents  as  Cabot  who 
affirms  that  there  is  not  enough  value  in  the  indican 
test  to  make  its  doing  worth  while.  Kober  writes 
a sound  and  progressive  brochure  on  milk.  No- 
body in  medicine  can  do  without  the  Reference 
Handbook,  the  doctor’s  bible.  Winslow. 


Abdominal  Operations.  By  Sir  Berkeley  Moynihan, 
M.  S.  (London)  F.  R.  C.  S.,  Leeds,  England.  Third 
edition,  entirely  reset  and  enlarged.  Two  octavo 
volumes  totaling  980  pages,  with  371  illustrations, 
5 in  colors.  Cloth,  $10,  net.  Half  Morocco,  $13, 
net.  W.  B.  Saunders  Co.,  Philadelphia  and 
London. 
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The  third  edition  of  this  work  has  been  so  com- 
pletely rewritten  and  enlarged  that  it  comprises 
now  two  very  good  sized  volumes.  The  work 
covers  the  entire  range  of  abdominal  surgery  ex- 
cept gynecologic  operations.  The  first  section  is 
devoted  to  a discussion  of  the  principles  of  ab- 
dominal surgery,  then  follows  the  surgery  of  the 
stomach,  the  intestinal  tract,  the  liver  and  bile 
ducts,  the  pancreas  and  spleen.  Anything  from  the 
pen  of  Moynihan  is  certain  to  be  intensely  interest- 
ing and  of  sound  value.  The  present  work  is  no 
exception.  The  descriptions  of  operative  pro- 
cedures are  peculiarly  lucid  and  definite  to  the 
smallest  detail.  While  the  work  is  chiefly  devoted 
to  operative  surgery,  the  chapters  in  which  the 
author  gives  his  views  on  the  indications  and  con- 
traindications to  operation,  and  his  choice  of  the 
different  methods  are  among  the  most  valuable  in 
the  book.  Particular  mention  should  be  made  of 
the  chapters  dealing  with  gastrectomy  in  the 
treatment  of  cancer  of  the  stomach  and  the  sur- 
gery of  the  gall-bladder  and  bile  ducts.  Through- 
out the  work  is  a presentation  of  the  author’s  own 
practice  and  experience.  It  is  profusely  illus- 
trated and  the  two  volumes  are  of  convenient  size 
for  reference  purposes.  Jones. 


Venereal  Diseases.  A Manual  for  Students  and 
Practitioners.  By  James  R.  Hayden,  M.  D.,  F.  A. 
C.  S.,  Professor  of  Urology  at  the  College  of 
Physicians  and  Surgeons,  Columbia  University, 
New  York,  etc.  12  mo.,  365  pages,  with  133  illus- 
trations. Cloth,  $2.50,  net.  Lea  & Febiger,  Pub- 
lishers, Philadelphia  and  New  York,  1916. 

In  the  treatment  of  the  gonococcus  infection  of 
the  male  urethra,  the  study  of  the  bladder  and 
upper  urinary  tract  is  omitted.  The  chief  compli- 
cation mentioned  is  urethral  stricture  and  its  treat- 
ment. The  balance  of  the  book  is  devoted  to 
chancroids  and  syphilis.  It  is  in  the  form  of  a 
student’s  hand  book,  everything  being  well  sub- 
headed with  a brief  paragraph  on  the  subject  under 
discussion.  Most  of  the  text  is  on  treatment,  rather 
than  pathology  and  diagnosis.  The  illustrations 
are  well  made  and  quite  clear.  Those  desiring  a 
small,  concise  monogram  on  these  subjects  will 
find  it  of  value.  Peacock. 


Bedside  Hematology.  An  Introduction  to  the 
Clinical  Study  of  the  So-called  Blood  Diseases 
and  Allied  Disorders.  By  Gordon  R.  Ward,  M.  D. 
Fellow  of  the  Royal  Society  of  London,  etc.  Illus- 
trated. Cloth.  394  Pp.  W.  B.  Saunders  Co.,  Phil- 
adelphia and  London. 

In  this  work  the  author  considers  the  clinical 
description,  diagnosis  and  treatment  of  blood  dis- 
eases, as  well  as  their  pathology.  His  nomencla- 
ture differs  from  that  most  familiar  to  us,  as  for 
instance  Addisonian  anemia  (for  pernicious), 
lymphemia  for  lymphatic  leukemia,  etc.  There  are 
a number  of  sketches  and  microphotographs  illus- 
trating the  blood  pathology.  In  the  matter  of 
treatment  the  author  does  not  appear  to  recognize 
many  newer  procedures  having  the  sanction  of 
leaders  in  medicine.  Thus  splenectomy  is  not 


even  mentioned  in  connection  with  pernicious 
anemia,  and  transfusion  barely  so — to  condemn  it. 
The  reviewer  understands  that,  while  the  spleen  is 
the  recognized  graveyard  of  the  red  cells,  yet  its 
enlargement  from  various  causes  means  its  over- 
activity in  destruction  of  erythrocytes,  and  that 
this  is  the  theory  on  which  splenectomy  is  done  in 
Banti’s  disease,  hemolytic  jaundice  and  pernicious 
anemia.  Ward  finds  no  use  for  transfusion  in  gen- 
eral and  speaks  of  the  danger  of  fatality  from 
anaphylaxis.  But  anaphylactic  shock  does  not  oc- 
cur in  transfusion  of  homologous  blood  (from  the 
same  species),  only  when  heterologous  blood  is  in- 
jected. Winslow. 


A Manual  of  Hygiene  and  Sanitation.  By  Seneca 
Egbert,  M.  D.,  Professor  of  Hygiene  and  Dean  of 
the  Medico-Chirurgical  College,  Philadelphia. 
New  (6th)  edition,  thoroughly  revised.  12  mo., 
525  pages,  with  141  figures  and  5 plates.  Cloth, 
$2.25,  net.  Lea  & Febiger,  Philadelphia  and  New 
York,  1916. 

It  has  seemed  to  the  reviewer  that  the  book  is 
ultra-conservative  “in  spots,’’  or,  in  other  words, 
is  hardly  up  to  the  times.  For  instance,  in  regard 
to  ventilation  the  recent  work  of  Leonard  Hill  in 
England  and  of  Prof.  C.  E-A.  Winslow  in  this  coun- 
try, in  showing  that  good  ventilation  means  a low 
temperature  and  moving  air  rather  than  altered 
chemical  composition,  is  not  brought  out.  Under 
milk  the  view  is  advanced  that  diphtheria  and 
scarlet  fever  in  cows  are  transmitted  in  their  mam- 
mary secretion  to  man.  This  might  seem  a 
reasonable  deduction  if  either  disease  occurred  in 
cows  but  they  do  not.  Pus  germs  in  milk  from 
mastitis  in  cows  will  produce  a pseudo-diphtheria 
and  scarlatina  in  man.  Then  although  the  author 
doubts  that  tuberculosis  is  only  conveyed  to  milk 
by  cows  with  tuberculous  udders,  he  has  overlooked 
the  splendid  work  of  the  U.  S.  Bureau  of  Animal 
Industry  in  showing  that  it  is  feces  that  contamin- 
ate milk.  Again,  the  writer  does  not  appreciate  the 
necessity  of  pasteurizing  all  milk  and  thinks  it 
should  only  be  done  “whenever  there  is  suspicion 
of  milk  being  contaminated  with  disease  gerrns.’' 

Winslow. 


A Practical  Text-Book  of  Infection,  Immunity  and 
Specific  Therapy  with  special  reference  to  immu- 
nologic technic.  By  John  A.  Kolmer,  M.  D.,  Dr. 
P.  H.,  Instructor  of  Experimental  Pathology, 
University  of  Pennsylvania,  with  an  introduction 
by  Allen  J.  Smith,  M.  D.,  Professor  of  Pathology, 
University  of  Pennsylvania.  Octavo  of  899  pages 
with  143  original  illustrations,  43  in  colors.  Phil- 
adelphia and  London,  W.  B.  Saunders  Company, 
1915.  Cloth,  $6.00,  net.  Half  morocco,  $7.50,  net. 

This  is  one  of  the  most  valuable  books  one  can 
use  in  laboratory  work.  The  text  is  comprehensive, 
thorough  and  concise.  The  arrangement  is  admir- 
able and  one  finds  many  helpful  hints  in  the  ex- 
perimental exercises  intended  for  class  work.  The 
chapter  on  chemotherapy  alone  is  worth  many 
times  the  cost  of  the  book.  It  is  rare  that  a book 
intended  for  class  use  is  of  practical  utility  to  the 
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ORIGINAL  CONTRIBUTIONS 

AURICULAR  FLUTTER.* 

By  M.  H.  Tallman,  M.  D., 

BOISE,  IDA. 

Auricular  flutter  as  a clinical  entity  was  first 
described  by  Ritchie  and  Jolly,  in  1911,  and  con- 
sists of  an  abnormal  acceleration  of  the  rhythmic 
coordinate  contractions  of  the  auricular  muscula- 
ture, the  rate  being  from  200  to  300  or  more 
systoles  to  the  minute  which  are  responding  to  a 
new'  and  pathologic  stimulus.  The  nature  of  the 
ventricular  response  is  not  uniform,  the  rate  being 
usually  one-half  the  auricular  or  in  higher  degrees 
of  block  may  be  one-fourth  or  one-sixth  or  it  may 
be  irregular.  The  striking  features  of  this  un- 
usual syndrome  and  its  not  infrequent  occurrence 
should  be  kept  in  mind  in  the  clinical  studies  of 
patients  presenting  obscure  heart  symptoms. 

Normally  the  auricle  responds  to  a stimulus 
generated  in  the  sinoauricular  node,  at  the  junction 
of  the  right  auricular  appendix  and  superior  vena 
cava.  At  this  point  there  is  close  association  of 
the  inhibitory  and' accelerator  fibers  of  the  nervous 
mechanism  controlling  the  heart  beat.  Stimuli 
arising  at  this  point  pass  to  the  auricles  and  also 
through  the  supraventricular  conduction  system, 

*Read  before  the  Third  Triennial  Meeting  of  the  State  Medical 
.Associations  of  Idaho,  W'ashington  and  Oregon,  Lewiston,  Ida., 
Oct.  13-15,  1915. 
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thence  thru  the  auriculoventricular  muscle  bundle 
of  His  to  the  muscle  fibers  of  the  ventricles. 

Aberrent  stimuli  arising  at  a point  in  the  au- 
ricular tissue  other  than  at  the  pacemaker  produce 
contractions,  the  frequency  and  strength  of  which 
depend  upon  the  nature  and  intensity  of  the  stim- 
ulus and  the  excitability  of  the  auricular  muscle. 
Contractions  arising  from  such  unnatural  foci  are 
not  subject  to  the  inhibitory  control  of  the  vagus 
nor  to  the  accelerator  fibers  of  the  sympathetic. 
The  wav'e  of  contraction  extends  in  all  directions 
from  the  point  of  stimulus  initiation,  part  of  the 
contraction  wave  extending  to  the  auricular  tissue, 
part  normally  towards  the  a-v  st^stem,  and  part 
in  a retrograde  manner  to  the  sinus  node,  dis- 
charging its  excitability. 

The  speed  of  the  auricles  is  of  an  exceedingly 
uniform  rate,  it  not  being  influenced  by  extrinsic 
conditions.  The  individual  characteristics  of  each 
case  of  flutter  are  usually  maintained  over  months 
and  years. 

Auricular  flutter  is  frequently  of  brief  duration, 
luany  cases  returning  to  the  normal  rhythm,  others 
with  serious  cardiac  complications  surviving  only 
a short  time,  due  to  cardiac  failure. 

In  our  study  of  the  recorded  cases  in  w’hich  the 
time  of  symptoms  w'as  noted,  the  duration  of  flutter 
is  as  follows: 
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One  case  in  chloroform  anesthesia  lasted  two 


minutes. 

One  jear  or  less 24  cases 

One  to  ten  )-ears 11  cases 

I'en  to  thirty  tears 6 cases 

Thirty  to  forty  years 4 cases 


From  the  above  tabulations  we  note  that  approx- 
imately 53  per  cent,  of  the  cases  are  of  less  than 
one  year’s  duration  when  first  observed. 

Occurrence  of  flutter  in  various  ages: 

1 to  20 6 cases 

20  to  40 8 cases 

40  to  60 26  cases 

60  to  85 16  cases 

We  thus  see  that  flutter  is  a disease  of  advancing 
years,  as  65  per  cent,  occur  after  forty  years  of 
age. 

Sex.  In  our  study  of  58  cases  45,  or  77  per 
cent.,  are  males;  10,  or  17  per  cent.,  are  females; 
in  three  the  sex  was  not  stated. 

The  recognition  of  this  peculiar  malady  from 
the  clinical  symptoms  alone  is  often  impossible. 
In  many  cases  only  by  the  use  of  instruments  of 
precision  in  the  study  of  the  circulatory  apparatus 
are  these  obscure  deviations  from  the  normal  beat 
detected. 

Dyspnea,  especially  of  the  effort  type,  is  the 
most  prominent  and  distressing  symptom  encoun- 
tered in  our  series  of  studies,  appearing  seventeen 
times  as  the  foremost  disturbance  out  of  39  cases. 
In  two  of  our  cases  orthopnea  was  a most  distress- 
ing feature  of  the  dyspnea.  Palpitation  of  a con- 
stant nature,  or  at  times  paroxysmal,  usually  de- 
veloping suddenly,  occurred  twelve  times  as  the 
most  distressing  symptom.  Other  primary  and 
associated  symptoms  are  weakness,  c}'anosis,  pre- 
cardial  pain,  vertigo,  edema  and  general  nervous- 
ness. 

Vagal  pressure  always  slows  the  ventricular  beat 
or  may  bring  the  ventricle  to  a standstill  for  many 
beats.  By  the  hypodermic  use  of  atropin  sulphate, 
in  doses  of  from  1/50  to  1/30  grain,  the  nerve 
ending  of  the  vagus  nerve  in  the  heart  is  paralyzed. 
With  a heart  thus  freed  from  vagal  control  the 
ventricles  may  assume  the  full  auricular  action, 
with  serious  symptoms  of  venous  stasis  or,  in  cases 
of  higher  degrees  of  block,  we  may  have  a doubling 
or  trippling  of  the  ventricular  rate. 

A point  of  extreme  importance  is  that  flutter 
frequently  occurs  in  hearts  free  from  valvular  and 
myocardial  defects.  We  may  thus  find  patients 
presenting  definite  heart  symptoms,  such  as  dysp- 


nea, palpitation,  tachycardia  and  circulatory  stasis, 
without  any  evident  lesion  of  the  heart. 

A classification  of  the  cases  demonstrates  three 
different  types:  (1)  Flutter  in  an  apparently  nor- 
mal heart,  (2)  auricular  flutter  supervening  during 
the  course  of  chronic  cardiac  disease,  (3)  auricular 
flutter  with  partial  and  complete  heart  block. 

( 1 ) Flutter  in  a seemingly  normal  heart  may 
appear  as  a result  of  sudden  fear  or  emotion.  It 
may  appear  under  physical  exertion,  or  during 
sleep,  or  paroxysms  may  appear  without  any  known 
cause.  In  this  type  of  case  the  patient  usually  is 
aware  of  a sudden  change  in  his  heart.  He  be- 
comes breathless,  has  marked  palpitation  and  a 
fluttering  sensation  in  the  chest ; he  may  be  cya- 
notic and  have  precordial  distress  and  usually  is 
extremelv  prostrated  and  weak. 

(2)  The  appearance  of  auricular  flutter  in 
compensating  valvular  or  myocardial  disease  is 
attended  at  once  with  the  usual  symptoms  of  car- 
diac inefficiency. 

(3)  The  clinical  features  of  auricular  flutter 
associated  with  heart  block  do  not  differ  materi- 
ally from  those  of  the  preceding  groups.  In  the 
former  groups  the  ventricular  action  has  been 
greatly  accelerated  and  the  rhythm  regular.  In 
cases  of  partial  or  complete  block  the  ventricular 
action  is  irregular,  with  frequently  dropped  beats. 

By  careful  inspection  the  pulsation  in  the  veins 
in  the  neck  can  be  seen  in  very  rapid  motion.  This 
should  not,  however,  mislead  us,  as  no  significance 
can  be  placed  on  them  except  as  they  are  studied 
graphically. 

In  one  of  our  cases  auscultation  revealed  a soft 
purring  murmur  over  the  mitral  area.  There  was 
no  thrill  nor  was  it  transmitted.  This  was  espe- 
cially noted  during  periods  of  ventricular  asystole, 
due  to  partial  block. 

Polygraphic  records.  In  our  work  we  used  the 
Mackenzie  ink  polygraph.  The  extreme  dyspnea 
of  some  of  our  patients  gave  us  a great  deal  of 
trouble  in  securing  the  jugular  tracings. 

The  study  of  the  radial  pulse  in  auricular  flutter 
demonstrates  that  the  rate  and  rhythm  varies 
greatly  in  the  different  cases  and  at  different  times 
in  the  same  case.  When  the  pulse  is  responding 
at  from  130-160  beats  per  minute,  a 2:1  rhythm 
is  present  which  is  usually  regular  and  presents 
many  alternations. 

In  partial  heart  block  the  arterial  pulse-tracing 
appears  wholly  irregular.  On  analysis  each  pulse 
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wave,  although  varying  in  length,  will  always  be 
found  to  fall  at  a definite  place,  following  some 
multiple  of  the  integral  auricular  beat. 

In  deciphering  the  venous  tracing,  as  taken  at 
the  jugular  bulb  in  the  right  supraclavicular  space 
at  the  outer  edge  of  the  sternocleidomastoid  mus- 
cle, definite  measures  are  taken  to  determine  the 
cause  of  each  wave.  During  each  normal  cardiac 
cycle  three  waves  are  transmitted  to  the  jugular 
tracing.  The  first,  or  “a”  wave,  corresponds  to 
auricular  systole  and  normally  precedes  the  second 
wave  by  nearly  .17  second.  The  second,  or  “c” 
wave,  is  caused  by  the  transmission  of  the  impulse 
from  the  underlying  carotid  artery.  The  third, 
or  “v”  wave,  is  due  to  the  rapid  filling  of  the 
auricles  during  ventricular  systole,  followed  by  the 
opening  of  the  auriculoventricular  valves.  At 
times  a fourth,  or  “h”  wave,  occurs  in  mid-diastole 
and  is  due  to  the  apposition  of  the  leaflets  of  the 
auriculoventricular  valves  as  the  ventricle  becomes 
distended  with  blood. 

In  auricular  flutter,  with  a 2:1  ratio,  the  venous 
tracing  is  of  the  ventricular  form,  i.  e.,  the  curve 
rises  with  ventricular  systole,  usually  has  a slight 
depression  but  maintaining  a systolic  plateau,  and 
falls  with  the  opening  of  the  auriculoventricular 
valves. 

In  cases  of  partial  block  the  form  of  the  venous 
pulse  is  characteristic,  when  responding  to  the 
alternate  stimulus  the  ventricular  form  is  evident. 
In  the  long  ventricular  pauses  the  venous  tracing 
presents  definite  “a”  waves,  due  to  independent 
auricular  contractions. 

Prognosis  in  cases  of  auricular  flutter  is  not 
definitely  determined,  as  only  four  years  have 
elapsed  since  this  syndrome  w'as  first  discovered 
clinically  and  a careful  survey  of  the  literature 
reveals  an  even  sixty-five  cases,  fifty-three  of  which 
were  carefully  studied  by  Ritchie  and  seven  cases 
reported  since  the  publication  of  his  monograph 
on  this  subject  in  1914.  Only  six  published  cases 
have  been  observed  in  America.  To  this  number 
I wish  to  add  five  cases,  in  which  the  polygraphic 
characteristics  of  auricular  flutter  are  definite  and 
accord  with  the  clinical  findings. 

The  development  of  flutter  in  inflammatory  con- 
ditions of  the  heart  as  well  as  in  cardiorenal  dis- 
ease is  usually  a bad  omen.  It  is  a sign  of  the 
involvement  of  the  auricular  muscle.  In  twenty- 
four  out  of  fifty-eight  cases  normal  rhythm  was 
restored  and  the  patients  remained  well  for  several 
years. 


After  persisting  for  days  or  weeks  auricular 
flutter  may  suddenly  terminate  without  apparent 
cause  to  a normal  sequential  rhythm.  Usually 
under  digitalis  administration,  though  the  auricles 
continue  to  flutter,  the  ventricular  rate  diminishes 
with  marked  improvement  of  symptoms. 

Auricular  flutter  very  frequently  terminates  in 
auricular  fibrillation,  usually  with  marked  im- 
provement in  the  clinical  symptoms.  These  tw’o 
syndromes  are  closely  allied  both  as  to  the  anatomic 
structures  involved  and  to  the  nature  of  the  per- 
version of  function,  flutter  being  a coordinated  con- 
traction of  the  auricles  in  contrast  to  the  incoordi- 
nate contraction  of  the  auricular  muscle  fiber  in 
auricular  fibrillation. 

The  patholog}^  of  auricular  flutter  is  not  well 
understood.  There  is,  undoubtedly,  a point  in  the 
auricular  wall  where  the  excitability  of  the  heart 
muscle  is  increased  to  such  an  extent  that  intrinsic 
stimuli  in  this  area  cause  a premature  contraction 
of  the  auricle.  A continuation  of  this  excitability 
and  stimulus-production  causes  a rapid  number  of 
auricular  extra-systoles.  The  rhythm  and  speed 
of  the  rapid  contractions  determine  in  a measure 
the  excitability,  the  rate  of  stimulus  production 
and  contractility  of  the  auricular  muscle. 

When  the  threshold  of  excitability  of  the  path- 
ologic area  is  so  reduced  as  to  fail  to  cause  a con- 
traction, at  that  instant  the  sinoauricular  node 
reassumes  its  function.  As  long  as  the  cause  of 
the  new  area  of  excitability  is  permanent  or  of 
sufficient  irritability  to  respond  to  stimuli  and 
induce  contractions,  just  that  long  will  the  auricle 
flutter. 

The  treatment  of  auricular  flutter  is  extrem.ely 
satisfactory.  Digitalis  or  an  allied  drug  is  specific 
for  this  syndrome,  as  it  causes  a depression  of  con- 
ductivity with  slowing  of  the  ventricular  contrac- 
tions. In  many  cases  the  rupture  of  a vicious  cycle 
effets  a cure. 

The  duration  of  flutter  has  apparently  but  little 
effect  on  the  results  of  medication.  With  the  slow- 
ing of  the  ventricular  rate  the  objective  and  sub- 
jective symptoms  of  flutter  rapidly  disappear. 

Treatment  of  flutter,  complicated  with  valvular 
and  mj'ocardial  disease,  is  not  so  conspicuously 
effective  and  depends  entirely  on  the  nature  and 
extent  of  the  complication.  Partial  block  in  no 
way  interferes  with  the  successful  outcome  of  the 
treatment.  Cases  with  partial  block  respond 
quickly  to  digitalis  medication,  as  this  increases 
the  degree  of  block.  The  ventricular  rate  becomes 
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Pig.  1.  (Case  1).  Auricular  flutter 
with  partial  hearth  block,  jugular  tracing 
showing  distinct  “a”  waves  during  drop- 
ped beat.  Note  ventricular  form  of 
venous  pulse. 


Fig.  2.  (Case  1).  A normal  tracing 
in  the  flutter  patient  following  digitalis 
administration. 


Fig.  3.  (Case  1).  Auricular  extra- 
systoles  occurring  in  auricular  flutter  case 
ten  days  following  cessation  of  treat- 
ment. 


Fig.  4.  (Case  1).  Occurrence  of  Fig.  5.  (Case  1).  .Asystole  of  Pig.  6.  (Case  1).  Normal  tracing 

bigeminal  pulse  with  dropped  b*eat  in  ventricle  for  6.5  seconds  in  auricular  after  hypodermic  administration  of  atro- 

auricular  flutter  case  due  to  excessive  flutter  due  to  vagal  pressure.  pine  in  the  above  case. 


digitalis  medication. 

reduced  and  by  increasing  the  dosage  fibrillation 
frequentlv  develops.  Having  obtained  this  reac- 
tion, if  Ave  now  withdraw  the  medicine,  fibrilla- 
tion disappears  with  a return  to  normal  rhythm. 

In  mi'  experience  digitalis  must  be  given  in 
large  doses,  frequently  increasing  the  dose  to  the 
point  of  physiologic  tolerance.  In  cases  of  partial 
block  it  is  well  to  proceed  carefully  and  slowly,  as 
in  these  cases,  life  and  comfort  depend  on  the  long 
continued  use  of  this  remedy. 

In  many  cases  of  auricular  flutter  there  is  a 
tendency  to  recurrence  which  responds  to  treat- 
ment equally  as  well  as  the  first  attack.  When 
normal  rhythm  cannot  be  secured,  sufficient  dig- 
italis should  be  taken  to  reduce  the  pulse  rate  to 
from  sixty  to  seventy  beats  per  minute.  In  cases 
of  extreme  urgency  strophanthin  intravenously  has 
given  marvelous  results  in  our  cases. 

Case  1.  A.  C.  M.,  American,  male,  age  51, 
irotorman  of  e.xcellent  habits  consulted  my  service 
on  Aug.  25,  1^14,  for  gastric  distress  after  eating. 

Patient’s  father  died  at  63  of  carcinoma  of  the 
colon,  otherAA’ise  the  family  history  is  negative. 

Patient  had  malaria  at  19  and  measles  at  25 
Avi  th  an  uneventful  recovery  in  both  instances. 

The  present  complaint  began  at  the  age  of  21, 
Avhen  the  patient  noted  that,  after  eating  an  unu- 
sually heavy  meal,  he  felt  unduly  distended  and 
had  marked  palpitation,  vATakness  and  dyspnea. 
This  ahvays  recurred  after  overeating  or  on  any 
undue  exertion.  This  complaint  continued  Avith- 
out  any  definite  change  until  three  years  ago,  Avhen 
he  noticed  that  after  attacks  of  gastric  distress  he 
began  to  pass  large  quantities  of  urine,  voiding  a 
gallon  in  two  hours  time.  These  attacks  AA-ould 
come  from  tAvo  to  six  Aveeks  apart.  During  the 
attack  the  patient  suffered  severely  from  exhaus- 
tion, palpitation  and  irregularity  of  the  heart’s 
action. 

Physical  examination  revealed  a healthy  appear- 
ing man.  On  close  inspection  the  lips,  ears  and 
nails  Avere  slightly  cyanotic.  Pulse  78,  verv  irregu- 


lar, compressible  and  of  low  volume.  The  blood 
pressure  reading  Avas  unsatisfactory,  due  to  the 
great  alternation  in  the  various  beats.  The  high- 
est systolic  pressure  Avas  140  mm.  The  lowest 
diastolic  pressure  AA^as  120.  Pulse  pressure  20 
mm.,  showing  a m.arked  stasis.  Hemoglobin  90 
per  cent.  Tallquist. 

The  lungs  were  normal,  liver  dullness  extended 
one  inch  below  the  costal  margin.  Otherwise,  ex- 
cept for  slight  edema  over  the  tibia,  the  examina- 
tion Avas  negative.  The  heart  Avas  normal  in  size 
and,  except  for  the  great  irregularity,  presented 
no  thrills  or  abnorm.al  sounds. 

The  urine  e.xamination  A\-as  negative.  A spec- 
imen taken  during  an  attack  of  polyuria  was  as 
colorless  as  AA'ater  Avith  a specific  gravity  of  1004. 
Sodium  chlorid  was  found  in  abundant  quantities. 
Polygraphic  tracings  at  this  time  demonstrated 
an  alternating  radial  pulse  with  dropped  beats. 
The  jugulocarotid  tracing  showed  a distinct  ven- 
tricular form  of  venous  pulse.  During  the  ven- 
tricular pause  “a”  Avaves  are  plainly  discernible, 
as  noted  in  fig.  1.  Diagnosis,  auricular  flutter  with 
passiA^e  congestion.  The  auricular  rate  is  336,  the 
ATntricidar  60. 

Treatment.  Digitalis  Avas  immediately  admin- 
istered in  fifteen  drop  doses  of  the  tincture  three 
times  daily. 

Four  Aveeks  later  patient  had  markedly  im- 
proA'ed  clinically'  but  the  flutter  still  persisted. 
Digitalis  AA-as  increased  to  tAventy  drops  four  times 
daily.  Improvement  was  so  great  that  he  did  not 
return  for  three  months.  (Dn  Jan.  9,  1915,  the 
polygram  was  normal  (fig  2).  Digitalis  was  dis- 
continued. On  Jan.  19  patient  returned,  com- 
plaining of  paroxysmal  palpitation  and  dyspnea. 
The  polygram  showed  frequent  auricular  extra- 
systoles (fig.  3).  Digitalis  again  given  in  thirty 
drop  doses  four  times  daily  Avhich  he  continued 
for  eight  months,  feeling  in  better  health  than 
for  years. 

In  Sept.,  Avhile  preparing  this  report,  I Avrote 
him  to  come  for  further  examination.  Polygrams 
at  this  time  showed  a coupled  rhythm  with  dropped 
beats  due  to  excessive  digitalis  medication  (fig.  4). 
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Fig.  7.  (Case  2).  Polygram  in  auri- 
cular flutter  with  partial  heart  block. 
Note  irregularity  and  alternation  in  ra- 
dial wave,  also  absence  of  characteristic 
ventricular  form  of  venous  pulse. 


Fig.  8.  (Case  2).  After  three 
days  strophanthus  medication.  Note  the 
characteristic  alternation  of  the  ra- 
dial wave,  also  ventricular  form  of 
venous  pulse  with  the  distinct  “a” 
waves. 


Fig.  9.  (Case  2).  Demonstrating  the 
effect  of  vagus  pressure.  Complete  ven- 
tricular asystole  for  3.6  seconds. 
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Fig,  10.  (Case  2).  Note  lengthened 
intervals  in  the  radial  tracing  and  the 
distinct  *‘a’^  waves  in  venous  pulse. 

Right  vagal  pre.ssiire  stopped  the  ventricle  for 
6.5  seconds  (fig.  5).  Atropin  hypodermically  re- 
lieved the  digitalis  block  with  the  subsequent  re- 
turn to  normal  rhythm  as  in  fig.  6.  Three  days 
later  a tracing  still  showed  normal  rhythm. 

Ca.se  2.  Mike  McGee,  age  44,  entered  my 
service  for  palpitation  of  the  heart.  He  was  also 
troubled  with  extreme  dyspnea  on  exertion  and 
could  not  sleep  at  night  becau.se  of  orthopnea. 

The  family  history  is  negative,  as  is  his  per- 
sonal history  except  for  inflammator}^  rheumatism. 
Syphilis  is  denied. 

The  present  complaint  began  at  the  age  of  14, 
during  an  attack  of  inflammatory  rheumatism. 
After  the  joint  disturbance  had  subsided,  patient 
noticed  marked  palpitation  which  was  always  ag- 
gravated bt'  exertion.  Since  that  time  he  has 
always  been  dyspneic  and  easily  fatigued.  Of  late 
he  has  noticed  considerable  edema  about  his  feet 
and  for  that  reason  consulted  my  service. 

Examination.  Pulse  140,  irregular,  systolic 
blood  pressure  120,  diastolic  90.  Lips  and  nails 
were  cyanotic  and  every  slight  exertion  caused 
extreme  dyspnea.  Lungs  were  negative. 

Heart  inspection  revealed  irregular  apical  pul- 
sations one  inch  outside  the  nipple  line,  in  sixth 
interspace.  No  thrill  was  palpable.  A loud  blow- 
ing .systolic  murmur  was  present  over  the  apex, 
radiating  to  the  left  axilla.  Otherwise  the  sounds 
were  normal.  Polygraphic  tracings  at  that  time 
demonstrated  (fig.  7)  a rapid,  alternating,  irregu- 
lar pulse.  The  venous  tracing  was  verv  poor  be- 
cause of  the  venous  stasis  and  the  rapid  dyspneic 
respirations.  The  liver  extended  to  the  navel  and 
was  tense  and  firm.  Edema  was  present  over  the 
tibia. 

Diagnosis.  Probable  auricular  flutter  with 
mitral  insufficiency. 

Strophanthin  was  administered  intravenousl\i  at 
twenty-four  hour  intervals  and  digitalis  in  twenty 
drop  doses  of  the  tincture  begun. 

After  four  days  another  tracing  was  taken 
(fig.  8),  showing  marked  improvement  in  the 
radial  pulse.  As  near  as  I could  estimate  the 
auricular  rate  was  456,  the  ventricular  90.  The 


Fig.  11.  (Case  2).  .\pex  tracing 
showing  distinct  “a”  waves  with  char- 
acteristic depression  on  the  summit  of 
each  up  stroke. 

jugulocarotid  pulse  now  gives  the  characteristic 
ventricular  form  of  the  venous  pulse  with  “a” 
waves  showing  during  ventricular  asystole.  Vagal 
pressure  stopped  the  ventricle  for  3.6  seconds 
(fig.  9). 

Apical  tracings  taken  at  this  time  (fig.  10) 
demonstrated  “a”  tvaves  in  the  ventricular  pauses. 
The  systolic  wave  is  sustained  and  presents  sec- 
ondary waves,  due  to  auricular  contractions,  and 
is  not  unlike  the  ventricular  form  of  the  venous 
pulse. 

Outcome,  Patient  is  relieved  entirely  of  the 
clinical  symptoms  although  the  flutter  still  per- 
sists. We  are  continuing  with  large  doses  of 
digitalis. 

Case  3.  Mr.  A.  Rhodes,  age  82,  with  negative 
family  and  personal  history,  having  never  been 
sick. 

The  present  com.plaint  began  eight  years  ago 
with  a sudden  attack  of  dyspnea,  palpitation  and 
weakness.  The  physician  at  that  time  gave  him 
digitalis  with  complete  relief.  Since  that  time  pa- 
tient has  had  paroxysmal  attacks  of  dyspnea  and 
palpitation.  On  Nov.  18,  1914,  I was  called  to 
see  him  because  of  dt'spnea,  palpitation  and  general 
edema. 

Examination  revealed  an  aged  man  with  mark- 
edly shallow  respirations,  being  Cheyne-Stokes 
type  during  sleep.  He  was  cyanosed  and  had 
general  edema.  The  heart  sounds  were  very  rapid 
and  feeble  and  presented  no  signs  of  valvular  le- 
sions. 

Only  one  polygraphic  record  was  taken  (figs. 
12,  13,  14,  15),  being  a continuous  tracing,  show- 
ing plainly  the  rapid  alternating  radial  pulse  with 
the  ventricular  form  of  the  venous  pulse. 

In  fig.  13  we  note  the  development  of  paroxys- 
mial  partial  block,  with  a return  to  2:1  rhythm  in 
fig.  15.  The  auricular  rate  was  316,  the  ventricu- 
lar 158. 

Polygraphic  tracing  taken  eleven  months  later 
showed  a normal  tracing.  Atropin  gr.  1/30  hypo- 
dermically induced  flutter,  as  is  shown  in  fig  17, 
the  rate  being  identical  with  that  of  almost  a year 
before. 


150 


AURICULAR  FLUTTER TALLMAN 


Vol.  XV.  No.  5. 


Fig.  12  Pig.  13  Fig.  14 

Figs.  12,  13,  14,  15.  (Case  3).  Auricular  flutter,  2:1  rhythm.  A continuous  tracing  in  auricular  flutter  with  paroxysmal 
partial  block  with  resiunption  of  2:1  rhythm. 
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Fig.  16  Fig.  16  Fig.  17 

Fig.  16.  (Case  3).  Showing  normal  rhythm  after  several  months  digitalis  medication. 

Fig.  17.  (Case  S).  Induction  of  auricular  flutter  by  the  hypodermic  use  of  atropine,  pulse  rate  identical  with  former  flutter 


The  patient  is  entirely  recovered. 

Case  4.  Mrs.  M.  C.  S.  first  consulted  my 
service  on  Sept.  27,  1915,  for  asthmatic  attacks 
appearing  after  exertion  and  especially  after  three 
or  four  hours  rest  in  bed.  She  has  never  had 
inflammatory  rheum.atism,  syphilis  or  other  illness 
of  any  kind. 

The  present  complaint  began  ten  years  ago  with 
shortness  of  breath  on  exertion ; she  also  remem- 
bers having  had  palpitation  at  that  time.  Two 
years  later  she  had  suffocative  spells  when  in  bed 
and  would  have  to  sit  up  in  bed  for  relief.  At 
about  this  time  she  came  west  and  has  had  almost 
continuous  attacks  of  asthma  in  the  night  and 
especially  following  days  of  any  unusual  exertion. 
She  was  always  weak  and  exhausted  during  the 
attacks. 

Examination  revealed  little  of  importance.  The 
lungs  were  negative.  Systolic  blood  pressure  156 
mm.,  diastolic  90,  pulse  84,  regular  and  of  good 
volume.  The  heart  was  apparently  normal  in  size 
and  rhythm ; the  valve  sounds  were  pure.  Hemo- 
globin was  60  per  cent.  Tallquist.  There  was 
slight  edema  over  the  shins.  Polygraphic  tracings 
(fig.  18)  showed  a normal  radial  tracing.  The 
venous  tracing  showed  distinct  “a”  waves  in  the 
diastolic  interval.  Vagal  pressure  caused  the  ven- 
tricle to  stop  over  a period  of  twelve  auricular  con- 
tractions, which  are  plainly  discernible  in  tbe 
venous  tracing  (fiig.  19). 

Under  digitalis  m.edication  the  clinical  symp- 


toms entirely  disappeared  and  after  five  weeks  the 
rhythm  was  normal  (fig.  20).  The  auricular  rate 
during  flutter  w^as  337.5,  the  ventricular  84.375, 
a 4:1  rhythm  being  present. 

Case  5.  Mrs.  C.  H.  R.,  weight  246,  myxede- 
miatous.  Had  typhoid  at  twelve  with  good  recov- 
ery. Scarlet  fever  at  eighteen ; was  very  sick 
but  had  no  complications.  History  otherwise 
negative. 

Twelve  years  ago  patient  first  had  attacks  or 
spells  which  came  on  suddenly,  in  which  she  would 
have  dyspnea,  palpitation  and  extreme  weakness 
lasting  for  from  a few  minutes  to  a few  hours. 
These  continued  at  irregular  intervals  without 
special  cause  till  three  years  ago,  when  the  attack 
persisted.  At  this  time  I was  called  to  attend  her 
and  found  her  in  extreme  condition.  She  was 
cyanotic,  very  dyspneic  and  edematous.  The  pulse 
was  extremely  rapid  and  irregular.  At  that  time 
my  diagnosis  was  auricular  fibrillation.  Digitalis 
and  thyroid  feeding  gave  immediate  relief,  the 
patient  losing  over  100  pounds.  No  records  were 
taken  at  that  time. 

She  again  came  under  my  care  in  September, 
1915.  A tracing  (fig.  21)  at  this  time  demon- 
strated a ventricular  form  of  venous  pulse  with 
“a”  waves,  the  radial  tracings  showing  character- 
istic alternations. 

The  auricular  rate  is  300,  the  ventricular  100. 
Atropin  intensified  and  made  more  clear  the 
interpretation  of  the  tracings  (fig.  22).  The  pa- 
tient is  now  under  treatment. 
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Fife.  IS.  (Case  4).  Auricular  flutter  Fig.  19.  (Case  4).  Showing  effects  of  Fig.  20.  (Case  4).  Normal  tracing 
showing  atypical  venous  pulse,  alterna-  vagal  pressure  on  the  ventricle.  Note  ven-  from  auricular  flutter  case  following  digi- 

tion  in  radial  tracing,  4:1  rhythm.  tricular  form  of  venous  pulse  in  the  venous  talis  medication. 

tracing. 


Fig.  21.  (Case  6).  Auricular  flutter. 
Note  the  ventricular  form  of  venous  pulse, 
also  the  alternation  of  the  radial  tracing. 


Fig.  22.  (Case  6).  Continuous  trac- 
ing in  case  6 showing  marked  alternation 
of  the  radial  pulse  with  partial  block. 
Note  also  ventricular  form  of  venous  pulse 
with  distinct  “a”  waves. 
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SOME  OBSERVATIONS  ON  APPENDICI- 
TIS.* 

By  Paul  Rockey,  M.  D., 

PORTLAND,  ORE. 

Between  the  people  who  have  appendicitis  of 
various  sorts,  or  who  are  suspected  to  have,  the 
number  of  cases  is  large.  The  subject  is  impor- 
tant. Merely  the  removal  of  an  appendix  may  be 
operating,  but  the  surgery  of  appendicitis  includes 
every  possible  consideration  from  first  to  last:  his- 
tory, examination,  observation,  the  judgment 
whether  to  operate,  and  if  so  when  and  how, 
patholog}',  postoperative  treatment,  convalescence, 
and  future  course  on  to  the  ultimate  end-result. 
It  is  in  this  view  of  the  surgery  of  appendicitis 
that  these  remarks  are  offered.  In  this  view  some- 
times and  in  some  cases  the  proper  treatment  is 
nonoperative. 

Arbitrary  classifications  are  unsatisfactory,  for 
types  verge  into  one  another  and  this  is  particularly 
so  where  knowledge  is  incomplete  but,  for  purposes 
of  consideration,  appendicitis  may  be  divided  into 
acute  and  chronic. 

If  we  had  arrived  at  or  near  100  per  cent,  gen- 
eral perfection  in  the  matter  of  appendectomy,  we 
might  be  warranted  in  even  considering  the  sub- 
ject of  routine  operation ; but  at  present  it  seems 
to  me  we  are  not  even  warranted  in  considering 
that  subject.  Where  a patient  is  suspected  of  hav- 
ing or  having  had  appendical  trouble,  and  is  about 
to  go  to  some  distant  place  where  surgical  care 
would  not  be  available,  it  is  justifiable  to  perform 
an  appendectomy  on  the  distinct  understanding  of 
all  concerned  that  it  is  a prophylactic  measure 
warranted  by  these  particular  circumstances. 
Where  a patient  gives  a clear  history  of  previous 
attacks  of  appendicitis  it  is  justifiable  to  perform 
an  appendectomy  on  distinct  understanding  of 
all  concerned  that  it  is  done  as  a prophylactic 
measure,  because  the  risk  is  less  than  might  be 
the  risk  of  another  acute  attack. 

Where  a patient  has  had  attacks  of  pain,  more 
or  less  constant,  attributable  to  the  appendix,  in 
short,  where  the  patient  has  chronic  appendicitis, 
it  is  justifiable  to  perform  an  appendectomy,  pro- 
vided, in  the  first  place,  that  it  is  clearly  under- 
stood by  all  concerned  on  what  basis  the  operation 
is  done  and  what  the  likelihood  of  the  correctness 
of  the  diagnosis  is,  and,  in  the  second  place,  provid- 

* Extracts  from  paper  read  before  Forty-first  Annual  Meet- 
ing of  Oregon  State  Medical  Association,  Portland.  Ore.,  Sept. 
n-10,  1916. 


ing  a thorough  effort  has  been  made  to  make  this 
diagnosis.  It  seems  to  me  in  these  suspected 
chronic  appendicitis  cases,  where  the  diagnosis  is 
in  doubt  and  the  patient  so  situated  that  he  can 
be  observed  and  can  be  properly  treated,  should  an 
acute  inflammatory  attack  arise,  and  where  the 
actual  pain  suffered  is  not  great,  that  it  is  wiser 
and  more  justifiable  to  continue  observation  in- 
definitely, than  to  perform  an  appendectomy  on 
uncertain  grounds.  It  is  because  of  this  view  that 
there  are  so  comparatively  few  chronic  appendicitis 
operations  in  our  records,  and  so  comparatively 
many  cases  of  suspected,  but  unoperated,  appendi- 
citis in  our  case  histories. 

It  must  be  borne  in  mind  that  in  the  present 
state  of  our  knowledge  we  are  unable  from  ex- 
ternal signs  or  symptoms  to  be  sure  of  the  pathol- 
ogy of  a non-inflammatory  appendix,  that  it  is 
proved  in  many  cases  by  operation  that  pathologic 
but  non-inflammatory  appendices  do  not  give  rise 
to  symptoms,  that  every  other  analogy  of  the  gas- 
troenteric tract  is  in  accordance  with  this  obser- 
vation, and  that  in  many  cases  signs  and  symp- 
toms, indistinguishable  in  our  present  knowledge 
from  those  proved  by  operation  to  be  caused  by 
non-inflammatory  but  pathologic  appendices,  are 
found  occasionally  in  cases  where  no  pathology 
whatever  can  be  demonstrated  in  that  region,  and 
very  often  in  cases  where  there  is  no  appendical 
pathology  but  where  there  is  a pericecal  or  peri- 
colic pathology. 

Just  as  after  the  cure  of  various  diseases  the 
patient  describes  a feeling  of  health,  to  which  he 
had  long  been  unaccustomed,  so  sometimes  after 
the  removal  of  a pathologic  appendix,  inflammatory 
or  not,  the  patient  feels  generally  better.  This  is 
of  interest  in  retrospect  but  the  observation  is 
not  an  aid  in  the  diagnosis  of  chronic  appendicitis. 

Dr.  E.  Amory  Codman,  of  Boston,  reports 
that  out  of  100  abdominal  sections,  taken  in  a 
consecutive  series  at  random  from  the  Massachu- 
setts General  Hospital  records,  71  show  definite 
lesions  of  the  appendix,  although  no  such  pre- 
operative diagnosis  was  made  from  the  history  and 
yet,  in  his  98  cases,  diagnosed  definitely  as  chronic 
appendicitis,  only  61  showed  pathologic  evidence. 
The  only  reason  that  our  records  of  chronic  cases 
.show  a high  percentage  of  pathologic  appendices  is 
that,  generally  speaking,  we  do  not  operate  on 
ca.ses  of  so-called  chronic  appendicitis. 

A differential  diagnosis  must  be  made  in  those 
cases  where  gastric  symptoms  are  supposed  to  be 
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due,  probably  reflexly  or  indirectly,  to  chronic 
appendicitis,  also  in  those  cases  where  gallbladder- 
like symptoms  are  supposed  to  be  due  in  a similar 
manner  to  that  cause.  Pelvic,  renal  and  other  con- 
ditions in  this  connection  will  be  mentioned  un- 
der the  differential  diagnoses  of  acute  appendicitis. 
Appendical  kinks,  strains  and  strictures  may  be 
caused  by  adhesion  bands  from  without.  These 
may  be  of  the  pericolic  type,  to  be  referred  to 
later,  or  they  may  be  the  result  of  previous  acute 
inflammation  of  the  appendix  or  of  previous  acute 
inflammation  of  the  tube.  The  division  of  adhe- 
sions resulting  from  such  inflammation,  with  the 
removal  of  the  appendix,  is  more  likely  to  result 
in  the  permanent  relief  of  the  symptoms  com- 
plained of  than  in  the  case  of  adhesions  of  the 
pericolic  type. 

Differential  diagnosis  from  periappendical  or 
pericecal  conditions.  Cecum  mobile.  This  might 
or  might  not  he  accompanied  by  a pathologic  ap- 
pendix. The  differential  diagnosis  is  an  uncer- 
taint)'.  If  the  symptoms  are  due  to  the  cecum 
mobile  and  not  to  the  pathologic  appendix,  they 
will  persist  postoperative.  The  surgical  treatment 
of  cecum  mobile,  judged  by  its  practical  results  so 
far  as  I know  them,  is  uncertain  and  on  the  whole 
unsatisfactory. 

Pericolic  adhesions.  Lane’s  and  Jackson’s  mem- 
branes. Lane’s  terminal  ileal  kink.  A pathologic 
appendix  might  or  might  not  accompany  these 
conditions,  and  the  symptoms  in  such  a case,  where 
the  appendix  was  pathologic,  might  or  might  not 
be  due  to  the  appendix  and,  if  not,  would  persist 
after  the  operation.  Where  these  pericolic  mem- 
branes are  not  fetal  remnants,  they  are  secondary 
structures  and  for  the  most  part  probably  conserva- 
tive. Their  local  surgical  treatment  in  the  major- 
ity of  cases,  so  far  as  my  information  goes,  is 
uncertain  and  unsatisfactory. 

Special  aids  to  diagnosis  of  chronic  appendicitis. 
Colonic  inflation  with  air  to  produce  increased 
appendical  tenderness.  I mention  this  here  because 
it  has  been  proposed  and  tried.  I have  never 
seen  it  tried  but  it  seems  to  me  that,  regardless 
of  the  positiveness  or  negativeness  of  findings 
elecited  in  this  manner,  the  diagnosis  of  chronic 
appendicitis  would  remain  almost  equally  uncer- 
tain. 

X-ray  as  an  aid  to  diagnosis  of  chronic  appen- 
dicitis. According  to  my  own  information  and 
observation,  this  aid  to  diagnosis  is  unsatisfactory 


and,  from  the  present  extent  of  our  knowledge  on 
the  subject,  would  necessarily  be  so,  for,  even 
where  the  situation  of  the  appendix  permits  the 
observation  of  its  shadow,  it  may  or  may  not  per- 
mit filling  with  bismuth,  prompter  or  slower  emp- 
tying, regular  or  irregular  form  and  be  either 
normal  or  pathologic  to  almost  any  degree.  But 
the  x-ray  is  a considerable  aid  in  this  matter,  in  so 
far  as  it  is  an  aid  to  the  diagnosis  of  cecum 
mobile,  terminal  ileal  kink,  etc. 

The  acute  cases  may  be  divided  into  those 
grossly  and  those  not  grossly  inflammatory.  Of 
the  latter  the  cause  of  some  is  probably  largely 
mechanical.  Such  cases  may  often  form  part  of 
the  history  of  cases  of  chronic  appendicitis. 

Cases  of  acute  inflammatory  appendicitis  often 
give  a past  history  of  definite  acute  attacks  or 
of  more  indefinite  attacks,  which  may  or  may  not 
be  obviously  referable  to  the  right  lower  quadrant 
but  generally  are,  or  sometimes  of  more  or  less 
constant  right  lower  quadrant  discomfort.  On  the 
other  hand,  there  are  many  cases  of  acute  inflam- 
matory appendicitis  that  give  no  past  appendical 
history. 

There  are  a few  cases  of  acute  inflammatory  ap- 
pendicitis, and  some  of  these  are  cases  of  the  severe 
types,  that  give  a history  of  a few  days  of  feeling 
of  general  illness  without  any  symptoms  refera- 
ble to  the  abdomen. 

Many  cases  of  acute  inflammatory  appendicitis, 
including  many  of  the  more  severe  types,  are  nota- 
bly atypical  in  their  signs  and  symptoms.  Presum- 
ably we  will  some  time  know  enough  to  explain 
exactly  the  relation  between  symptoms  typical  or 
atypical  in  a given  case  and  the  pathology.  "The 
attack  may  begin  with  localization  of  pain  and 
tenderness  in  the  right  lower  quadrant,  or  it  may 
continue  well  into  diffuse  peritonitis  without  more 
marked  pain  or  tenderness  in  the  right  lower 
quadrant  than  elsewhere.  Not  only  may  vomiting 
be  absent,  but  it  may  be  impossible  to  elicit  a 
history  of  nausea.  It  may  be  true  that  some  rise 
of  temperature  occurs  at  some  time,  but  it  is  cer- 
tainly true  that  in  many  cases  the  rise  of  tem- 
perature, if  it  did  occur,  appeared  at  some  time 
before  the  surgeon  saw  the  case,  and  this  observa- 
tion applies  to  cases  in  every  stage  of  advancem.ent 
of  inflammation!  We  have  observed  a very  few 
cases  in  adults,  where  the  temperature  was  high, 
104°  to  105°,  early  in  the  attack.  These  have 
all  shown  marked  inflammatory  changes.  Ab- 
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dominal  respiration  and  absence  of  rigidity  or 
spasm  may  characterize  cases  of  all  stages  of  in- 
flammation and  of  all  positions  of  the  appendix. 

Appendicitis  cases  may  derive  comfort  from  hav- 
ing thighs  flexed,  particularly  the  right,  or  not.  I 
have  been  unable  to  observe  any  significance  in 
this  as  to  a retrocecal  or  other  position  of  the 
appendix.  It  is  true  that  sometimes  local  tender- 
ness is  so  definitely  localized  that  the  examiner 
can  correctly  determine  the  position  of  the  in- 
flamed appendix,  but  there  are  some  cases  where 
this  apparent  exactness  has  been  proved  by  opera- 
tion to  have  been  misleading.  Our  observations 
lead  us  to  emphasize  the  importance  of  rectal  and 
yaginal  examinations.  We  have  observed  the 
usually  recorded  kinds  of  variations  of  white  and 
differential  blood  counts.  We  have  been 
unable  to  observe  any  diagnostic  impor- 
tance of  constipation  or  diarrhea  but 

think  that  more  often  the  appendical  attack 

is  accompanied  by  slight  constipation.  We  have 
found  indirect  tenderness,  elicited  by  pressure  or 
its  removal,  to  have  about  the  same  importance  as 
in  any  other  intra-abdominal  inflammatory  con- 
ditions. We  have  sometimes  observed  tenderness 
near  McBurney’s  point,  and  another  tender  spot 
elsewhere,  in  cases  where  operation  has  proved 
that  the  base  of  the  appendix  was  beneath  the  first 
point  and  the  inflamed  tip  beneath  the  second. 
This  has  been  particularly  noted  when  the  tip  was 
near  the  gall-bladder,  when  it  was  midway  along 
and  external  to  the  ascending  colon,  and  when  it 
occupied  right  and  left  pelvic  positions.  An  in- 
flamed appendix  in  relation  to  any  viscus  may  give 
symptoms  referable  to  that  viscus.  In  speaking 
of  referred  pain,  remember  the  right  lower  quad- 
rant pain  occasionally  seen  in  acute  pneumonia. 

Acute  appendicitis  may  complicate  typhoid  as 
well  as  be  simulated  by  typhoid  perforation.  Acute 
enteritis,  especially  occurring  with  bronchitis  in 
what  are  clinically  cases  of  influenza,  may  simu- 
late acute  appendicitis.  We  have  several  times 
observed  cases  of  acute  inflammatory  appendicitis 
in  cases  with  acute  tonsilitis.  The  importance  of 
various  points  in  examination  is  emphasized  by 
observation  but  also  their  limitations. 

It  is  generally  hut  not  always  possible  to  dis- 
tinguish acute  inflammatory  from  acute  non-inflam- 
matory  appendicitis.  Acute  attacks  without  ap- 
pendicular or  other  pathology'  may  be  due  to  acute 
enteritis  or  to  acute  but  spontaneously  relieved 


intestinal  kinking.  Acute  symptoms,  apparently 
referable  to  the  appendix,  may  be  due  to  cecal  or 
pericecal  adhesions,  as  they  so  often  are  in  sus- 
pected chronic  cases.  Tuberculosis  of  the  mes- 
enteric lymph  nodes,  so-called  tabes  mesenterica, 
may  give  rise  to  acute  attacks  closely  simulating 
acute  appendicitis.  A rare  condition  is  a periappen- 
dical  lymph  adenitis,  other  than  the  just-mentioned 
tuberculous  adenitis.  Another  condition  is  retro- 
peritoneal cellulitis  in  this  region  without  appen- 
dicitis. 

The  differential  diagnosis  between  acute  appen- 
dicitis and  acute  salpingitis  is  sometimes  very 
difficult  to  make.  That  from  other  right  pelvic 
conditions  is  generally  less  difficult.  In  acute  sal- 
pingitis we  have  observed  a number  of  appendices 
involved  in  inflammation  from  without  and  the 
preoperative  diagnosis  of  inflamed  appendix  in- 
volved from  without  is  uncertain. 

The  differential  from  intussusception,  especial- 
ly in  children,  may  be  difficult. 

It  may  be  necessary  to  distinguish  from  right 
hernia,  especially  incipient  right  inguinal,  par- 
ticularly in  chronic  appendicitis;  in  cases  where 
the  tip  of  the  appendix  is  high,  from  the  right  kid- 
ney and  gall-bladder.  Distinguish  acute  and 
chronic  appendicitis  from  acute  and  chronic  peptic 
ulcer,  and  sometimes  acute  inflammatory  appen- 
dicitis from  acute  perforated  peptic  ulcer.  We 
have  seen  three  or  four  cases  of  acute  inflammatory 
appendicitis  characterized  by  unheralded,  sudden 
pain  of  actual  knock-down  character,  and  on  ex- 
amination found  board-like  rigidity  of  the  entire 
abdomen.  The  differential  diagnosis  between 
spreading  or  diffuse  peritonitis  of  appendicular 
origin  from  similar  conditions  of  other  origin  may 
be  difficult  or  impossible,  and  in  the  treatment 
of  such  cases  the  question  of  incision  must  be  con- 
sidered accordingly.  It  is  often  necessary  to  dis- 
tinguish between  acute  appendicitis  and  right  renal, 
and  especially  ureteral  calculus.  There  are  cases 
of  inflammatory  appendicitis  that  involve  the  wall 
of  the  ureter  in  the  inflammatory  process  and  ure- 
teral fistula  may  be  a complication  or  sequel  of 
such  cases. 

Occasionally  in  an  acute  case  a surgeon  makes 
the  diagnosis  of  surgical  belly  and  recommends 
immediate  operation.  This  is  to  his  credit  but 
the  diagnosis  is  a confession  of  failure  to  specify 
exactly,  and  it  is  to  be  hoped  that  as  time  goes 
on  the  number  of  cases  coming  under  this  head 
will  be  less. 
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As  we  know,  a great  proportion  of  cases  of  ac- 
ute inflammatory  appendicitis,  unrelieved  by  op- 
eration, go  on  to  resolution  even  from  advanced 
stages,  or  to  relief  after  rupturing  into  a hollow 
viscus  or  rarely  through  the  abdominal  wall.  We 
know  that,  of  the  total  number  of  attacks  of  acute 
inflammatory  appendicitis,  only  a small  proportion 
would  result  in  death  if  not  relieved  by  opera- 
tion, and  this  fact  should  always  be  explained  to 
the  patient.  On  the  other  hand,  we  know  that  it 
is  not  possible  in  many  cases  for  the  surgeon  to 
distinguish  in  advance  and  from  the  outside  the 
large  number  of  cases  that  would  live  without 
operation,  and  the  small  number  that  would  not 
live  without  it.  This  fact  should  also  be  ex- 
plained to  the  patient. 

With  its  base  on  the  cecum,  the  appendix  may 
occupy  any  position  that  its  length  permits,  either 
on  or  in  the  cecal  wall  or  in  relation  to  any  other 
viscus  it  can  reach,  and  it  may  be  kinked,  or 
bent,  or  curled  in  any  manner.  Sometimes  dur- 
ing inflammatory  appendicitis  operations  judgment 
must  be  based  on  the  fact  that  here,  as  in  other 
intra-abdominal  inflammatory  processes,  there  are 
zones  of  lessening  degrees  of  infection,  as  within 
the  appendix,  in  its  wall  and  immediately  around 
it,  or  within  an  appendical  abscess,  within  its  wall, 
immediately  around  it  and  perhaps  two  or  three 
zones  beyond  it.  In  reporting  appendical  pathol- 
ogy carefully  one  should  report  not  only  the  gross 
and  microscopic  pathology  of  the  removed  appen- 
dix, but  the  gross  pathology  of  the  appendix  in  situ, 
considering  also  the  gross  pathology  in  relation. 

Concretions  are  found  in  inflammatory  and 
chronic  appendicitis,  and  in  appendices  removed 
incidentally  at  operation,  that  so  far  as  known 
have  given  no  symptoms.  In  inflammatory  cases 
they  are,  of  course,  a source  of  special  danger. 
Aside  from  fecal  concretions  no  foreign  bodies 
are  reported  in  this  series,  excepting  in  on  case, 
acute  inflammatory,  in  a child,  where  hair  was 
found  accompanying  soft  fecal  matter. 

Particular  mention  should  be  made  of  the  rela- 
tion of  the  omentum  to  cases  of  acute  inflamma- 
tory appendicitis.  This  often  determines  proce- 
dure during  operation.  In  some  cases  of  virulent 
inflammation  the  omentum  is  not  adherent  to 
the  appendix  and  in  some  such  there  are  no  ad- 
hesions of  any  sort.  Occasionally  the  appendix 
has  been  observed  lying  adherent  to  and  sur- 


rounded by  the  mesentery  of  the  terminal  ileum, 
in  most  of  these  cases  lying  above  but  in  a few 
lying  below  it,  and  in  one  lying  thus  in  the  right 
side  of  the  pelvis  and  involved  from  without,  ap- 
parently by  a left  pyosalpinx.  Retrocecal  appen- 
dices may,  of  course,  be  intra-  or  extraperitoneal, 
and  may  or  may  not  be  otherwise  pathologic. 
In  two  appendices  was  found  primary  carcinoma. 
At  least  two  cases  in  this  series  were  in  pregnant 
women. 

The  surgical  mortality  of  any  condition  must 
include  a consideration  of  all  affected  cases  that 
die,  whether  they  were  operated  on  or  not.  As 
a matter  of  fact,  no  case  in  this  series  died  of 
appendicitis  without  operation,  but  two  of  the 
four  recorded  deaths  were  patients  operated  on 
in  moribund  condition,  both  of  whom  would,  in 
all  reasonable  possibilitj',  have  died  without  op- 
eration, and  the  other  two  were  of  types  that  in 
equal  likelihood  would  have  died  without  opera- 
tion. Proper  surgical  treatment  should  result  in 
the  deaths  of  practically  no  cases  that  would  have 
lived  without  operation,  and  of  the  class  that 
would  have  died  without  operation  it  will  save 
very  many.  In  this  connection  it  is  of  interest 
to  note  that  in  many  of  the  bad  cases  in  our  series 
that  have  survived,  the  patient’s  plight  has  been 
so  great  and  the  apparent  margin  for  recovery  so 
narrow,  that  the  wonder  has  been  that  they  did 
not  die. 

CONCLUSIONS. 

Recognition  of  the  importance  of  the  subject. 

A recognition  of  the  limitations  of  present 
knowledge  on  various  aspects  of  the  subject.- 

A hope  that  present  knowledge  may  more  rap 
idly  be  increased  by  full  and  careful  observation 
of  all  cases  and  by  more  complete  records  of 
them. 

Acute  cases  should  receive  prompt  standard 
surgical  treatment. 

In  the  present  state  of  our  knowledge,  chronic 
cases  should  receive  most  careful  consideration, 
but  only  operation,  if  at  all,  after  most  conserva- 
tive judgment  has  been  passed  on  them. 

In  all  cases  of  appendicitis  or  suspected  appen- 
dicitis, a complete,  clear  and  honest  statement  of 
the  various  chances  involved  should  be  made  to 
all  concerned,  including  the  patient,  his  responsi- 
ble friends  or  relatives. 
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APPENDICITIS— SOME  PRACTICAL 
SUGGESTIONS  BASED  UPON 
PERSONAL  EXPERIENCE.* 

By  Harry  A.  Shaw,  M.  D., 

SEATTLE,  WASH. 

WHEN  TO  OPERATE. 

No  article  touching  upon  the  subject  of  appendi- 
citis would  be  complete  without  some  reference  to 
the  original  work  of  A.  J.  Ochsner.  However 
radically  we  may  differ  from  the  dictum  laid  down 
by  him  in  general,  and  I certainly  do  on  the  sub- 
ject of  when  to  operate  upon  acute  cases,  we  all  at 
some  time  have  had  come  under  our  observation 
cases  wherein  it  is  impossible  to  obtain  the  consent 
to  operate;  and  it  is  in  this  class  of  cases  I wish 
to  emphasize  the  golden  truths  of  the  value  of 
certain  laws  as  laid  down  by  him. 

In  reference  to  the  views  of  Ochsner,  I can  do 
no  better  for  the  sake  of  brevity  than  quote  from 
Binnie,  pages  436-37:  “After  the  lapse  of  48 

hours,  it  is  safe  to  adopt  Ochsner’s  plan  of  non- 
operative treatment.  This  consists  of  (a)  rest  in 
bed,  (b)  avoidance  of  purgatives,  (c)  absolute 
denial  of  food  and  drink  by  stomach,  (d)  exclu- 
sive rectal  alimentation.  ‘The  exceptions  to  the 
rule  are  young  children  and  the  aged.’  ” 

However,  Binnie  goes  on  to  remark,  “When 
the  case  is  seen  too  late  for  early  operation  and 
tumor  is  present,  and  pulse,  temperature  and  gen- 
eral condition  indicate  a dangerous  amount  of 
absorption,  if  the  tumor  is  increasing  markedly 
and  there  are  signs  of  the  infection  spreading,  no 
surgeon  would  hesitate  as  to  operation.  Interfer- 
ence is  imperative.’’ 

Later  on  he  proceeds  to  explain  that  he  is  well 
aware  that  his  advice  “Violates  the  great  law, 
‘ubi  pus  ibi  evacuo’,  and  will  not  meet  the  approval 
of  the  great  majority  of  surgeons.’’  Personally, 
I would  be  glad  to  accept  Binnie’s  version,  were 
it  not  for  the  facts  that  (a)  temperature  is  a most 
deceptive  guide,  (b)  general  conditions  are  of- 
ten totally  at  variance  with  local  conditions,  (c) 
the  impossibility  of  outlining  tumor  mass  with  a 
rigid  belly,  (d)  and  to  await  signs  of  the  infection 
spreading  seems  to  be  like  “locking  the  stable  after 
the  horse  is  stolen.” 

The  time  to  operate  upon  acute  appendicitis  is 
immediately  on  making  the  diagnosis.  In  this  re- 
spect I share  the  common  opinion  of  the  vast  major- 

*  Read  before  the  North  End  Medical  Society,  Seattle.  Wash.. 
Feb.,  191G. 


ity  of  American  surgeons.  There  is  practically  no 
divergence  of  opinion  that  in  all  cases,  within  the 
first  twenty-four  hours  the  infection  is  strictly 
intra-appendicular  (with  extremely  rare  excep- 
tions) and  should  be  operated  upon  immediately. 
After  the  first  twenty-four-hour  period,  opinions 
and  mortality  statistics  vary.  I believe  this  dif- 
ference is  due,  in  no  small  measure,  to  poor  opera- 
tive technic  and  judgment,  poor  ante-  and  post- 
operative treatment  and  deficient  comprehension 
of  the  underlying  pathologic  conditions. 

It  would  be  presumptuous  indeed  for  one  like 
myself,  whose  experience  has  been  limited  to  hun- 
dreds when  others  talk  in  thousands,  to  compare 
mortalities  and  yet,  in  over  six  hundred  cases 
(20  per  cent,  estimated  acute),  I have  had  six 
deaths  (less  than  1 per  cent.)  and  I believe  this 
low  mortality  is  in  no  way  due  to  operative  skill, 
but  simply  to  operating  early  and  applying  the 
correct  technic  to  the  given  case.  At  least  it  offers 
an  excuse  to  present  certain  data  for  the  readers’ 
personal  criticism  and  judgment. 

In  the  surgical  treatment  of  appendicitis  there 
are  no  hard  and  fast  rules,  and  in  this  paper  I will 
simply  endeavor  to  lay  down  a number  of  general 
suggestions,  feeling  that  it  is  up  to  the  operator 
to  choose  the  rules  and  technic,  applicable  to  the 
individual  case. 

PREPARATION  OF  THE  PATIENT. 

In  chronic  cases,  where  time  is  not  essential,  I 
have  no  suggestions,  but  in  acute  cases  I feel  that 
any  preliminary  catharsis  is  not  only  contraindi- 
cated on  account  of  the  dangers  of  septic  dissemi- 
nation as  is  so  ably  shown  by  Ochsner,  but  also 
for  the  reason  that,  contrary  to  the  general  opinion, 
they  increase  the  post-operative  tympany  and 
pain.  They  also  defer  the  operation  for  several 
golden  hours,  awaiting  their  uncertain  action.  Ca- 
thartics, as  a usual  rule  in  acute  appendicitis,  are 
ineffective,  simply  increasing  peristalsis  and  tiring 
the  muscularis,  with  a subsequent  relaxation  and 
consequent  postoperative  paresis.  They  increase 
the  intestinal  content,  promoting  multiplication  of 
microorganisms,  as  well  as  biliary  regurgitation 
with  its  consequent  nausea  and  vomiting. 

At  times,  when  cathartics  have  been  adminis- 
tered, the  muscularis  is  still  active  for  several  hours 
after  operation,  only  to  terrifically  increase  gas 
pains  and  to  be  totally  ineffective  as  cathartics. 
This  is  almost  equally  true  of  the  so-called  high 
enema. 
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PREPARATION  OF  OPERATIVE  FIELD. 

Preliminary  (bedside),  (a)  Thoroughly  shave 
the  whole  abdomen,  for  as  long  as  we  make  diag- 
nostic errors  we  never  know  just  what  incisions 
may  be  necessary  and  it  is  far  better  to  err  upon 
the  side  of  safety  and  prepare  too  large  an  area 
than  too  small.  I know  of  nothing  more  discon- 
certing than  the  necessity  of  halting  an  otherwise 
smooth  routine,  with  the  patient  under  intense 
nervous  strain  or  possibly  anesthetized,  with  a pos- 
sible break  in  our  aseptic  chain,  to  complete  our 
preliminary  preparation,  (b)  Very  gently  scrub 
the  abdomen  with  green  soap  and  lysol  solution, 
rinse  with  sterile  water,  (c)  Apply  alcohol  pack. 
The  alcohol  dehydrates  the  skin,  thereby  rendering 
our  benzine-iodine  method  more  effective.  It  is 
an  antiseptic  without  irritation  and  fixes  the  dead 
epithelial  cells. 

Immediate  (upon  the  table).  Mop  with  ben- 
zine sponge,  first  the  umbilical  and  inguinal  re- 
gions and  then  with  a fresh  benzine  sponge  the 
remainder  of  the  abdomen  ; dry  with  a clean  sponge 
to  mop  off  any  septic  material  held  in  solution  by 
remaining  benzine.  Then  apply  a 50  per  cent, 
alcohol  solution  of  tincture  of  iodine  and  follow 
with  sponge  saturated  with  alcohol  to  remove  the 
greater  part  of  the  iodine,  thereby  preventing  iodine 
being  carried  to  the  peritoneal  surfaces,  causing 
post-operative  adhesions  and  possible  ileus.  Here, 
again,  I suggest,  prepare  too  large,  rather  than  too 
small  a field.* 

INCISIONS. 

In  the  last  decade  the  surgical  literature  has 
been  pregnant  with  suggestions  as  to  the  advan- 
tages of  certain  incisions  in  appendicitis.  Here  1 
emphasize  the  absolute  necessity  of  a thorough 
anatomic  knowledge  of  the  part  and  this  is  espe- 
cially true  of  the  innervation  of  the  abdominal 
wall.  As  in  any  incision,  the  desideratum  is  the 
most  complete  exposure  wdth  a minimum  amount 
of  injury,  keeping  in  mind,  however,  that  injury 
to  the  nerve  supply  is  far  more  serious  than  simple 
incision  of  soft  par“ts.  We  can  always  repair  a 
postoperative  hernia,  providing  it  is  not  due  to 
trophic  changes,  caused  by  destruction  of  the  nerve 
supply.  I have  simplified  the  question  of  incision 

* Since  submittinf;  this  article  for  publication,  I have  adopter! 
the  use  of  “McDonald’s  solution”  (i.  e.,  Alcohol  60,  Acetone  40, 
Pyxol  2)  for  both  hand  and  abdominal  preparation. 

This  appeals  to  me  as  the  most  rational  procedure  yet  ad- 
vocated and,  while  I have  used  the  same  in  less  than  50  cases 
and  therefore  tan  not  speak  with  authority  born  of  practical 
experience,  yet  I would  heartily  recommend  the  reader  to  ar- 
ticles by  McDonald,  McMullen  and  Stanton  in  July,  1915,  Surg- 
ery, Gynecology  and  Obstetrics. 


and  find  one  of  two,  with  certain  modifications 
under  certain  indications,  to  absolutely  answer 
every  purpose. 

Acute  Cases.  The  usual  incision  of  choice,  in 
cases  past  the  twenty-four-hour  period,  is  the  so- 
called  “gridiron  incision,”  modified  to  meet  the 
individual  indication.  It  is  to  be  remembered 
under  any  and  all  circumstances,  where  there  is 
a palpable  mass,  the  incision  is  to  center  over  the 
mass  and  should  always  be  made  with  that  object 
in  view. 

A live  patient  with  a postoperative  hernia  is 
preferable  to  a death  due  to  general  peritoneal 
contamination,  insufficient  exposure  or  poor  drain- 
age. Insufficient  exposure  is  always  the  ear  mark 
of  the  novice.  The  trauma  and  septic  dissemina- 
tion resulting  therefrom  overwhelmingly  foreshad- 
ows the  possible  good  and  is  certainly  one  of  the 
chief  factors  in  the  production  of  high  mortality. 
However,  it  is  well  to  keep  in  mind  the  other  side 
of  the  story  and  plan  an  incision  moderate  at  first 
hut  susceptible  to  rapid  enlargement.  Herein 
I believe  the  low  gridiron  incision,  and  when  nec- 
essary the  added  Harrington  extension,  to  be 
ideal. 

It  would  be  delving  into  ancient  histoiy  to  pic- 
ture or  describe  any  step  in  the  typical  gridiron 
incision  and  I shall  content  myself  in  simply  illus- 
trating the  steps  beyond,  involved  in  the  Harring- 
ton incision.  There  is  one  important  point  in 
regard  to  the  gridiron  incision.  That  is  to  center 
it  about  one  inch  lower  than  the  typical  McBurney 
gridiron,  for  the  following  reasons : ( 1 ) The  most 

difficult  part  of  the  operation  is  the  delivery  of 
the  appendix  without  rupture.  By  following  this 
plan,  which  might  for  convenience  be  called  a low 
gridiron  incision,  we  are  often  able  to  deliver  an 
adherent  appendix  with  rapidity  and  ease  through 
moderate  incisions.  (2)  This  also  lessens  the 
danger  of  injury  to  the  twelfth  thoracic  nerve 
(note  fig.  1).  “The  lower  the  opening,  the  wider 
and  freer  can  it  be  made”  (Mumford,  p.  32). 

The  external  oblique  may  be  cut  transversely  in 
emergency — this  being  only  a “court  of  last  resort” 
and  is  a thoroughly  non-surgical  procedure  for  it 
necessitates  the  severance  of  fascia  at  an  angle  to  the 
direction  of  its  fibers  which  in  the  presence  of  in- 
fection means  an  added  danger  of  post-operative 
hernia;  fascia  does  not  heal  kindly  in  the  presence 
of  infection  and  after  all  fascia  and  not  muscle  is 
the  true  strength  of  the  abdominal  wall.  This  is 
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one  of  the  many  objections  to  the  Davis  or  Rockey 
incision.* 


Fig.  1.  This  is  a reproduction  from  Bardeleben’s  Anatomy. 
It  seems  as  though  nature  has  conspired  to  force  either  a low 
McBurney  or  a Harrington  modification  of  the  same  by  supply- 
ing a field  absolutely  devoid  of  large  nerve  trunks.  Note  the 
wide  space  between  the  twelfth  thoracic  and  the  ilioinguinal 
nerves  and  the  relation  of  the  appendi.x  to  this  space.  Also 
note  how  the  oblique  incision  of  the  rectus  sheath,  as  in  Har- 
rington’s modification,  offers  less  injury  to  main  nerve  trunks 
than  the  transverse  incision.  Observe  the  advantage  of  the  low 
over  the  high  McBurney  incision  in  exposure  of  the  appendix. 


primary  incision,  but  as  an  extension  from  a low  McBurney, 
when  ample  exposure  demands  the  same. 

A,  fascia  of  the  external  oblique.  After  the  same  has  been 
incised  in  the  direction  of  its  fibers,  it  is  freed  with  the  back 
of  the  knife  up  to  that  point  where  it  enters  into  the  integrity 
of  the  anterior  rectus  sheath  (xxx). 

B,  line  of  separation  of  fibers  of  the  internal  oblique  and 
transversalis. 

C,  incision  in  rectus  sheath  (Compare  with  fig.  1 in  reference 
to  the  course  of  twelfth  thoracic  and  iliohypogastric  nerves.) 
This  incision  is  made  about  one-quarter  inch  external  to  where 
the  external  oblique  blends  with  the  sheath;  this  enables  a 
much  more  perfect  anatomic  closure  by  layers,  none  of  them 
being  in  the  exact  same  line  (ooo). 

D,  rectus  muscle. 


•Note. — I would  suggest  a glance  at  fig.  391,  Davis’  Ap- 
plied Anatomy  (or  fig.  1,  this  article),  to  show  how  fal- 
laeious  are  the  arguments  either  pro  or  con  about  non-injury 


exposure  over  the  essential  operative  field  with  minimum  in- 
jury to  either  the  innervation  or  structural  integrity.  While 
this  exposure  is  not  comparable  to  the  mediolateral  incision  for 
work  in  the  pelvis,  yet  I have  on  numerous  occasions  attended  to 
coexisting  pelvic  lesions  through  the  same  incision. 


of  the  transversalis  and  internal  oblique  muscles  together  con- 
tinuously with  that  portion  of  the  rectus  sheath,  just  before  the 
internal  oblique  fascia  became  integral  with  the  same. 


to  nerves  in  the  transverse  incision.  The  nerves  supplying 

this  region,  the  eleventh  and  twelfth  thoracic,  iliohypogastric 
and  possibly  branches  of  the  ilioinguinal,  run  between  the 

transversalis  and  internal  oblique  muscles,  as  far  as  the  linea 
semilunaris.  Consequently  any  incision,  involving  the  tissue 
superficial  to  the  internal  oblique  in  the  direction  of  the 

fibers  of  the  external  oblique,  offers  no  greater  injury  to 
main  nerve  branches  than  an  incision  placed  transversely. 
The  statements  by  Davis,  Rockey  and  others  are  so  totally 
at  variance  with  my  personal  observations  upon  the  operating 
table,  as  well  as  the  dissecting  room  and  review  of  standard 
anatomies,  that  I offer  the  above  suggestion,  so  that  there 
may  be  no  intimation  of  anatomic  distortion  to  fit  the  case. 

In  all  fairness  to  Drs.  Rockey  and  Davis  1 wish  to  state 
that  I have  never  used  said  incision  and  my  knowledge  of 

the  same  has  been  gained  simply  by  reading  their  technic 
(Rockey,  N.  W.  Medicine,  Mar.,  1910;  Davis,  Applied  Anat- 
omy, 1910)  and  working  out  the  same  on  the  cadaver. 
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In  chronic  cases  and  those  within  the  twenty- 
four  hour  period,  which  we  are  reasonably  sure 
are  still  intra-appendicular,  and  in  those  cases 
where  tumor  mass  is  central  or  where  there  is 


midline.)  One  blade  of  the  scissors  enters  a nick  in  the  sheath 
which  is  opened  exactly  in  duplicate  of  the  skin  and  at  in- 
cision. Use  a flat,  dull  pointed  scissors  and  avoid  tearing  the 
fectus  muscles  in  cutting  its  sheath. 


equidistant.  The  operator  then  dislocates  the  muscle  from 
within  cut,  using  the  handle  of  the  scalpel  (B).  This  step  is 
very  easy,  as  the  muscle  does  not  adhere  to  the  anterior  sheath 
in  this  location,  excepting  in  a very  small  percentage  of  cases, 
in  which  there  are  supernumerary  linea  transvera.  There  is 
usually  a small  branch  of  the  deep  epigastric  artery  that  passes 
upward  into  the  rectus  muscle  at  the  point  marked  (x),  which 
should  be  tied  at  once. 


doubt  whether  the  lesion  is  appendicular  or  pelvic, 
I make  a right  mediolateral  incision.  This  I 
consider  the  most  beautiful  and  practical  incision 


in  surgery.  Its  advantages  are  multiple  and  its 
execution  simplicity  itself.  I have  used  this  in- 


of  its  anterior  sheath  external  to  the  incision  retracted  outward 
(A).  The  posterior  sheath  is  picked  up  by  forceps  (B)  and 
incised  in  the  same  line  as  skin  incision  (CC). 


Fig.  8.  The  posterior  sheath  has  been  sutured  by  the  ectro- 
pion method  and  the  rectus  muscle  has  been  replaced  and  tacked 
to  the  linea  alba  by  three  or  four  interrupted  sutures  of  No.  2 
plain  gut  (.\A). 
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Fig.  9.  This  shows  a most  e.xcellent,  rapid  and  reliable 
method  of  suturing  the  anterior  sheath,  the  real  strength  of  the 
belly  wall  at  this  point.  Use  a simple  lock  stitch  of  20  day 
No.  3 gut;  about  every  third  stitch  back  stitch  once,  going  back 
just  one-half  the  distance  of  the  previous  lock  stitch,  encircling 
the  same  and  relocking  (note  insert  9- A).  This  locked  back 
stitch  serves  all  the  useful  purposes  of  a mattress  stitch  and 
is  much  more  speedy  and  convenient. 


Fig.  10.  Method  of  closing  fat  (trace  the  arrow),  using 
No.  0 plain  gut.  Start  at  point  A and  pass  suture  through 
complete  thickness  of  fat,  cross  over  and  emerge  with  suture, 
incorporating  just  one-half  the  thickness  of  the  fat  (B)  and 
continue  with  suture,  closing  just  one-half  of  the  fatty  wall  up 
to  the  lower  angle  of  the  wound;  then  return,  incorporating  the 
upper  one-half  of  the  fatty  wall,  finally  emerging  at  a point 
(C)  just  opposite  the  initial  entrance  and  tie  the  two  ends 
(X-X).  Neither  layer  of  sutures  should  be  locked,  as  locking 
has  the  tendency  of  drawing  the  skin  into  uneven  folds  and  pre- 
venting a nice  approximation  thereof;  besides  it  serves  no  useful 
purpose  where  so  much  friable  tissue  is  incorporated  in  each 
hite.  If  care  be  taken  to  incorporate  the  cut  edge  of  Scarpa’s 
fascia  in  the  deeper  sutures,  better  approximation  and  conse- 
quently more  perfect  elimination  of  dead  space  is  assured. 


cision  in  over  one  thousand  pelvic  and  abdominal 
cases  and  have  never  had  the  slightest  cause  for 
regret;  on  the  other  hand,  experience  has  proven 
its  true  worth  as  a finished  anatomico-surgical  pro- 
cedure. 

A moment’s  study  of  the  previous  illustrations 
(5  to  12)  will  make  clear  the  following  facts: 


( 1 ) Rapidity  and  simplicity. 

(2)  Minimum  destruction  to  nerve  supply  (re- 
fer to  fig.  1 ) . 


splendidly  in  approximating  the  skin  edges,  greatly  facilitating 
the  application  of  the  clips. 


Fig.  12.  Cross  section  of  closed  wound.  Note  the  reinterpo- 
sition of  muscle  between  the  lines  of  incision.  Note  the  extra 
width  of  gauze  over  which  the  silk-worm  gut  sutures  are  tied, 
to  prevent  cutting  into  the  skin. 

(3)  The  extra  strong  belly  wall  left,  due  to 
muscular  interposition  and  lack  of  organic  injury. 

(4)  Beautiful  exposure  and  ability  to  make  gen- 
eral exploration  or  perform  any  ordinarv  work  in 
the  lower  abdomen  or  pelvis. 

(5)  Absence  of  hemorrhage,  chiefly  due  to  dis- 
location and  not  tearing  of  muscle. 

In  cases  requiring  drainage  (rare  where  this 
type  of  incision  is  indicated)  we  have  recourse  to 
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one  of  three  procedures,  ( 1 ) Through  simple 
stab  wound  away  from  primary  incision;  (2) 
Make  hole  in  muscle  for  the  drain,  in  line  with 
skin  and  fascial  incision.  (3)  Omit  tacking  muscle 
to  median  line  at  lower  end  of  wound  and  simply 
allow  drain  to  displace  muscle  externally,  bring- 
ing drain  through  lower  point  of  fascia  and  skin 
wound. 

I never  drain  through  primary  wound  but  al- 
ways through  a stab  wound  and,  in  any  case  where 
drain  is  in  proximity  to  the  deep  epigastric  ves- 
sels, ligate  the  same  well  above  and  below  the 
drain.  Neglect  of  this  precaution  in  my  individual 
experience,  as  well  as  in  numerous  recorded  cases, 
has  produced  very  serious  hemorrhage. 

I have  operated  at  different  times  for  what  is 


commonly  known  as  “stump  disease”  (Moynihan 
Vol.  2,  p.  165),  and  believe  that  a certain  per- 
centage of  our  failures  to  totally  relieve  after  op- 
eration is  due  to  said  condition.  A glance  at  the 
following  illustration  and  the  accompanying  leg- 
end is  self-explanatory  (fig.  13). 

The  delivery  of  a retrocecal  appendix  can  be 
greatly  simplified  by  mobilizing  the  lower  part  of 
the  colon  in  the  conventional  manner  and  tacking 
it  back  immediately  after  deliver^'.  This  simple, 
practically  bloodless  procedure  is  much  more  sur- 
gical, much  less  traumatizing  than  digging  it  out 
in  the  blind.* 

Never  use  non-ahsorbable  suture  to  bury  the 

* I refer  the  reader  to  an  illustrated  article  entitled  **The 

Delivery  of  the  Retro-Coreal  Appendix,’*  which  is  to  appear  in 
an  early  issue  of  Annals  of  Surgery. 


stump  in  drainage  cases.  This,  I believe,  to  be  one 
of  the  commoner  causes  of  persistent  sinuses  and 
a possibly  overlooked  source  of  fecal  fistulae.  I 
use  fine  chromic  gut,  mounted  upon  Dulox  needles. 
(A.  fig.  14). 

The  modern  consensus  of  opinion  is  to  remove 
the  appendix  when  the  same  can  be  done  without 
undue  risk  of  breaking  up  adhesions  and  dessem- 
inating  infection  into  general  cavity  or  unduly  pro- 
longing operation  in  markedly  septic  or  debilitated 
patients.  The  appendicular  visceral  peritoneum 


less  trauma.  This  is  ideal  for  hemorrhage  layer  in  gastro- 
enterostomy. 

n.  This  is  known  as  the  Watkins  stitch,  eonsisting  of  a 
loop  within  a.  loop  and  has  the  advantage  of  simplicity,  rapidity 
and  fairly  good  peritonealization.  Used  in  all  cases  where  the 
mesoappendix  is  non-redundant. 

C.  This  is  a stitch  which,  so  far  as  I know,  is  original. 
I devised  same  for  broad  ligament  or  mesosalpinx,  but  have 
often  used  it  where  mesoappendix  is  free  and  redundant.  • In 
this  illustration  I am  showing  it  applied  to  mesoappendix, 
although  the  broad  ligament  is  the  one  place  in  surgery  where 
it  elegantly  serves  two  most  useful  functions,  i.  e.,  the  drawing 
together  of  gapping  tissue  and  peritonealization.  It  can  be 
used  with  equal  facility  upon  a redundant  mesoappendix. 

I.  Inserting  stitch  (X-X),  after  which  the  mesoappendix 
is  severed  to  the  point  of  the  forcep  on  the  side  away  from  the 
stitch. 

in  acute  cases  should  always  be  regarded  as  septic 
and  handled  gently  and  if  possible  keep  it  wrapped 
with  gauze  from  beginning  to  end  of  the  operation. 

Ligation  of  the  mesoappendix  is  best  accom- 
plished by  either  method  B or  C,  according  to  the 
case.  (figs.  14-15). 

The  use  of  peroxide  of  hydrogen  is  little  short 
of  criminal.  Under  no  circumstances  irrigate. 
Water  will  find  the  point  of  least  resistance,  break 
through  our  wall  and  disseminate  infection  many 
times  where  fingers  are  safe,  this  being  only  one 
reason  among  many.  Sponge  carefully.  Carbolize 
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Stump,  but  do  not  follow  with  alcohol,  simply  blot 
with  sponge.  7'he  small  quantity  of  carbolic  re- 
tained in  tissue  is  far  more  beneficent  than  harm- 
ful. The  exposed  stump,  with  its  swarms  of  live 
microorganisms,  must  be  regarded  as  a potential 
factor  for  unlimited  infection. 

Make  the  purse  string  ample,  remembering  the 
cecum  is  a dead  pouch  and,  as  long  as  we  do  not 
impinge  upon  the  ileocecal  valve  or  deform  our 
terminal  ileum,  conservation  of  tissue  is  of  no  ad- 
vantage. It  is  much  easier  to  bury  the  stump 
within  a liberal  enclosure. 


Fig.  15.  This  is  a further  illustration  of  the  technic  of  the 
inverting  and  peritonealizing  stitch,  as  applied  to  the  appendix. 

A.  By  traction  in  opposite  direction  the  raw  edge  of  the 
mesoappendix  is  inverted. 

B.  The  suture  is  then  tied  and  drawn  taut,  bringing  the 
mesoappendi.x  into  approximating  folds. 

In  those  cases  complicated  with  dense  adhesions, 
where  it  appears  to  be  the  most  logical  procedure 
to  sever  the  appendix,  first  at  its  cecal  attachments 
and  deliver  from  proximal  to  distal  end,  sever 
with  knife  close  against  forceps  attached  to  distal 
portion  and  bury  stump  at  once ; for  safety’s  sake 
inserting  small  cigarette  drain.  For  similar  rea- 
sons leave  the  appendix  to  the  last  in  all  pelvic  and 
low'er  abdominal  work. 

It  is  well  to  remember  that,  while  the  untrau- 
rratized  peritoneum  can  under  ordinary  circum- 
stances handle  a limited  amount  of  infection,  the 
belly  wall  cannot  do  so  to  any  comparative  degree 


and  should,  therefore,  be  protected  by  pads  pref- 
erably held  in  position  by  towel  clips.  If  possible 
attach  to  the  peritoneum  and  in  rare  cases,  where 
peritoneum  is  redundant,  attach  clip  to  skin  edge, 
peritoneum  and  gauze  at  the  same  time.  This 
procedure  is  beautifully  illustrated  in  “Operative 
Gynecology,”  Crossen,  pp.  550-51. 

DR.AIN.AGE. 

The  old  adage,  “when  in  doubt  drain,”  still 
holds  good.  Suggestions  as  to  type  of  drainage 
are  as  follows: 

( 1 ) In  sim.ple  cases,  where  there  is  a reasonable 
doubt  as  to  its  necessity,  I simply  insert  a very 
small  cigarette  drain. 

(2)  In  frankly  purulent  cases,  well  walled  off. 


Fig.  16.  A little  point  in  technic.  By  producing  traction 
upon  the  appendix,  the  last  % to  % inch  may  be  bloodlessly 
shelled  out  from  between  the  layers  of  the  mesoappendix  by 
use  of  gauze  dissection,  thereby  minimizing  possible  injury  to 
bowel  by  crushing  with  tip  of  forcep,  conserving  the  visceral 
peritoneum  and  insuring  bloodless  separation  of  appendix  flush 
with  cecum. 

in  which  the  appendix  has  been  removed,  a large 
cigarette  drain. 

(3)  In  frankly  purulent  cases,  where  it  has 
been  impossible  to  safely  remove  the  appendix  and 
with  a w’ell  w’alled  off  cavity,  a good  sized  tubular 
drain. 

(4)  In  cases  not  walled  off,  a large  sized  tubu- 
lar drain  with  one,  two  or  three  cigarette  drains 
additional  at  strategic  points. 

See  that  drainage  tubes  are  soft,  that  they  do 
not  impinge  with  force  upon  devitalized  wall  of 
gut,  that  they  do  not  come  in  direct  contact  with 
any  suture  line  involving  the  gut,  and  be  sure  to 
place  them  in  the  most  dependent  part.  Many 
excellent  drains  are  rendered  practically  worthless 
by  tightly  suturing  parietes  around  them,  thus 
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defeating  the  primary  object  of  drainage,  i.  e.,  a 
pathway  of  least  resistance  over  and  through  which 
septic  or  other  material  may  travel.  In  cases  where 
drainage  is  through  a stab  wound,  insert  several 
strands  of  silk-worm  gut  into  the  lower  angle  of 
original  wound,  to  facilitate  the  passage  of  any 
transudate  or  exudate  that  might  act  as  a culture 
medium  in  the  presence  of  infection. 

Where  operations  have  necessarily  followed 
within  several  hours  of  the  ingestion  of  food  or 
where  the  anesthetic  has  been  unduly  prolonged, 
gastric  lavage,  just  before  leaving  the  table,  is  of 
great  value.  The  gastric  mucosa  being  one  of  the 
sources  of  elimination  of  ether,  we  can  readily  see 
its  advantage. 

AFTER  CARE. 

In  drainage  cases  elevate  the  head  of  the  bed  at 
once  and  put  patient  in  the  Fowler’s  position  as 
soon  as  out  of  the  anesthetic,  providing  the  same 
does  not  greatly  embarrass  respiratory  or  cardiac 
action.  “More  important  in  expelling  stomach 
gas  than  for  any  other  reason’’  (Johnson,  p.  464). 

Proctoclysis.  By  Murphy  drip  method  follow- 
ing all  cases,  using  sugar  and  not  saline  solution. 
Sugar  subserves  all  useful  purposes  of  salt  with 
the  advantage  of  not  irritating  the  kidnej's.  If 
we  supply  the  patient  with  plenty  of  fluid,  we 
need  give  scanty  attention  to  the  food  question. 
One  of  the  greatest  mistakes  is  to  give  food  too 
early.  A good  rule  to  follow  is  to  withhold  food 
until  vomiting  has  ceased  and  bowels  have  moved, 
then  simply  hot  water  in  small  amounts  for  the 
next  twenty-four  hours. 

Postoperative  Care  of  M'oiind.  I never  irrigate 
in  the  ordinary  accepted  sense.  After  four  or  five 
days  (never  before  and  then  only  when  discharge 
is  excessively  thick  and  heavy)  I sometimes  gently 
wash  cavity  with  six  or  eight  ounces  of  salt  solu- 
tion, to  mechanically  remove  chief  amount  of 
debris,  but  never  attempt  to  wash  until  fluid  re- 
turns clear.  After  the  first  forty-eight  hours,  I 
invariably  wash  out  and  fill  all  cavities,  saturate 
all  drains  and  dressings  in  immediate  contact, 
with  alcohol  (U.  S.  P.),  at  least  once  and  usually 
twice  daily,  for  the  following  reasons'. 

( 1 ) Alcohol  is  a harmless  antiseptic. 

(2)  It  is  a mild  astringent. 

(3)  By  its  hygroscopic  action  it  promotes  a local 
outpouring  of  serum  with  its  contained  antibodies. 

(4)  Even  when  diluted  with  transudates  and 
exudates,  it  makes  a poor  culture  medium. 


(5)  When  it  first  comes  in  contact  with  the 
great  mass  of  superficial  debris  in  its  nondiluted 
state,  it  encapsulates  vast  numbers  of  microorgan- 
isms, due  to  its  coagulative  action  upon  albumin. 
It  rapidly  loses  this  power  upon  dilution  and  con- 
sequently has  no  effect  upon  the  deeper  tissues. 

(6)  It  does  not  render  soluble  and  wash  away 
the  primary  plastic  lymph,  either  in  the  healing 
abdominal  wall  or  the  peritoneal  surfaces.  This 
is  one  of  the  chief  evils  of  watery  irrigations, 
causing  gapping  and  often  sloughing  wounds,  es- 
pecially of  poorly  vascularized  tissue,  such  as 
fascia. 

I do  not  wish  to  touch  upon  the  subject  of  post- 
operative catharsis,  except  to  condemn  the  use  of 
long  colon  tube  for  so-called  high  enema,  proven 
worthless  and  not  wholly  without  danger.  I also 
wish  to  mention  a procedure  that  has  become  al- 
most routine  in  my  practice,  the  use  of  from  four 
to  eight  ounces  of  sat.  sol.  mag.  sulph,  at  98°, 
slowly  introduced  into  rectum  through  No.  9 
catheter  twenty-four  hours  after  operation,  except 
in  cases  of  extreme  debility  or  anemia.  The  object 
of  this  solution  is  not  to  obtain  a direct  result  fol- 
lowing its  use,  although  in  about  20  per  cent,  of 
cases  it  acts  directly,  but  to  pave  the  way  for 
enema  or  laxative  to  follow  later.  This  solution 
seems  to  soften  and  prevent  the  formation  of  scy- 
bala  and  promotes  peristalsis  in  the  right  direction. 
“It  possesses  the  valuable  property  of  acting  pain- 
lessly upon  the  bowel,  upon  a patient  who  is  fully 
under  the  influence  of  opium”  and,  if  expelled 
without  feces,  is  usually  associated  with  passage  of 
more  or  less  flatus.  The  small  bulk  and  bodily 
temperature  coupled  with  slow  insertion  per  small 
catheter  almost  positively  insures  retention  for  a 
certain  period,  at  least.  The  therapeutics  of  mag. 
sulph.  is  too  well  known  and  the  advantage  of  its 
administration  per  rectum  too  obvious  to  bear 
repetition. 

In  conclusion  I wish  to  state  I have  no  intention 
of  making  this  article  in  any  sense  a complete  re- 
sume of  the  subject  of  appendicitis,  simply  touching 
upon  and  elucidating  certain  points  of  practical 
interest,  viewed  from  present  day  standards,  each 
suggestion  being  based  on  practical  experience  and 
to  re-emphasize  the  great  practical  value  of  the 
alcohol  a"d  ron-irrigation  treatment  of  postoper- 
ative drainage  cases. 

♦Materia  Medica  and  Therapeutics,  Shoemaker,  6th  ed.,  p. 

613. 
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SURGERY  OF  THE  ALIMENTARY 
CANAL.* 

By  C.  P.  Thomas,  M.  D., 

LOS  ANGELES^  CAL. 

Volumes  would  be  required  to  fully  discuss  this 
subject.  However,  I think  a brief  review  of  the 
more  common  surgical  procedures  on  the  alimen- 
tary canal  will  not  be  amiss.  This  important  por- 
tion of  our  anatomy  is  much  abused,  being  sub- 
jected as  it  is  to  extremes  of  heat  and  cold,  and 
foods  half-cooked,  raw  and  often  improperly  mas- 
ticated. The  various  secretions  of  the  digestive 
tract  are  adversely  influenced  by  excessive  and  in- 
sufficient food  and  exercise,  by  inflammatory  con- 
ditions in  various  portions  of  the  body  and  by 
worry. 

Is  it,  then,  any  wonder  that  malignant  and 
inflammatory  processes,  with  their  resultant  cica- 
trical stenoses,  occur  at  most  any  portion  of  it  ? 
Could  we  estimate  the  number  of  pathogenic  mi- 
croorganisms which  daily  enter  this  tract,  in  addi- 
tion to  those  which  regularly  inhabit  it,  we  would 
be  amazed. 

We  will  consider  first  the  pathologic  conditions 
of  the  mouth.  We  are  here  assisted  in  keeping 
the  gums  and  the  teeth  in  the  condition  of  highest 
efficiency  by  an  able  and  conscientious  group  of 
men  in  the  dental  profession.  Since  Rosenow’s 
various  bacterial  discoveries,  the  necessity  of  this 
has  been  very  apparent  and  much  good  work  has 
been  done  by  both  the  dentist  and  the  physician  in 
the  treatment  of  pj-orrhea  and  other  diseases  of 
the  gums  and  alveolar  processes.  There  is  no  doubt 
that  emetin  has  a specific  action  on  all  forms  of 
ameba,  including  the  endomeba  of  pyorrhea.  The 
proper  administration  of  this  drug  with  correct 
dental  scrapings  and  local  treatment  will  to  a large 
extent  eradicate  pyorrhea  of  endomebic  origin. 

Cleft  palate  is  the  most  common  congenital  de- 
fect of  the  mouth  that  the  surgeon  is  called  upon 
to  correct.  The  operation  of  Eastman,  of  In- 
dianapolis, which  consists  in  splitting  the  flaps 
without  destroying  the  normal  blood  supply  by 
lateral  incision,  gives  the  best  results. 

Esophageal  strictures,  due  to  burns  either  from 
swallowing  caustics  or  hot  liquids,  are  best  treated 
by  bougie  dilatation,  over  a thread  at  first  if  the 
calibre  of  the  stricture  be  very  small.  Treatment 
must  be  continued  throughout  the  patient’s  life. 

* Read  l>efore  the  Third  Triennial  Meeting  of  State  Medical 
A.ssociations  of  Idaho,  Oregon  and  Washington,  Lewiston,  Ida., 
Oct.  13-1.5,  1915. 


In  case  of  malignant  strictures  of  the  esophagus, 
gastrostomy  gives  temporary  relief  and  prevents 
starvation,  death  usually  supervening  from  com- 
plicating metastases.  Spasmodic  strictures  of  the 
esophagus  are  best  treated  by  dilatation. 

Diverticula  of  the  esophagus  are  not  rare. 
Treatment  hy  excision  and  suture  is  most  difficult, 
requiring  all  the  .skill  and  ingenuity  of  the  best 
operator,  and  a large  percentage  of  these  patients 
die  from  infection  due  to  esophageal  leakage. 

Surgery  of  the  stomach  has  now  been  in  vogue 
for  some  tw’elve  years  and  volumes  have  been  writ- 
ten upon  it.  One  of  the  earliest  papers  on  the  sub- 
ject was  read  before  this  society  by  me,  and  I am 
pleased  to  note  that  many  of  the  conclusions  and 
predictions  I then  made  are  still  in  accord  with 
those  entertained  by  men  who  have  done  the  most 
advanced  work  in  this  line.  Ulcer  and  cancer,  the 
latter  being  often  a sequence  of  the  former,  are  the 
most  common  conditions  of  the  stomach  appearing 
for  treatment,  and  their  sequelae,  namely,  strict- 
ure and  perforation,  are  the  conditions  most  fre- 
quently requiring  surgery. 

The  duodenum  is  so  intimately  associated  in 
its  relations  and  affections  with  the  outlet  of  the 
stomach  that  I prefer  to  discuss  them  jointly.  I 
think,  with  rare  exception,  ulcer  of  the  stomach  is 
not  a surgical  disease  until  it  has  caused  obstruction 
or  perforation,  and  occasionally  long-continued 
hemorrhage.  When  the  former  occurs,  the  correct 
procedure  is  gasroenterostomy  by  the  posterior,  no- 
loop method,  with  or  without  pvlorectomy,  depend- 
ing on  the  condition  of  the  patient,  extent  and  mo- 
bility of  the  parts  involved,  possibility  of  malig- 
nancy, etc. 

All  cases  of  perforating  ulcer  should  he  operated 
upon  at  once.  The  edges  of  the  ulcer  should  be 
excised,  the  hole  closed  by  double  suture,  and  a 
gastroenterostomy  done  if  the  ulcer  be  in  the  duo- 
denum or  near  the  pylorus.  Thorough  drainage 
must  he  provided.  When  the  stomach  contents 
have  escaped  into  the  abdominal  cavity  both  lesser 
and  greater  cavities  should  be  well  drained. 

A careful  consideration  of  all  symptoms  and  the 
general  history,  not  omitting  age  of  patient,  will 
aid  us  in  determining  beforehand  the  probability 
of  malignancy  and  the  necessity  for  pylorectomy. 
When  the  abdomen  is  open,  the  appearance  of  a 
malignant  pylorus  is  almost  unmistakable.  Wlien 
there  is  douht  and  the  condition  of  the  patient 
will  warrant  it,  the  pylorus  should  be  removed. 

The  hour-glass  stomach  from  mid-gastric  ulcer 
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is  treated  by  gastroplasty  with  or  without  gastro- 
enterostomy, according  to  the  indications. 

Cancer  of  the  duodenum  is  very  rare.  Well- 
defined  duodenal  ulcer,  with  or  without  stricture, 
calls  for  gastroenterostomy,  and  the  walls  of  an 
ulcer  approaching  perforation  should  be  over- 
sutured. 

It  is  not  my  purpose  to  enter  into  the  matter  of 
diagnosis  of  gastric  and  duodenal  ulcers,  except 
to  say  that  the  great  majority  of  them  can  be  diag- 
nosed and  differentiated  without  the  aid  of  the 
x-ray,  bismuth  meal,  gastric  electric  light,  micro- 
scope or  chemical  methods.  These  and  the  other 
ultra-scientific  aids  to  diagnosis  are  necessary  only 
in  the  rare  cases. 

The  different  methods  of  pyloric  occlusion  rec- 
ommended and  practised  are  unnecessary,  acd  some 
of  them  are  very  dangerous.  I have  proved  by 
postmortem  examinations  and  bismuth  radiograms, 
that  the  ver\-  narrow  pylorus  or  duodenum  caused 
by  ulcer  in  most  instances  will  go  on  to  complete 
closure  after  gastroenterostomy ; also  that  the  two 
openings  may  remain,  or  the  old  one  may  be  par- 
tially open  and  functionating  without  injury  to  the 
patient. 

I would  not  now  advise  gastroenterostomy  for 
chronic  gastric  dilatation  without  stenosis,  but  I 
must  admit  that  I have  seen  several  cases  that 
have  been  greatly  benefited  by  the  operation.  Acute 
postoperative  dilatation  of  the  stomach  is  treated  by 
hourly  lavage  and  by  keeping  the  patient  lying  face 
downward.  Congenital  pyloric  stenosis  is  best 
relieved  by  pyloroplasty  or  gastroenterostomy. 

Non-malignant  stricture  of  the  small  bowel 
should  he  treated  by  lateral  suture  anastomosis 
without  excision;  m.alignant  stricture  by  complete 
excision  when  possible,  with  end-to-end  or  end-to- 
lateral  union.  I have  recently  seen  a large  malig- 
nancy occluding  the  bowel  just  below  the  ligament 
of  Treitz,  which  necessitated  the  union  of  the 
small  bowel  below  it  to  the  stomach. 

Lane’s  kinks  and  Jackson’s  membranes  have 
aroused  much  attention  and  controversy.  It  is 
my  opinion  that  they  should  be  undisturbed,  unless 
they  actually  produce  symptoms  or  make  them- 
selves very  evident  during  the  course  of  an  opera- 
tion in  that  vicinity.  When  removed,  great  care 
should  be  used  to  cover  well  all  the  denuded 
surfaces  to  prevent  more  adhesion. 

While  on  the  subject  of  adhesions  I wish  to  go 
on  record  as  opposing  operation  for  intraperitoneal 


adhesions,  except  in  cases  where  they  are  unmis- 
takably responsible  for  stasis  or  obstruction.  Gas- 
troptosis  and  enteroptosis  in  my  judgment  are  not 
amenable  to  surgical  procedure. 

Lane’s  work  in  ileac  stasis  has  a large  field  of 
usefulness.  In  the  hands  of  a careful  surgeon, 
who  is  especially  skilled  in  intestinal  surgery  and 
familiar  with  his  methods  even  to  the  minutest 
detail,  his  procedure  has  a low  death  rate.  I am 
not  yet  convinced  that  illeosigmoidostomy  with  or 
without  colectomy  will  cure  epilepsy,  goitre  or  ad- 
vanced nephritis,  but  I am  sure  that  it  does  cure 
a large  percentage  of  cases  of  rheumatoid  arthritis. 
It  h as  been  my  good  fortune  to  see  several  cases 
of  the  latter  with  Dr.  Rea  Smith,  of  Los  Angeles, 
and  have  had  a fe’w  in  rrty  own  work.  The  results 
are  most  satisfactory  in  over  70  per  cent,  of  the 
cases. 

Dr.  Smith  advances  the  idea,  which  is  founded 
on  experience,  that  many  of  these  cases  show  in- 
complete stricture  of  some  portion  of  the  colon, 
due  either  to  cicatrix  or  angulation;  and  advises 
removal  of  the  colon  up  to  the  stricture,  thus 
avoiding  accumulation  of  feces  in  the  blind  pouch 
back  of  the  angulation  or  stricture.  He  reasons 
that  the  liquid  contents  of  the  ileum  are  forced 
backward  in  the  colon  past  the  narrow  place,  and 
that  the  well-known  drying  function  of  the  colon 
removes  the  liquid  portion,  leaving  the  dry  hard 
scybala  which  cannot  again  pass  the  stricture  or 
angulation.  Our  results  have  been  much  better 
and  there  have  been  no  fecal  impactions  since  we 
have  followed  this  prrocedure.  Ileosigmoidostomy 
is  not  advised  by  us  for  constipation  or  even  mild 
colonic  stasis,  but  only  in  the  conditions  above  out- 
lined, i.  e.,  arthritis  and  severe  obstruction. 

When  a technic  shall  have  been  developed  which 
entirely  eliminates  peritoneal  infection  by  the 
colon  bacillus,  then  and  only  then  will  the  end- 
results  following  colectomy  be  satisfactory.  The 
technic  used  in  stomach  and  upper  intestinal  tract 
work  is  entirely  inadequate  in  the  low^er  gut. 
Colon  bacillus  infection  in  an  otherwise  clean  peri- 
toneal field  does  not  always  produce  death,  but  is 
invariably  followed  by  severe  adhesions.  These 
postoperative  adhesions  are  what  have  brought  this 
particular  work  into  disrepute. 

The  condition  knowm  as  megacolon  can  be 
cured  by  infolding  and  suture,  provided  there  are 
no  narrows  or  stricture.  In  presence  of  stricture 
colectomy  from  the  ileum  to  the  strictured  portion 
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must  be  done  and  the  ileum  joined  to  the  colon 
below  the  stricture  by  the  button  or  suture-end- 
to-lateral  method. 

It  is  our  practice,  after  resorting  to  colonic  or 
ileocolonic  anastomosis  and  just  before  closing  the 
abdomen,  when  the  button  is  not  used,  to  pass  a 
rather  large  rubber  tube  through  the  rectum  well 
past  the  anastomosis,  and  to  leave  it  there  several 
days.  It  should  be  remembered,  however,  that  all 
cases  in  which  the  tube  is  used  suffer  from  loss 
of  fluids  in  the  body  while  the  tube  is  in,  since  the 
small  gut  absorbs  liquids  but  little  and  none  reach 
the  colon,  passing  as  they  do  from  the  ileum 
through  the  tube  to  the  outside.  About  one  quart 
of  water  daily  should  be  given  either  into  the 
veins  or  subcutaneously  during  the  period  the  tube 
is  in. 

Amebic  dysentery  is  rather  prevalent  in  the 
south  and,  when  not  accompanied  by  extensive 
ulceration  in  the  colon,  is  cured  by  emetin  ; severe 
ulceration  and  severe  simple  colitis  call  for  the 
additional  procedure  of  appendicostomy  for  direct 
colonic  irrigation. 

Our  old  friend  and  enemy  the  appendix  is  ever 
with  us,  and  I have  not  altered  my  firm  belief  and 
teaching  that  every  case  is  surgical  as  soon  as  dis- 
covered, unless  the  patient  is  moribund  or  has 
some  grave  constitutional  condition  which  pre- 
cludes operation ; also  that  there  is  no  time  of  elec- 
tion or  prohibition,  and  that  in  nearly  every  in- 
stance the  appendix  should  be  removed. 

Routine  after-treatment  of  the  septic  cases  con- 
sists of  Murphy  drip  of  unsalted  tap  water,  ice 
bags  to  the  abdomen,  Fowler  position,  stomach 
lavage  for  vomiting,  through  drainage  and  avoid- 
ance of  opiates.  When  drainage  is  indicated,  care 
must  be  observed  to  place  one  tube  at  the  source 
of  the  infection  and  have  one  extend  deep  into  the 
pelvis.  If  these  procedures  are  followed  and  the 
operator  is  reasonably  rapid,  has  a good  hospital 
technic  and  trained  fingers,  his  recoveries  will  ex- 
ceed 99  per  cent. 

Cases  of  intestinal  obstruction,  due  to  hernia, 
either  internal  or  external,  should  be  operated  upon 
early,  and  excision  resorted  to  only  when  the  gut 
is  damaged  by  strangulation  beyond  repair.  Com- 
plete intestinal  strangulation  of  forty-eight  hours 


duration  almost  invariably  proves  fatal  under  any 
treatment.  Intussusception  into  the  cecum  should 
be  reduced  by  a milking  process  from  below  and 
not  by  traction.  Volvulus  of  the  sigmoid  occurs 
but  seldom,  and  is  not  often  diagnosed  sufficiently 
early  to  insure  a surgical  cure. 

While  on  the  subject  of  intestinal  obstruction, 
I want  to  repeat  my  old  saying  that  every  severe 
acute  attack  of  pain  within  the  abdomen  which 
is  not,  so  far  as  that  attack  is  concerned,  actually 
cured  by  one  dose  of  morphin,  or,  if  relieved, 
recurs  and  repeats  itself,  should  be  treated  surgi- 
cally, and  the  sooner  it  is  done  after  the  onset  of 
pain  the  better  it  is  for  the  patient. 

Cecal  cancer  requires  removal  past  the  hepatic 
flexure  of  the  colon.  Splenic  flexure  cancer  should 
be  removed  with  six  inches  of  normal  gut  on  either 
side,  gnd  end-to-end  or  end-to-lateral  anastomosis 
performed. 

Sigmoid  cancer  is  quite  amenable  to  treatment, 
if  operated  on  reasonably  early,  and  wide  excision 
be  made.  This  anastomosis  should  be  made  around 
a rubber  tube  as  large  as  the  anus  will  accommo- 
date, the  tube  remaining  in  position  six  days.  If 
the  growth  closely  approaches  the  rectum,  the  com- 
bined abdominal  and  rectal  operation  should  be 
done.  Rectal  cancer  in  women  should  be  removed 
by  the  Murphy  method  through  the  vaginal  route, 
in  men  by  the  sacral  route  when  low,  and  the  com- 
bined abdominal  and  perineal  route  when  high. 

Hemorrhoids  are  treated  by  excision  and  suture 
ligation,  or  by  clamp  and  cautery,  the  latter  being 
my  preference.  Combined  excision  and  cautery 
may  be  used. 

Anal  fistulae  are  excised  and  packed,  if  that 
does  not  require  the  complete  severance  of  the 
anal  sphincter;  and  are  excised  and  sutured,  if 
it  does. 

I am  aware  that  I have  said  nothing  radically 
new;  also  that  many  good  surgeons  may  take  ex- 
ception to  certain  of  my  conclusions.  I have  pur- 
posely avoided  entering  into  controversies  or  argu- 
ments, simply  confining  myself  to  a general  outline 
of  the  actual  methods  familiar  to  and  practised 
by  me. 
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BACKACHE  FROM  THE  VIEWPOINT 
OF  THE  ORTHOPEDIST.* 

By  James  C.  Graves,  Jr.,  M.  D., 

SPOKANE,  WASH. 

In  this  paper  it  is  the  aim  of  the  writers  to 
present  some  definite  suggestions  as  to  the  various 
causes  of  backache  as  they  are  coming  to  be  under- 
stood by  the  orthopedic  surgeon.  It  is  becoming 
more  evident  that  the  anatomic  peculiarities  of 
form,  together  with  the  imperfect  adjustment  of 
the  parts,  are  two  of  the  most  important  factors 
in  back  pain.  Besides  these  are  definite  pathologic 
conditions,  which  may  be  present  separately  or  in 
conjunction  with  the  variations  of  form  or  adjust- 
ments which  naturally  cause  backache  and  must 
be  understood  if  the  treatment  is  to  be  intelli- 
gently applied.  It  is  the  hope  that  the  discussion 
of  these  different  conditions  will  lead  to  a more 
careful  study  of  the  individual,  with  naturally 
more  satisfactory  results  in  treatment. 

The  need  of  a broader  understanding  of  back 
symptoms  is  well  shown  in  the  attitude  held  in 
regard  to  the  condition  designated  as  “railroad 
spine”.  Many  people  are  seen  to  whom  the  term 
neurasthenic  has  been  applied  because  of  some  rail- 
road accident.  “Oh,  he  or  she  will  be  all  right 
as  soon  as  the  suit  is  settled”,  is  commonly  said. 
As  a matter  of  fact,  this  is  frequently  not  true  and 
m.any  of  these  go  through  life  with  some  true 
anatomic  lesion  representing  the  cause  of  the 
pain. 

We  do  not  deny,  of  course,  that  there  are 
malingerers  and  that  there  are  others  in  whom  the 
nervous  shock  is  the  chief  difficulty.  But  that  a 
large  proportion  have  some  real  ground  for  their 
trouble  there  is  no  question,  if  the  cases  are  studied 
with  the  anatomic  knowledge  of  today.  The  con- 
ditions most  commonly  seen  are  the  strain  with 
frequent  luxations  of  the  sacroiliac  joint  or  the 
strain  at  the  lumbosacral  junction  of  the  spine. 

Backache,  then,  may  be  classified  as  (a)  an- 
atomic and  mechanical;,  (b)  pathologic. 

In  order  to  understand  the  anatomic  elements 
it  should  be  remerrbered  that,  beside  the  true 
normal  human  type  of  anatomy  (fig.  1),  a con- 
siderable number  of  individuals  are  of  light  weight 
with  long  thin  bodies,  flexible  spines  and  slender 
muscles,  while  others  are  of  the  heavy  build  with 
more  rigid  spines,  thicker  vertebrae  and  heavier 

*Uead  before  the  Third  Triennial  Meeting  of  State  Medical 
.\ssociations  of  Idaho,  Oregon  and  Washington,  Lewiston,  Ida., 
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muscles.  Each  of  the  different  types  has  its  own 
peculiarities  of  posture  and  naturally  its  own  po- 
tential of  weakness. 

The  slender  type  (fig.  2),  having  the  general 
loose  jointedness,  together  with  the  common 
drooped  posture,  is  particularly  liable  to  strain  of 


Fig.  1.  Showing  Normal  Human  Type. 


Fig.  2.  Showing  Slender  Visceroptotic  Type. 

the  sacroiliac  joints  and  the  heavy  t)’pe,  with  the 
more  rigid  spine  and  closer  relation  of  lumbar 
spine  and  sacrum,  more  liable  to  difficulty  at  lum- 
bosacral juncture.  Tbe  region  to  which  the 
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symptoms  will  be  referred  will  naturally  be  the 
part  most  liable  to  strain  in  a given  type.  The 
oft-repeated  slight  strains  of  daily  use  may  at  times 
result  in  symptoms,  this  being  particularly  true 
if  the  postures  which  are  assumed  are  faulty.  If, 


Fig.  3.  Note  the  separation  of  the  ilium  from  the  sacrum  on 
the  right  side  with  elevation  of  ilium. 


Fig.  4.  Showing  the  Broad-back  Type  with  Broad  Body. 

with  the  slight  strains  which  result  from  posture, 
direct  violence  is  applied,  all  of  the  symptoms 
would  be  increased. 

It  should  be  remembered  in  interpreting  the 


symptoms  that,  while  almost  always  there  is  some 
strain  of  the  joints  themselves,  some  of  the  symp- 
toms may  be  due  to  actual  rupture  of  portions  of 
the  aponeurosis  of  the  low  back  or  the  fibres  of 
the  muscles.  If  the  sacroiliac  joints  have  been 
strained  or  dislocated  (fig.  3),  pain  will  be  re- 
ferred to  the  sacral  region  or  directly  over  the 
sacroiliac  joints  or  down  the  leg,  if  the  sacral 
ple.xus  be  irritated.  It  is  in  the  sacroiliac  lesions 
in  which  the  pain  at  night  or  at  times  of  complete 
relaxation  is  so  common  and  the  referred  pain  in 
the  leg,  the  so-called  sciatica,  is  so  often  seen.  In 
this  type  also  pain  in  the  upper  dorsal  and  low 
cervical  region  is  frequently  present.  This  is 
partly  due  to  strain  of  the  spinous  ligaments  from 


Fig.  5.  Note  the  lumbosacral  transverse  articulation  on  the  left 
side  and  the  short  transverse  process  on  the  right  with  a 
bursa  between  sacrum  and  transverse  process  on  that  side. 

the  posture  and  partly  to  the  common  flexion  of 
the  upper  part  of  the  scapulae,  so  that  the  flexed 
upper  part  rubs  over  the  upper  ribs  and  leads  to 
local  irritation. 

With  the  heavier  type  of  hum.an  (fig.  4)  the 
habits  of  posture  are  less  extreme  but,  since  there 
is  less  flexibility  of  the  spine,  the  relatively  slight 
disturbances  of  posture  may  lead  to  more  serious 
damage  in  case  of  trauma.  The  heavy  type,  be- 
cause of  the  broader  and  heavier  joints  with  ac- 
quired habits  of  posture,  commonly  has  strain  at 
the  lumhosacral  joint. 

In  this  anatomic  type  the  transverse  process  of 
the  last  lumbar  vertebra  is  broad  and  a true  joint 
may  exist  between  the  tip  of  the  process  and  the 
top  of  the  sacrum  (fig.  5).  In  many  cases,  while 


168 


VACCINE  THERAPY DUMKE 


Vol.  XV.  No.  5. 


a joint  does  not  actually  exist,  the  contact  is  so 
close  that  a bursa  forms  between  the  tip  of  the 
process  and  the  sacrum.  The  presence  of  either 
of  these  with  slight  trauma  may  cause  strain  of 
the  anomalous  joint  or  the  irritation  of  the  bursa, 
with  acute  backache  and,  if  present,  the  pain  as  a 
rule  is  quite  definitely  localized.  If  the  formation 
be  w'holly  on  one  side,  it  leads  to  a list  of  the  body 
away  from  the  affected  side. 

Of  the  pathologic  conditions,  probably  the  most 
comm.on  is  the  hypertrophic  form  of  arthritis.  This 
shows  itself  in  thickened  nodes  or  deposits  along 
the  spine  and  naturally  results  in  limitation  of 
motion.  This  condition  is  almost  always  seen  in 
the  heavy  anatomic  type  and  is  apparently  due  to 
disturbance  of  the  metabolism,  the  localization  of 
the  symptoms  being  due  to  some  form  of  trauma, 
slight  or  severe,  the  trauma  not  necessarily  being 
direct.  It  should  be  remiCmbered  that,  in  this  type 
of  disease,  the  thickening  which  occurs  commonly 
on  the  sides  of  the  vertebra  may  cause  pressure 
upon  the  nerve  trunks  supplying  the  leg  and  pro- 
duce pain,  or  at  times  the  pressure  is  severe  enough 
to  cause  local  paralysis. 

The  next  most  common  form  of  disease,  com- 
monly associated  with  backache,  is  that  which  is 
commonly  spoken  of  as  an  infectious  arthritis,  the 
symptoms  being  apparently  due  to  bacterial  organ- 
isms or  their  toxins.  Apparently  any  of  the  infec- 
tious organisms  may  at  times  lead  to  joint  symp- 
toms. Of  these  the  gonorrheal  and  typhoidal  are 
perhaps  the  best  known.  This  t3"pe  of  disease  is 
most  commionly  seen  in  those  of  slender  build  or 
those  of  the  so-called  normal  type  of  anatomy. 

It  is  not  the  purpose  of  this  paper  to  discuss 
at  all  in  detail  the  treatment  of  these  conditions 
but,  once  the  fundamental  cause  of  the  symptoms 
is  appreciated,  treatment  becomes  more  or  less 
obvious.  Naturally  in  the  sacroiliac  strain  protec- 
tion of  the  part  is  demanded  but  quite  as  much 
should  it  be  our  efforts  to  correct  the  posture 
which  naturally  leads  to  such  strain. 

It  is  equally  obvious  in  the  lumbosacral  strain 
that  protection  locally  is  demanded  but  also  the 
posture  should  be  corrected  so  that  undue  pressure 
of  the  transverse  process  on  the  sacrum  would  be 
prevented.  With  the  pathologic  conditions  the 
parts  affected  should  naturally  be  protected,  but 
with  general  treatment  the  constitutional  elements, 
whether  chemical  or  bacteriologic,  should  be  con- 
trolled. 


VACCINE  AND  SERUM  THERAPY.* 

By  E.  R.  Dumke,  M.  D., 

OGDEN,  UTAH. 

No  subject  in  medicine  has  attracted  more  at- 
tention in  the  last  ten  years  than  serum  and 
vaccine  therapy.  It  is  a subject  which  has  changed 
so  much  every  year  that  few  doctors  in  active 
practice  even  attempt  to  keep  sufficiently  abreast 
with  it  to  be  able  to  satisfy  themselves. 

When  we  talk  over  the  subject  today  and  real- 
ize as  we  all  do  that  it  is  only  in  its  infancy, 
we  can  not  help  wondering  at  the  amount  of  work 
expended  in  getting  a foundation  and  a few  fun- 
damental facts  established,  which  will  be  elabo- 
rated upon  until  it  will  not  surprise  many  of  the 
practitioners  of  today  if  life-time  drugs  may  be 
narrowed  down  to  half  a dozen  really  necessary 
remedies,  used  to  treat  symptoms  and  not  combat 
disease. 

It  may  be  we  have  placed  too  much  confidence 
in  the  different  products  of  serum  and  vaccine 
therapy.  When  we  consider  what  antitoxin  and 
vaccine  therapy  has  done  it  is  no  wonder.  It  is 
like  the  enthusiasm  of  a new  religion  and  the 
only  wonder  is  that  we  have  not  gone  farther 
with  it.  It  will  only  be  possible  for  me  in  this 
paper  to  speak  of  a few  facts  in  connection  with 
the  subject  and  give  some  personal  experiences. 
You  are  all  able  to  read  much  better  papers  than 
I am  able  to  w'rite  but  I know  you  will  be  glad  to 
learn  of  any  successes  we  have  had,  also  the 
failures. 

Like  every  one  else,  we  have  used  all  forms  of 
antitoxins,  phylacogens,  stock  vaccines  and,  in  the 
last  few  years,  have  used  a great  many  autogenous 
vaccines.  There  is  no  doubt  that  the  results  are 
directly  dependent  upon  the  kind  of  germ-produc- 
ing infection. 

There  is  considerable  confusion  in  the  minds  of 
many  physicians  regarding  the  differences  of  serum 
under  which  come  most  of  the  antitoxins  and  vac- 
cines. Doctors  often  say  serum  treatment  and 
mean  vaccine  or  bacterin.  A serum  is  obtained 
from  the  blood  serum  of  a highly  immunized 
animal ; bacterial  vaccines  are  prepared  by  grow- 
ing the  germs  on  artificial  culture  media,  then 
making  a suspension  of  them  in  normal  salt  solu- 
tion. In  serum  treatment  a passive  immunity  is 
established,  while  vaccines  produce  an  active  im- 
munity. 

•Read  before  the  Twenty-first  Annual  Meeting  of  Utah  State 
Medical  Association,  Salt  Lake  City,  Utah,  Sept.  28*29,  1915. 
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Bacterial  vaccines  were  introduced  by  Sir 
Wright,  of  London,  and  we  owe  their  curative  ef- 
fect to  the  production  of  various  antibodies, 
opsonins  and  bacterial  substances,  hastening  the 
establishment  of  an  active  immunity  by  stimulat- 
ing the  human  body  to  the  antibodies  of  protec- 
tion. 

We  need  give  no  history  of  antitoxins,  as  it  is 
too  well  known.  Under  antitoxins  w'e  would 
classify  serums  made  from  horses  and  other  ani- 
mals, and  in  a large  percentage  of  these  results 
are  absolute,  producing  a passive  immunity.  Un- 
der this  head  we  would  classify  the  antitoxins  of 
diphtheria,  tetanus,  anthrax  and  dysentery.  In 
most  of  these  the  results  are  practically  absolute 
for  protection.  In  each  instance  the  infection  is 
caused  by  a bacillus. 

On  the  other  hand,  the  serums  are  used  where  a 
coccus  is  the  offending  germ,  as  the  meningococcus, 
streptococcus,  staphylococcus  and  gonococcus.  In 
looking  over  the  list  we  can  readily  see  that  some 
results  are  doubtful  and  negative  in  most  cases. 
The  way  this  can  be  accounted  for  is  that  where 
a bacillus  is  the  offender,  being  a germ  not  subject 
to  changes,  we  get  absolute  results,  while  in  nearly 
every  coccus  changes  and  families  are  so  many 
with  different  conditions  that  it  is  almost  impos- 
sible to  make  a real  good  serum.  Rosenow  has 
shown  in  his  work  how,  starting  with  the  strepto- 
coccus viridens,  he  could  produce  five  different 
strains  by  growing  the  germs  under  different  at- 
mospheric pressure,  heat  and  culture  media. 
Therefore,  it  would  look  as  though  it  would  be  a 
difficult  matter  to  make  stock  serum  where  a 
coccus  is  the  offender  and  so  many  families  and 
changes  are  possible.  Consequently,  where  there 
are  so  many  strains  of  practically  the  same  germ, 
it  would  be  better  to  obtain  a vaccine  from  a strain 
direct  from  the  patient. 

A serobacterin  is  a combination  of  an  antitoxin 
and  a vaccine.  In  acute  cases  it  looks  as  if  this 
were  the  right  system,  for  vaccines  undoubtedly 
work  slower  than  antitoxins;  while  antitoxins  es- 
tablish a much  quicker  immunity,  at  the  same  time 
their  effect  is  not  so  lasting. 

As  to  the  proper  vaccine  to  be  used,  whether 
autogenous  or  stock,  the  general  opinion  is  for 
the  autogenous.  To  attack  stock  vaccines  would 
be  entirely  wrong,  because  they  are  available  in  all 
districts  and  are  always  ready  for  emergency.  In 
the  last  few  years  vast  amounts  of  money  have  been 


spent  and  great  strides  toward  perfection  have 
been  followed. 

In  the  use  of  vaccines  failure  is  too  often  the 
result  of  neglect  of  the  physician,  rather  than  the 
vaccine.  In  many  cases  he  begins  the  use  of  a 
bacterin  with  the  idea  that  all  that  is  necessary 
is  to  give  it  and  results  will  appear  in  twenty-four 
to  thirty-six  hours,  just  as  sure  as  night  follows 
day.  Knowledge  of  the  dose  is  the  all  important 
thing  and  should  be  watched  as  carefully  as  the 
dose  of  any  poisonous  drug.  In  a stock  vaccine 
too  often  the  dose  given  is  50,000,000  or  1,000,- 
000,000,  and  the  doctor  will  not  deviate  from  that 
dose  for  anything  in  the  world.  In  giving  a drug 
the  symptoms  would  be  watched  carefully  but  in 
vaccines  this  is  not  watched  enough.  I believe  in 
stock  vaccines  better  results  are  gotten  in  smaller 
doses  than  are  recommended  and  given  oftener. 

The  immunizing  forces  are  fatigued  by  larger 
doses  which  are  unpleasant  and  anything  but  help- 
ful. The  initial  dose  should  be  small,  given  often 
and  worked  up  without  unpleasant  symptoms  to 
the  patient.  This  is  also  a great  help  because, 
if  a patient  has  a severe  chill  and  is  completely 
knocked  out,  he  is  not  going  to  take  another  dose 
but,  if  he  hardly  notices  the  reaction,  he  is  glad 
to  come  back  for  more  treatment. 

We  have  noticed  that,  working  with  absolutely 
pure  Cultures  as  staphylococcic,  streptococcic  or 
colon,  there  is  very  little  reaction  but,  should  you 
give  one-half  of  your  regular  dose  of  each  mixed, 
you  may  have  a violent  reaction,  with  chills  and 
high  temperature.  The  leucocyte  count  is  in- 
creased as  much  with  the  single  strain  as  with  the 
mixed  and  it  seems  the  leucocyte  plays  a mighty 
important  role  in  vaccine  therapy. 

A diagnosis  of  the  organism  causing  the  infec- 
tion is  just  as  important  as  a diagnosis  of  the  kind 
of  disease.  It  is  just  as  wrong  to  give  a shot-gun 
dose  of  vaccine  as  it  is  to  add  a little  of  each  kind 
of  drug  in  hope  of  hitting  the  disease. 

It  is  a known  fact  that  often,  where  several 
strains  of  bacteria  are  given,  you  do  not  produce 
the  results  desired.  Give  a dose  of  diphtheria 
and  tetanus  antitoxin  at  the  same  time  and  you  may 
produce  a slight  immunity  for  both,  but  more  often 
you  produce  either  diphtheria  or  tetanus  anti- 
bodies singly,  in  many  cases  with  very  little  reac- 
tion to  either.  The  same  must  be  true  in  vaccines 
of  many  strains.  We  have  seen  case  after  case  of 
acne  treated  with  stock  vaccine  of  four  or  five 
strains  with  no  results,  and  in  nearly  every  case. 
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where  later  treated  with  one  strain  (nearly  al- 
ways of  the  staphylococcus  group),  we  got  an 
absolute  cure. 

I do  not  mean  to  say  that  polyvalent  vaccines 
are  wrong  but  in  many  cases,  where  you  do  not 
get  results,  a single  predominant  strain  will  do  the 
work.  It  is  necessary  to  differentiate  between  those 
in  which  are  definite  reasons  for  the  presence  of 
each  organism,  and  those  in  which  a mixture  rep- 
resents merely  the  combination  against  which  there 
is  to  be  a less  increased  resistance  in  order  that 
recovery  may  take  place. 

Under  this  head  we  would  include  the  use  of 
phylacogen  for  hay  fever.  Here  we  do  not  believe 
we  need  an  absolute  immunity  but  simply  a slight- 
ly strengthened  immunity  until  nature  can  over- 
come the  disease.  Therefore,  in  acute  infection  it 
is  wise  to  use  stock  vaccines  and  get  some  immu- 
nity and  later,  if  possible,  when  you  can  get  a 
specific  organism  causing  the  disease,  get  an  active 
immunity  to  that  special  organism. 

Early  diagnosis  and  treatment  give  the  quick 
results  in  vaccine  therapy.  Too  often  bacterial 
vaccines  are  used  only  as  a last  resort,  after  all  the 
old  tried  remedies  have  had  a chance,  but  is  is  far 
better  to  hold  the  latter,  reinforcing  them  with 
the  new  ones,  as  bacterial  vaccines  never  cause 
trouble  and  so  often  help. 

I would  like  to  report  of  a few  of  our  cases.  We 
have  treated  about  twenty-five  cases  of  acne  with 
autogenous  vaccines.  A large  percentage  of  these 
had  been  previously  treated  with  stock  vaccines. 
Our  results  have  been  almost  100  per  cent,  cures. 
The  patient  was  instructed  before  the  vaccine  was 
made  that  it  was  a long  and  tedious  process  and, 
if  he  was  not  willing  to  stay  with  the  treatment, 
he  had  better  not  start.  Practically  a pure  staphy- 
lococcus vaccine  was  made,  usually  of  one  strain. 

Small  doses  are  given,  25,000,000  to  start  with, 
given  every  other  day  and  increased  with  each  dose. 
After  several  weeks,  or  when  the  patient  shows 
signs  of  improvement,  the  doses  are  given  farther 
apart  until  they  are  only  given  once  a month  or 
so  for  protection. 

The  most  favorable  cases  we  have  to  deal  with 
are  the  most  pustular  and  most  severe  in  appear- 
ance. We  had  one  young  man  whose  appearance 
was  so  repulsive  he  could  not  get  a job,  because 
wherever  he  went  they  thought  he  had  smallpox. 
He  had  been  treated  with  stock  vaccines.  He  was 
a very  favorable  case  for  autogenous  vaccines  and 
was  entirely  cured  in  less  than  three  months. 


Carbuncle  is  another  pus  infection  in  which  we 
get  wonderful  results.  We  have  treated  eight 
cases,  with  long  histories  of  repeated  trouble.  Not 
only  did  the  carbuncles  clear  up  but  several  cases 
have,  after  two  or  three  years’  time,  reported  never 
having  had  a return. 

Of  abscess  of  the  lung  we  have  had  three  cases ; 
one  staphylococcus  infection,  one  colon  bacillus  and 
one  mixed  staphylococcus  and  colon  with  perfect 
results,  one  case  leaving  the  hospital  in  a week. 

In  tuberculous  abscess  of  the  lung  we  have 
treated  cases  with  autogenous  vaccine,  alternating 
with  tuberculin.  We  believe  that,  if  the  resistance 
to  the  mixed  infection  can  be  raised,  we  will  get 
much  better  results  with  tuberculin. 

We  have  treated  several  cases  of  arthritis  de- 
formans with  pus,  gotten  from  different  locations 
in  the  body,  with  one  good  result  and  the  rest 
failures.  One  of  these  we  treated  for  a long  time, 
making  vaccines  from  the  sputum,  feces,  etc.,  but 
it  resulted  in  a failure  and  the  disease  is  still  pro- 
gressive. In  the  successful  case  the  infection  was 
gotten  from  an  infection  of  the  nose.  This  man 
had  not  worked  for  two  years,  but  is  now  working 
and  says  the  disease  has  not  involved  any  new 
joints.  He  comes  to  Ogden  every  month  or  two 
for  a new  supply,  as  he  has  to  use  the  vaccine 
about  once  a week  or  he  feels  the  trouble  recurring. 

In  three  cases  of  the  new  disease,  probably  due 
to  “flybite”  and  described  by  Dr.  Pearse,  of  Brig- 
ham City,  Utah,  we  treated  with  vaccine  from  an 
infected  gland  and  the  disease  seemed  to  be  short- 
ened. In  all  cases  examined  the  primary  wound 
was  sterile  and  secondary  infection  in  the  gland 
was  from  the  staphylococcus  albus. 

Our  results  with  hay  fever  have  been  very  good, 
having  treated  these  cases  with  phylacogen,  or 
mixed  infection  vaccine,  made  from  the  discharge 
from  the  nose  or  throat.  Our  results  with  phyla- 
cogen have  been  so  very  good  that  we  have  only 
used  vaccines  in  cases  where  we  did  not  get  results 
with  phylacogen.  We  treat  hay  fever  with  one- 
half  to  1 cc.  of  phylacogen  for  two  or  three  suc- 
cessive days,  and  then  later  one  or  two  treatments 
of  1 cc.,  if  any  symptoms  return. 

The  most  important  role  of  vaccine  and  anti- 
toxin treatment  is  for  the  prevention  of  disease. 
When  we  think  of  the  way  it  has  been  used  in  the 
war  it  is  wonderful.  The  Allies  only  have  used 
about  200  gallons  of  vaccine,  enough  to  inoculate 
2,000,000,000  men  for  the  various  diseases. 

Typhoid  fever  in  our  own  army  has  been  re- 
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duced  to  about  ten  cases  in  90,000,  or  100,000 
men,  with  no  deaths.  Tetanus  is  now  practically 
an  unheard  of  disease  in  this  country,  and  in  war- 
ring armies  there  is  a very  small  amount  when  you 
think  of  the  wounds  of  modern  warfare.  Diph- 
theria is  seldom  seen  in  more  than  one  of  a fam- 
ily, when  it  used  to  go  through  families  and  towns. 
Even  in  vaccine  for  pertussis  we  have  found  chil- 
dren, given  doses  for  protection,  were  absolutely 
protected. 

Wherever  specific  germs  are  isolated  the  results 
are  wonderful.  We  can  surely  expect  great  strides 
in  the  next  five  years  with  much  less  infection  and 
disease.  A number  of  years  ago  whoever  heard 
of  a town  Ogden’s  size  without  a single  case  of 
an  infectious  disease?  Such  was  the  case  for  a 
little  time  in  August.  With  the  aid  of  vaccines 
and  sanitation  we  are  surely  leading  up  to  an  ideal 
condition. 


A CASE  HISTORY,  IN  WHICH,  IN- 
CIDENTALLY. SOME  LIGHT  IS 
THROWN  ON  OBSCURE  CAUSES  UN- 
DERLYING THE  IMIGRATORY  DIA- 
THESIS IN  PHYSICIANS.* 

By  Joseph  P.  Kane,  M.  D. 

TACOMA,  WASH. 

When  asked  to  present  to  you  a case  history, 
the  field  into  which  I was  turned  seemed  delight- 
fully large  and  attractive.  Not  long  did  I browse, 
however,  when  I became  seriously  convinced  of  the 
lack  of  consanguinity  of  talent  between  Richard  C. 
Cabot  and  myself.  His  long  train  of  cases — the 
ease,  the  precision,  the  results — pass  by  with  such 
perfect  lubrication  that  we  pause  with  delight  and 
mentally  cheer  with  enthusiasm.  How  simple  and 
masterful  they  are!  We  forget  that  they  are  smelted 
from  the  siftings  of  centuries  of  sweat  and  blood- 
stained knowledge.  Can  you  imagine  his  book 
falling  into  the  hands  of  a banker  or  merchant  and 
not  causing  him  to  chafe  at  his  dreary  and  monot- 
onous career,  and  to  sigh  for  another  life — the 
life  of  a doctor? 

In  selecting  a case  as  an  offering,  especially  to 
one’s  home  society,  the  instinct  of  self-preservation 
suggests  the  narration  of  an  instance  where  our 
keen  diagnostic  sense,  having  sighted  and  over- 
hauled the  pirate  craft  Disease,  our  therapeutic 
gunners  brought  her  to  with  a shot  across  her  bows. 

* Read  before  Pierce  County  Medical  Society,  Tacoma,  Wash., 
Feb.  1.5,  1916. 


Summary : Doctor’s  banner  nailed  to  mast-head  ; 

brilliant  victory,  freedom  of  the  salubrious  sea. 
But  this  heroic  mold  is  of  little  use  to  me  since 
my  cases  do  not  fit  it. 

Of  late  years  you  may  have  noted  a swaying 
in  the  more  ephemeral  literature  from  fancy  to 
fact  and,  again,  from  plain  fact  to  morbid  realism. 
There  is  some  disturbance  in  the  literary  ether. 
Frauenhofer’s  lines  in  the  spectrum  of  critical  taste 
have  shown  more  or  less  vacillation.  A miasma 
of  muck-raking  arose  over  the  country,  then  came 
the  simoon  of  sex-literature,  and  now  we  have 
a gentle  seismic  tremor  which  brings  to  the  surface 
the  little  tattlings  of  tales  that  are  never  told. 
Men  would  have  us  tarry  while  they  impart  to 
us  the  interesting  story  of  “Why  I wanted  my 
wife  to  be  my  wife.”  Ladies  lay  bare  their  fair 
breasts  of  the  secret,  “How  I knew  when  the 
right  man  came,” — not  to  mention  the  disclosures 
in  domestic  economy  w'hich  make  us  feel  so  waste- 
ful and  extravagant  when  we  learn  how  a family 
of  six  can  thrive  on  an  equal  number  of  dollars 
a week,  a month  or  a year. 

Now',  of  all  classes  of  men,  the  physician,  pos- 
sibly, has  the  greatest  number  of  personal  ex- 
periences w'hich  arc  not  fighting  for  a place  in  the 
sun.  I here  come  to  ?ny  confession  which  may  be 
called  “How  I knew  that  I didn’t  know  a sure 
and  safe  cure  for  pneumonia.” 

As  there  is  an  attempt  in  this  document  to 
make  it  partly  human  in  spite  of  the  mild  medical 
flavoring  which  I am  about  to  stir  in,  let  me  not 
introduce  this  know'n  quantity  of  blood  and  bone 
and  other  common  anatomic  ingredients  by  the 
algebraic  formula  of  X,  Y and  Z,  but  by  his 
social  title,  Tom  Donovan.  He  was  thirty-eight 
3'ears  of  age  and  a rural  mail  carrier.  Tom  and 
illness  had  been  strangers  up  to  the  day  preceding 
my  first  visit,  but  Tom  and  whiskey  knew  each 
other  a little  better  than  by  sight.  This  was  his 
only  deviation  from  type.  On  Jan.  9 he  had  a 
chill  while  delivering  his  mail,  and  took  to  his 
bed  as  soon  as  circumstances  would  permit. 

We  can  now  leave  Tom  stretched  on  his  back, 
surrounded  by  his  wife  and  numerous  progeny 
all  ministering  to  a faithful  and  devoted  husband, 
a kind  father,  a loyal  friend,  etc.,  w’hile  I speak 
of  a little  postgraduate  Instruction  which  I ab- 
sorbed from  the  Journal  of  the  A.  M.  A.  Some 
eleven  or  tw'elve  years  ago  articles  appeared  in 
the  Journal  telling  of  w'onderful  success  in  the 
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treatment  of  pneumonia  by  massive  doses  of  qui- 
nine. I was  amon.u  tlie  iron  mines  of  nortliern 
Minnesota  at  the  time  and  liad  several  opportu- 
nities to  test  the  treatment.  Among  others  I 
remember  one  pneumonia  patient  who  received 
gm.  4 at  one  dose.  An  hour  or  two  afterwards 
he  was  shaking  the  bed  in  a terrible  manner  and 
sweating  more  than  profusely.  But  he  was  bet- 
ter next  day  and  soon  was  well.  A child  of  eight 
years  with  severe  pneumonia  symptoms  was  given 
gm.  2 at  one  do.se  and  made  a remarkably  quick 
recovery.  I was  delighted  at  all  the  results  I 
obtained  and  went  forth  like  Don  Quixote  with 
simple  confidence,  ready  at  any  time  to  meet  my 
foe. 

Now  let  us  go  hack  to  Tom’s  house,  where 
nothing  of  a classic  nature  meets  our  eye  but 
Tom’s  symptoms — pain  over  the  solid  lower  right 
lobes,  pulse  106,  temperature  103.6°,  respiration 
28.  That  was  in  the  afternoon.  I prescribed 
gm.  6 quinine,  divided  in  ten  capsules,  one  to  be 
given  every  fifteen  minutes  till  five  were  taken, 
then  one  every  two  hours.  At  8 p.  m.  his  pulse 
was  the  same  but  his  temperature  had  dropped  two 
degrees.  The  next  day  at  1 p.  m.  pulse  94,  tem- 
perature 100.2°,  respiration  22.  They  refilled 
the  prescription  and  he  took  four  more  capsules, 
when  the  quinine  was  discontinued,  he  having 
taken  in  forty-eight  hours  gm.  8,  or  120  grains. 

On  this  day  he  became  stone  blind.  Delirium 
followed  and  his  fever  rose  to  103.4°,  while  his 
pulse  remained  at  100.  The  next  day  his  fever 
was  101.2°  but  rose  in  the  evening  to  103°.  On 
the  13th  and  14th  he  was  very  delirious,  being 
maniacal  on  the  14th  for  a few  hours,  singing, 
fighting,  refusing  even  water  and  biting  the  glass 
if  it  touched  his  lips.  His  temperature  hovered 
between  100°  and  103°,  and  his  pidse  between 
90  and  104.  On  the  15th  he  recovered  his  orien- 
tation and  became  rational.  But  he  was  .still 
blind  and  hard  of  hearing.  On  the  17th,  seven 
days  after  the  initial  chill,  his  temperature 
dropped  to  normal  and  remained  there. 

Recovery  from  the  pneumonia  quickly  followed 
and  his  hearing  gradually  became  normal.  But 
he  was  absolutely  blind  till  Jan.  27,  on  which 
date,  seventeen  days  after  taking  the  quinine,  he 
could  dimly  di.scover  the  ring  on  his  finger.  Little 
by  little  he  recovered  so  far  as  to  make  out  the 
form  of  surrounding  objects,  but  there  improve- 
ment seemed  to  stop. 

On  ATarch  10,  two  months  afterwards,  he  was 


led  to  me  by  his  wife,  and  he  affirmed  he  could 
see  no  better  than  a month  ago.  I referred  him 
to  an  oculist,  Dr.  F.  S.  Strout,  Minneapolis, 
giving  him  a complete  history.  I quote  from  Dr. 
StroLit’s  letter  of  March  14,  “His  fundus  shows 
a typical  picture  of  quinine  amblyopia.  The  reti- 
nal vessels  are  very  much  contracted  and  the  disc 
and  retina  pale.  His  vision  is  restricted  to  light 
perception.  I shall  give  him  strychnin  injections 
in  the  temple  and  nitrogl}’cerin  and  iodids  in- 
ternally.” A week  later  I received  a second  letter 
saying  the  patient  was  being  sent  home,  and  in- 
structing me  in  regard  to  continuation  of  treat- 
ment, which  consisted  of  strychnin,  gr.  1 ’10  in- 
jected into  the  temple  every  day,  potassium  iodid 
20  drops  saturated  solution  in  milk  three  times 
a day,  also  sodium  nitrite  beginning  with  gr.  Yi 
doses  and  increasing  to  point  of  toleration.  His 
central  vision  had  improved  to  3/10,  but  the 
fields  were  very  much  contracted.  The  pupils 
were  not  so  widely  dilated,  and  some  improve- 
ment in  retinal  circulation  had  taken  place. 

To  return  to  Tom,  he  did  not  improve  to  any 
marked  extent,  although  I kept  up  the  daily 
injections  of  strychnin,  and  pushed  the  iodids  and 
nitrites.  He  soon  became  lax  towards  treatment, 
and  showed  a preference  for  a chat  on  the  corner 
with  a crony  to  a hypodermic  in  the  temple  from 
me.  In  the  course  of  five  or  six  months  any 
treatment  preyed  too  much  on  his  leisure  to  be 
worth  while,  and  his  days  continued  to  be  passed 
in  tranquil  twilight,  and  his  nights,  presumably, 
in  twilight  sleep. 

I seldom  went  down  Alain  street  but  Tom 
loomed  up  in  the  offing  and  bore  down  upon  me 
under  a pilot’s  charge,  .so,  in  order  to  conserve 
any  elevation  of  spirits  that  occasionally  came  to 
me,  it  was  necessary  to  remain  indoors.  A glance 
at  the  village  weekly  usually  informed  me  that  a 
boy  was  wanted  to  lead  a blind  man,  apply — 
I knew  where.  Dances  were  got  up  for  his  benefit 
at  w hich  I had  to  appear. 

About  two  years  after  losing  his  sight  I saw 
Tom  for  the  last  time.  He  seemed  to  have  ac- 
quired the  two  great  characteristics  wTich  Osier 
so  highly  commends,  equanimity  and  imperturba- 
bility. His  son  took  the  mail  route,  and  all  re- 
sponsibilitv  was  lifted  from  him,  so  that  his  af- 
fliction seemed  not  w'ithout  its  recompense.  I be- 
lieve you  can  find  him  today  in  the  tap-room  of 
the  village  inn,  enjoying  the  passing  hours  chat- 
ting wuth  old  cronies  wTile  waiting  for  the  next 
meal  to  call  him  home. 
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STATE  ASSOCIATION  MEETINGS. 
Washington  State  Medical  Association  at 
Seattle,  July  12-14. 

Oregon  State  AIedical  Association. 
Utah  State  Medical  Association  at  Salt 
Lake  City,  September  12-13. 

Idaho  State  Medical  Association  at 
Twin  Falls,  October  5-6. 


NEEDLESS  ALARM. 

The  editor  of  the  Medical  Sentinel  scents  dan- 
ger of  a medical  school  being  established  in  Se- 
attle, in  consequence  of  reading  the  editorial  in 
our  Alarch  issue,  which  described  a course  of  med- 
ical lectures  that  the  Extension  Departm.ent  of  the 
University  of  Washington  proposes  to  undertake 
for  the  benefit  of  the  profession  of  the  state.  It 
was  distinctly  stated  that  there  is  no  intention  on 
the  part  of  either  physicians  of  Seattle  or  the  state 
university  to  take  any  steps  in  behalf  of  such  an 
institution.  President  Suzzallo  has  affirm.ed  une- 
quivocally that  his  views  concerning  a medical 
school  coincide  with  those  which  have  been  clearly- 
expressed  by  the  medical  profession  of  Seattle  and 
the  State  of  Washington,  that  there  is  no 
call  for  a medical  school  in  this  state. 

His  interest  in  the  advancement  of  edu- 
cation favors  the  strengthening  of  existing  in- 
stitutions rather  than  needless  multiplication  of 
uncalled  for  professional  schools.  As  previously 
stated,  the  purpose  of  the  state  university  is  to 
develop  a strong  pre-medical  course  of  the  best 
possible  quality,  which  will  rank  with  that  of  an\ 
other  university.  The  new  enterprise  is  for  the 
purpose  of  giving  to  the  profession  of  the  state  the 
advantage  of  lecture  courses  from  the  ablest  mem- 
bers of  the  profession  obtainable  from  any  part  of 
the  country.  Our  editorial  friend  from  Portland 
evidently  fell  in  with  a medical  dreamer  from 
Seattle  who  fed  him  imaginary  medical  school 
pabulum  which  he  swallowed  as  real  food,  the 
character  of  which  is  recognizable  to  any  one  fa- 
miliar with  medical  history  of  the  State  of  Wash- 
ington. 


DEATH  RATES  AND  EXPECTATION 
OF  LIFE. 

Ehe  question  of  death  rates  is  so  intimately  as- 
sociated with  health  conditions  in  every  community 
that  it  is  a constant  subject  for  discussion  and  con- 
troversy. Nowhere  are  investigations  along  this 
line  carried  on  so  extensively  and  thoroughly  as 
in  the  U.  S.  Bureau  of  the  Census,  -which  wdll  soon 
issue  a set  of  tables,  the  most  unique  yet  published, 
dealing  with  death  rates  and  expectation  of  life 
of  the  entire  population  of  the  six  Eastern  state.> 
comprising  the  original  death-registration  states, 
based  on  statistics  from  1909  to  1911.  The  fol- 
low-ing  interesting  abstracts  indicate  the  character 
of  the  information  presented : 

The  enormous  waste  of  infant  life  which  still 
goes  on,  although  m.edical  science  has  done  and  is 
doing  much  to  arrest  it,  is  shown  by  the  exceeding- 
ly high  death  rates  which  prevail  among  infants 
under  1 year  of  age.  Of  100,000  native  white 
boy  babies  born  alive,  4,975,  or  almost  5 per  cent, 
die  during  the  first  month,  and  12,602,  or  12.6 
per  cent,  die  within  one  year.  The  girl  baby’s 
chance  of  life  is  considerably  better,  the  death  rate 
among  native  white  females  during  the  first  month 
being  3,894  per  100,000  born  alive,  or  less  than 
4 per  cent,  and  during  the  first  year  10,460  per 
100,000,  or  nearly  10.5  per  cent. 

On  its  first  birthday,  however,  the  likelihood 
that  a child  will  die  within  the  year  is  only  about 
one-fourth  as  great  as  it  was  at  birth,  the  death 
rate  among  native  whites  during  the  second  year 
being  2,841  per  100,000  for  males  and  2,610 
per  100,000  for  females.  The  rate  continues  to 
decrease  until  the  twelfth  year  of  life — that  is,  the 
period  between  the  eleventh  and  twelfth  birthdays 
— during  which  it  is  only  228  per  100,000  for 
males  and  198  per  100,000  for  females.  This, 
the  figures  indicate,  is  the  healthiest  year  of  life 
among  native  whites.  Thereafter  there  is  a con- 
tinuous increase  in  the  death  rate  from  year  to 
year.  During  the  forty-eighth  year  of  life,  in  the 
case  of  native  white  males,  it  is  1,267  per  100,000. 
or  almost  exactly  what  it  was  during  the  third 
year,  1,266;  during  the  sixty-second  year  it  is 
2,919  per  100,000,  or  a little  more  than  during 
the  second  year.  2,841  ; and  during  the  eighth 
year  it  is  12,184,  or  somewhat  less  than  dur- 
ing the  first  year,  12,602.  Similarly,  among  na- 
tive white  females  the  rate  during  the  fiftieth 
year,  1,120,  is  a little  less  than  during  the  third 
year,  1,144;  during  the  sixty-third  year  it  is  2,- 
548,  or  somewhat  less  than  during  the  second, 
2,610;  and  during  the  eightieth  it  is  10,901  per 
100,000,  or  a little  more  than  during  the  first, 
10,460.  The  native  white  man  at  the  age  of  102 
and  the  native  white  woman  at  99  have  approxi- 
mately the  same  prospect  of  dying  within  one 
month  that  they  had  a birth. 
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To  say  that  a person’s  expectation  of  life  is  a 
certain  number  of  years  is  not  the  same  as  saying 
that  he  has  an  even  chance  of  living  that  number 
of  years.  This  is  because,  as  already  explained, 
expectation  of  life  represents  the  average  remain- 
ing length  of  life,  at  any  given  age,  in  a stationary 
population,  whereas  an  average  person  in  a given 
group  has  an  even  chance  of  living  to  what  is 
called  the  median  age  at  death,  that  is,  the  age 
below  which  half  of  the  members  of  that  group 
will  die.  The  median  age  at  death  for  all  native 
white  males  in  the  assumed  stationary  population 
would  be  60;  that  is  to  say,  of  a given  number  of 
such  males  born  alive,  half  would  die  before  reach- 
ing 60  and  the  other  half  at  60  and  beyond.  A 
native  white  male  child  at  birth,  then,  has  one 
chance  in  two  of  reaching  this  age.  At  the  end 
of  his  first  year,  however,  he  has  a trifle  better 
than  an  even  chance  of  reaching  64 ; and  at  42 
he  has  one  chance  of  reaching  64;  and  at  42  he 
has  one  chance  in  two  of  attaining  three  score, 
and  ten.  Similarly  a native  white  female  child 
at  birth  has  an  even  chance  of  living  a few  months 
past  the  age  of  64;  at  the  age  of  1 she  has  one 
chance  in  two  of  living  until  she  is  nearly  68 
years  old;  and  at  22  her  chance  of  reaching  70 
is  an  even  one.  Thus  a native  white  man  at  42 
and  a native  white  woman  at  22  have  about  the 
same  chances  of  celebrating  their  seventieth  birth- 
days. 


I'HE  CITY  AND  COUNTY  MEDICAL 
LIBRARY  OF  PORTLAND. 

Many  sessions  of  the  Portland  City  and  Coun- 
ty Medical  Society  during  the  past  two  or  three 
years  have  been  enlivened  by  discussion  of  the 
medical  library.  Considerable  money  has  been 
spent  in  times  past  on  books  and  periodicals 
w'h  ich  are  at  present  cared  for  in  a down-towm 
office  building  with  a librarian  in  charge  part  of 
the  time.  1 he  expense  of  caring  for  the  library 
consumes  most  of  the  income  of  the  society, 
though  it  has  been  used  by  comparatively  few 
members,  largely,  it  is  thought  by  .some,  because 
the  librarian’s  hours  coincide  with  those  which 
most  of  the  physicians  give  to  office  practice.  It 
is  believed  tliat  the  library  would  be  more  wide- 
ly used  were  it  in  charge  of  the  Portland  Public 
Library  Association  and  in  the  new  library  build- 
ing which  is  conveniently  located  and  accessible. 
Attempts  to  arrange  for  this  have  so  far  been  un- 
successful, though  the  directors  of  the  library  asso- 
ciation are  said  to  feel  kindly  toward  the  plan  but 
lack  funds.  They  have  consented  to  give  a spe- 
cial room  for  the  medical  books  and  papers,  and 
to  provide  general  supervision  if  the  medical  so- 


ciety will  pay  the  cost  of  installation  and  there- 
after the  salary  of  a full  time  librarian.  The 
cost  of  installation,  cataloguing  and  indexing 
will  be  in  the  neighborhood  of  $2500.  The  li- 
brarian w'ill  cost  $600  per  year.  A committee 
has  taken  charge  of  the  problem  and  has  classi- 
fied the  doctors  according  to  their  supposed  abil- 
ity and  willingness  to  contribute.  The  plan  in 
general  is  to  secure  fifty  or  more  subscribers  at 
$50  each  for  the  first  purpose  and  annual  sub- 
scriptions thereafter  of  $10  each  for  the  second. 
But  no  contribution  will  be  refused  and  physi- 
cians are  urged  to  give  w’hat  they  can  to  this 
wmrthy  cause,  the  more  the  better.  The  com- 
mittee is  active  and  enthusiastic  and  appears  to 
be  meeting  wdth  success. 

A good  library  and  reading  room  will  be  heart- 
ily welcomed.  No  doctor  can  afford  either 
money  or  space  to  collect  books  and  magazines 
on  all  medical  subjects,  yet  such  is  the  character 
of  medical  practice  that,  no  matter  what  specialty 
one  may  practice,  he  will  find  it  necessary  at 
times  to  refer  to  books  on  other  specialties.  The 
medical  center  is  gradually  moving  toward  the 
west.  The  constant  influx  of  new  and  carefully 
trained  men,  freed  from  traditions,  restraints  and 
inhibitions  of  the  older  centers  of  civilization,  au- 
gurs well  for  this  part  of  the  world.  We  bid 
fair  to  assume  constantly  increasing  medical  and 
surgical  importance  on  the  coast  and  to  add  many 
contributions  to  medical  science.  A good  medical 
library  will  serve  to  encourage  this  work;  but 
however  much  original  investigators,  writers,  and 
propagandists  need  the  library,  the  rank  and  file 
need  it  even  more.  No  one  can  truly  succeed  who 
does  not  read.  IVIay  the  committee  meet  with 
success  beyond  its  expectations. 


4'HE  WOOD  ALCOHOL  MENACE. 

4'he  dangers  attendant  upon  the  consumption 
of  wood  alcohol  have  been  accentuated  in  those 
states  which  have  recently  adopted  prohibition, 
where  alcohol  habitues  have  sought  substitutes  for 
real  liquor.  This  was  illustrated  by  the  tragedy 
which  occurred  in  Seattle  early  in  January,  when 
seven  men  died  as  a result  of  drinking  a mixture 
containing  wood  alcohol.  Tho.se  who  recovered 
were  at  first  partially  blind,  but  gradually  im- 
proved wu'th  the  exception  of  one  who  remained 
permanently  partially  blind.  The  danger  from 
drinking  this  poison  is  ever  present  in  view  of  the 
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numerous  preparations  containing  it  which  are 
sold  all  over  the  country,  often  with  no  indication 
on  their  labels  of  its  presence.  The  National 
Committee  for  the  Prevention  of  Blindness,  of 
New  York  City,  is  endeavoring  to  combat  this 
danger  by  presenting  in  various  parts  of  the  coun- 
try its  exhibit  on  “Dangers  of  Eyesight  From  the 
use  of  Wood  Alcohol.”  During  the  month  of 
May  this  exhibit  will  be  shown  in  Seattle  in 
various  public  places,  as  the  public  libraries, 
schools,  and  in  other  places  where  it  will  be 
viewed  by  many  people.  Later  it  will  be  exhib- 
ited in  other  cities  of  the  state  where  its  presence 
will  be  desired.  This  means  of  instruction  is  one 
which  commands  the  endorsement  and  support  of 
all  interested  in  suppressing  preventable  blindness. 
The  exhibit  should  be  in  constant  demand  in  this 
state. 


THE  DOCTOR  IS  THE  GOAT. 

There  is  no  class  of  people  in  the  community 
w’ho  do  so  much  work  for  nothing  as  the  doctors. 
Ever  since  the  days  of  Hippocrates  physicians  have 
wdllingly  and  ungrudgingly  given  gratuitous  ser- 
vices for  the  relief  of  the  needy  poor.  This  will- 
ingness has  become  such  a matter  of  fact  that  it 
is  taken  for  granted  by  everyone.  While  no  phy- 
sician for  a moment  w’ould  hesitate  freely  to  give 
his  services  to  the  needy  individual,  by  wTat  prin- 
ciple of  justice  is  it  that  the  biggest  and  richest 
corporations  of  our  land  pay  for  the  services  of 
everyone  who  works  for  them  except  the  physician, 
whose  free  services  are  accepted  as  a matter  of 
course?  We  refer  to  our  cities  which  pay  for  all 
kinds  of  professional  and  technical  services  except 
those  of  its  physicians,  who  sustain  the  free  clinics 
and  dispensaries  with  their  unpaid  services.  They 
are  the  only  citizens  w'ho  twice  support  the  same 
public  institution,  first  paying  tbcir  share  of  taxes 
to  establish  the  clinic  and,  second,  paying  by  their 
time  and  labor  to  maintain  it. 

These  facts  were  illustrated  in  a recent  discus- 
sion between  the  Seattle  School  Board  and  a group 
of  physicians  who  represented  a number  of  pro- 
testants  against  the  conduct  of  the  free  school 
clinic.  The  latter  institution  has  accomplished 
much  good  in  the  correction  of  physical  defects 
and  infirmities  of  children  which  were  either  un- 
known to  parents  or  had  been  neglected  for  lack 
of  funds  to  pay  for  medical  services.  The  protest 
was  on  the  ground  that  the  clinic  had  been  abused 


in  behalf  of  people  who  are  able  to  pay  for  pro- 
fessional services  and  it  thereby  encroaches  upon 
the  privileges  of  practising  physicians.  During 
the  discussion  the  members  of  the  School  Board 
were  asked  why  they  should  not  pay  physicians 
who  serve  in  the  clinics  and  were  asked  if  they 
wmuld  favor  the  establishment,  for  instance,  of  a 
free  legal  clinic  for  the  benefit  of  the  poor  who 
could  not  pay  for  lawyers’  services.  To  the  latter 
a law3'er  on  the  board  replied  in  the  negative, 
saying  lawyers  would  not  give  their  services  free 
for  such  a purpose.  They  said  they  were  ready  to 
pay  doctors  for  serving  the  clinic  but  that  it  was 
not  necessary  because  they  were  willing  to  do  the 
work  without  pay  and  there  was  no  complaint 
against  such  free  services  on  the  part  of  the  at- 
tendants. Here,  then,  is  the  whole  case  in  a 
nutshell.  Where  is  the  consistency  in  physicians 
protesting  against  existence  or  abuse  of  free 
clinics  and  dispensaries,  while  of  their  own  free 
will  they  maintain  their  unique  position  as  the 
only  unpaid  servers  in  the  city’s  employment.  They 
are  themselves  responsible  for  any  injustice  in  the 
matter  which  they  may  think  exists.  So  long  as 
you  thus  maintain  the  statu  quo,  what  are  jmu 
going  to  do  about  it? 


ANNUAL  MEETING  OF  THE  UNIVERS- 
ITY OF  OREGON  ALUMNI. 

The  annual  meeting  of  the  Alumni  Association 
of  the  Medical  Department  of  the  University  of 
Oregon  will  be  held  in  Portland,  June  6-8.  An 
interesting  program  will  be  prepared,  consisting 
of  clinics  at  the  hospitals,  papers  in  the  afternoons, 
and  banquet  on  the  evening  of  the  7th.  All  plw- 
sicians  are  invited  to  attend  this  meeting.  It  will 
prove  especially  attractive  to  the  alumni  of  the 
university  from  Oregon  and  adjacent  states.  The 
Portland  Rose  Carnival  will  be  held  at  the  same 
time,  June  7-9.  This  annual  festival  is  famous 
throughout  the  country  and  is  a great  attraction 
for  visitors  to  Portland.  The  railroads  will  make 
special  rates,  operative  from  the  4th  to  the  12th. 
All  of  our  readers  are  cordially  invited  to  be 
present. 


OUR  NEW  ADVERTISERS. 

We  wish  again  to  mention  the  fact  that  we 
accept  no  advertisements  of  preparations  or  in- 
stitutions that  are  not  trustworthy  and  reliable. 
Therefore,  we  believe  our  advertisers  are  worthy 
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of  patronage  from  our  readers.  At  this  time  we 
wish  to  call  attention  to  the  advertisements  which 
appear  for  the  first  time  in  this  issue. 

At  the  present  time  it  is  generally  considered 
that  the  most  effective  form  of  laxative  is  one  of 
the  oil  preparations.  We  have  added  to  our  ad- 
vertisements the  preparation  known  as  Stanolind, 
prepared  by  the  Standard  Oil  Company  of  In- 
diana, whose  qualifications  are  indicated  in  the 
page  advertisement  in  our  advertising  section. 

It  is  not  generally  known  that  enameled  fur- 
niture for  office  and  hospital  use  is  manufactured 
in  the  West.  Such  is  made,  however,  by  the 
Aseptic  Furniture  Company,  of  Seattle,  equal  in 
quality  and  price  to  any  obtainable  elsewhere. 
Reference  to  their  statements  in  our  advertising 
section  will  indicate  the  character  and  quality 
of  their  goods. 

Those  who  have  used  the  Robinson  Electric 
Blanket,  described  in  our  advertising  section,  agree 
that  it  is  the  most  efficient  and  safest  ever  devised. 
It  supplants  the  hot  water  bottle  for  heat  and  is 
most  effective  for  the  hot  pack. 

The  College  of  Physicians  and  Surgeons  of 
Southern  California  has  been  improved  by  adddi- 
tions  to  buildings  and  increased  laboraton-  facil- 
ities and  appeals  to  our  readers,  as  indicated  in 
their  advertisement. 


MEDICAL  NOTES 

OREGON. 

Candidate  for  Senator.  Physicians  are  constant- 
ly coming  to  the  front  in  lines  other  than  that  of 
their  own  profession.  One  of  the  most  recent  of 
these  is  Dr.  H.  M.  Patton,  of  Portland,  who  has 
announced  his  candidacy  for  the  office  of  State 
Senator  of  Multnomah  County. 

Lectures  on  Health  Sanitation.  The  Oregon 
Washington  Railroad  and  Navigation  Company  has 
arranged  for  a series  of  lectures  on  Health  Sanita- 
tion and  Social  Hygiene,  for  the  women  employees 
of  its  Portland  offices.  The  lectures  will  be  given 
by  Dr.  Bertha  Stewart,  director  of  Physical  Edu- 
cation of  girls  of  Reed  College. 

Beri-beri  is  becoming  a more  common  disease  on 
this  coast,  the  most  recently  reported  cases  being 
those  which  were  brought  by  the  ship  Inverarie 
early  in  April. 

Smallpox  Epidemic.  There  has  been  a slight 
epidemic  of  smallpox  at  the  town  of  Rainier,  twen- 
ty cases  having  been  reported  but  no  fatalities  up 
to  date. 


WASHINGTON. 

The  Antituberculosis  League  and  the  Seattle 
Division  of  the  Red  Cross  Seals  Bureau  have  con- 
solidated under  the  title  of  the  Antituberculosis 
League  of  King  County.  Dr.  B.  J.  Lloyd,  of  the 
U.  S.  Public  Health  Service,  has  been  elected 
President  of  the  new  organization. 

First  Aid  Lectures.  Dr.  W.  H.  Lipscomb,  field 
representative  of  the  Red  Cross  Society,  has  spent 
the  past  seven  months  among  the  logging  camps 
and  mills  of  the  Northwest.  He  is  in  charge  of 
a car  which  is  fully  equipped  with  all  appliances 
concerned  in  first  aid  and  has  given  many  lectures 
on  this  subject  and  on  the  sanitary  arrangements 
in  camps  and  mills. 

Fellowship  at  Mayo  Clinic.  Dr.  Frank  A.  Plum, 
who  has  recently  located  in  Olympia,  has  been 
appointed  to  a fellowship  in  surgery  at  the  Mayo 
Clinic.  This  fellowship  extends  over  a period  of 
three  years  and  Dr.  Plum  will  leave  for  the  East 
in  June. 

Auto  Upset.  Drs.  Sam  Cameron  and  Edna  Dale, 
a nurse  and  patient  of  North  Yakima,  were  pain- 
fully but  not  seriously  injured,  when  the  auto,  in 
which  they  were  returning  from  a meeting  of  the 
medical  society  in  Toppenish,  turned  turtle  near 
the  Parker  bridge. 

Seattle  Physicians  to  the  Front.  Two  more  Seat- 
tle physicians  have  left  for  service  with  the  Allies, 
these  latest  recruits  being  Drs.  J.  A.  McKee  and 
W.  K.  Turner.  Dr.  McKee  will  command  the  Medi- 
cal Corps  of  the  new  American  Battalion  which  is 
now  being  recruited  at  Vancouver,  B.  C.  The  new 
Battalion  will  admit  only  American  citizens  and 
they  will  not  be  required  to  swear  allegiance  to 
the  Crown. 

Will  Check  Up  Low  Death  Rates.  On  account  of 
the  death  rates  of  many  western  cities  having 
been  held  to  be  abnormally  low  by  eastern  critics, 
the  government  has  commissioned  Dr.  C.  L.  Wil- 
bur, formerly  of  Washington,  to  check  up  popula- 
tions and  public  health  statistics  in  the  Northwest. 
The  estimates  for  the  present  decade  have  been 
based  upon  the  growth  in  population  of  the  past 
decade  and  are  probably  too  high. 

Dr.  L.  B.  Ashton,  at  one  time  coroner  of  Pierce 
County,  who  left  last  year  to  act  as  surgeon  for 
the  Allies,  has  been  sent  back  from  New  York  to 
Tacoma  on  account  of  the  fact  that  some  months 
ago  he  became  mentally  unbalanced. 

Returned  from  the  Front.  Dr.  N.  D.  Pontius,  of 
Seattle,  who  left  for  the  front  last  December,  has 
returned.  He  states  that  the  armies  of  the  Allies 
are  well  supplied  with  surgeons  and  that  the  ser- 
vices of  American  doctors  are  not  in  demand. 

Home  from  Active  Service.  Drs.  Waldo  Rich- 
ardson and  E.  C.  Lee,  of  Seattle,  have  returned 
after  a year’s  active  hospital  service  in  France, 
having  been  connected  with  an  American  Hospi- 
tal contingent. 
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Rabies  and  Pigs.  A case  of  rabies  in  a dog 
appeared  in  Lincoln  County  but  no  damage  was 
done  beyond  the  loss  of  five  pigs  which  were 
bitten  before  the  dog  could  be  shot. 

Dr.  E.  L.  Leach,  who  has  been  intern  at  the 
Seattle  City  Hospital,  has  located  in  Mt.  Vernon, 
taking  the  offices  vacated  by  Dr.  S.  L.  Cox. 

Dr.  V.  S.  Smith,  formerly  of  the  United  States 
Navy,  has  located  in  Seattle. 


IDAHO. 

Dr.  T.  A.  Snook,  formerly  of  Mabton,  Washing- 
ton, has  located  in  Eagle.  He  is  monarch  of  all 
he  surveys  in  that  locality. 


OBITUARIES. 

Dr.  Henry  Yandell  died  at  Seattle,  Wash.,  April 
14,  at  the  age  of  82  years.  He  was  a member  of 
the  famous  Yandell  family,  prominent  for  many 
years  in  the  South.  His  uncle  was  one  of  the 
founders  of  the  University  of  Louisville  Medical 
College,  from  which  the  doctor  graduated  in  1856. 
He  served  through  the  Civil  War  as  surgeon  in 
the  Confederate  army.  At  the  close  of  the  war  he 
moved  to  Mississippi,  where  he  practised  for  thirty 
years.  He  moved  to  Seattle  in  1889,  where  he  was 
engaged  in  active  practice  for  about  eighteen  years. 
In  recent  years  of  feeble  health  he  has  lived  with 
his  son-in-law,  Dr.  A.  R.  Bailey,  at  La  Conner.  He 
served  two  terms  as  coroner  of  King  County.  He 
was  a man  of  very  genial  disposition  and  had 
m.any  warm  friends. 

Dr.  J.  D.  Peters  died  at  Renton,  Wash.,  April  12, 
after  a long  period  of  illness.  He  was  80  years  of 
age  and  had  been  a resident  of  King  County  for 
twelve  years,  but  was  retired  from  active  prac- 
tice. He  was  born  at  Columbus,  Ohio,  and  prac- 
tised for  more  than  forty  years  in  Grand  Rapids, 
Mich. 

Dr.  Emil  Schwarz  died  at  Tacoma,  Wash.,  March 
25,  at  80  years  of  age.  He  had  been  a resident  of 
Tacoma  for  twenty-seven  years,  but  retired  from 
practice  many  years  ago.  He  was  formerly  a resi- 
dent of  England.  Members  of  his  family  live  in 
New  Zealand,  Germany,  and  different  cities  of 
Washington. 


REPORTS  OF  SOCIETY  MEETINGS 


OREGON. 

PORTLAND  CITY  AND  COUNTY  MEDICAL 
SOCIETY. 

Pres.,  G.  S.  Whiteside,  M.D. ; Sec.,  J.  G.  Strohm,  M.D. 

A regular  meting  of  Portland  City  and  County 
Medical  Society  was  held  in  the  German  House, 
Portland,  Ore.,  April  5,  1916,  at  8 o’clock,  A.  W. 
Baird  in  the  chair. 

Papers. 

Physician’s  Defense  for  the  Defensible  Physician. 
By  Dr.  Kuykendall,  President  of  the  State  Medical 
Association. 


Paroxysmal  Tachycardia.  By  Dr.  T.  Homer 
Coffen.  Discusion  by  Drs.  Knox  and  Yenney. 

Treatment  of  Acute  Gonorrheal  Urethritis.  By 
Dr.  H.  Welland  Howard.  The  author  uses  bismuth 
subnitrate,  1 dr.  to  1 oz.  of  water  for  injection  in 
A.  M.  and  P.  M.,  to  be  held  by  patient  for  two 
minutes;  also  a 5 per  cent,  collargol  at  office.  Dis- 
cussion by  Drs.  Greene,  Baar  and  Tilzer. 


A regular  meeting  of  the  society  was  held  in  the 
German  House,  April  19,  1916,  at  8 o’clock,  with 
A.  W.  Baird  in  the  chair. 

Papers. 

Notes  on  Diphtheria.  By  Dr.  J.  H.  Bristow.  He 
said  the  mortality  has  been  cut  down  but  not  so 
in  the  prevention.  He  mentioned  the  Shick  test, 
also  the  value  of  antitoxin  and  its  dosage.  Dis 
cussion  by  Dr.  Roberg. 

Mechanical  Intestinal  Obstruction.  By  Dr.  W.  B. 
Holden.  He  warns  against  morphin  and  cathartics. 
Says  early  operation  is  only  hope.  Discussed  by 
Drs.  Hamilton,  Pettit,  MacLaughlin,  Baar,  Else.  Dr. 
Sommers  says  scar  on  abdomen  may  aid  in  diag- 
nosis. 

Motion  by  Dr.  Booth  that  the  council  of  the 
Medical  Society  take  up  the  question  of  garbage 
in  relation  to  its  being  handled  by  school  children 

Motion  made  and  seconded  that  a committee  be 
appointed  for  regulation  of  postmortems  in  the 
city.  Drs.  Booth,  Eugene  Rockey,  Chester  Moore, 
appointed  on  committee. 


WASHINGTON. 

KING  COUNTY  MEDICAL  SOCIETY. 

Pres.,  P.  V.  von  Phul,  M.  D. ; Sec.  A.  C.  Martin,  M.  D. 

A regular  meeting  of  the  King  County  Medical 
Society  was  held  at  the  Metropolitan  Lumbermen’s 
Club,  Seattle,  Wash.,  April  3,  President  von  Phul 
in  the  chair.  About  eighty-five  members  were  pres- 
ent. The  minutes  of  the  previous  meeting  were 
read  and  approved.  Dr.  R.  P.  Smith  presented  a 
case  closely  akin  to  one  of  dual  personality,  lacking 
only  the  dissociation. 

Papers. 

A Critical  Resume  of  the  Wassermann  Test  and 
Its  Findings.  By  Dr.  O.  J.  West.  He  laid  the 
foundation  of  his  talk  by  a brief  review  of  the 
Ehrlich  side-chain  theory,  and  discussed  the  prin- 
ciples on  which  it  is  based.  He  stated  that  the 
Wassermann  reaction  is  not  a specific  test  for  a 
syphilitic  antibody,  no  specific  syphilitic  antigen 
being  used,  but  it  is  entirely  unscientific  and 
empirical,  using  two  unknown  materials.  It  should 
be  used  with  the  same  degree  of  caution  as  is  the 
test  for  albumin  in  the  urine.  It  is  the  most  val- 
uable single  factor  in  the  diagnosis  of  syphilis  but 
in  itself  means  but  little. 

Partial  Gastrectomy  According  to  the  Poyla 
Technic.  By  Dr.  D.  H.  Palmer.  The  patient  was 
presented,  showing  he  had  gained  remarkably  since 
the  operation.  Lantern  pictures  of  the  anatomy 
and  technic  were  showm. 
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Dr.  H.  B.  Thompson  demonstrated  x-ray  pictures 
of  the  case. 

Dr.  O.  F.  Lamson  said  that  Crile  condemns  the 
operation  and  favors  the  two-stage  technic  as  lower- 
ing the  mortality.  The  point  was  made  that  the 
anastomosis  is  remarkably  long. 

Dr.  J.  T.  Mason  has  found  in  injected  stomachs 
many  anomalies  and  had  difficulty  in  ligating  the 
blood  vessels  separately.  He  believes  it  is  easier 
to  proceed  from  left  to  right. 

Dr.  H.  D.  Dudley  advised  placing  the  crushing 
clamp  so  as  to  clear  the  omentum  back  far  enough 
for  easy  invagination;  the  area  included  in  the 
clamp  is  not  a dependable  place  to  insert  sutures. 

Dr.  John  Hunt  stated  this  operation  has  a high 
mortality  of  8 per  cent.  plus. 

Dr.  E.  O.  J'ones  said  the  matter  of  one-  or  two- 
stage  operations  depends  on  the  condition  of  the 
patient.  He  agrees  with  Dr.  Mason  that  occasion- 
ally operating  from  left  to  right  is  easier. 

Artificial  Pneumothorax  in  the  Treatment  of 
Pulmonary  Tuberculosis.  By  Dr.  Frederick  Slyfield. 
He  reviewed  the  history  and  stated  the  principle 
was  to  fill  the  pleural  cavity  with  nitrogen  in  order 
to  compress  the  affected  lung.  He  demonstrated 
the  technic  on  a patient,  using  the  Robinson  ap- 
paratus.   

PIERCE  COUNTY  MEDICAL  SOCIETY. 
Pres.,  E.  A.  Rich,  M.  D. ; Sec.,  E.  C.  Wheeler,  M.  D. 

A regular  meeting  of  Pierce  County  Medical  So- 
ciety was  held  at  Tacoma,  Wash.,  April  18,  1916,  Dr. 
Edwin  Janes  in  the  chair.  Minutes  of  previous 
meeting  read  and  approved. 

Clinical  Cases. 

Dr.  Hunter  showed  a boy  who  had  had  a supra- 
condyloid  fracture,  illustrated  by  x-ray  plates. 

Dr.  Houda  showed  a case  of  Hodgkin’s  disease, 
in  which  dyspnea  and  pain  in  chest  had  been 
marked  symptoms.  Great  improvement  under  treat- 
ment with  x-ray. 

Pathologic  Specimens. 

Dr.  MacLean  presented  7%  feet  of  small  intestine, 
removed  from  a man  of  50  who  was  taken  in  the 
night  with  abdominal  pain.  Operation  showed  in- 
testine and  mesentery  much  discolored.  Patient 
lived  only  four  hours. 

Dr.  J.  P.  Steagall  presented  a multiple  fibroid  of 
the  uterus,  having  a pedunculated  mass  about 
4x21/^  inches  which  had  undergone  calcareous  de- 
generation. 

Dr.  Karshner  showed  two  hydatiform  moles  and 
a syncytioma  of  the  uterus. 

Dr.  Cameron  read  a letter  from  Dr.  S.  W.  Mowers 
who  has  been  in  Pittsburg  under  care  of  Dr. 
Chevilear  Jackson. 

Papers. 

Dr.  Kane,  looking  back  from  about  1940,  read  a 
monologue  on  Dr.  Rich’s  masterpiece,  “The  After 
the  Funeral  Call.” 

Dr.  Janes  appealed  for  more  consideration  for 
the  speaker,  the  listener  and  the  presiding  officer, 
by  greater  attention  on  part  of  the  audience. 

Dr.  Hunter  spoke  on  “Operative  Treatment  of 


Fractures.”  He  showed  a number  of  x-ray  plates. 
Every  supracondyloid  fracture  should  be  operated 
on.  In  the  fracture  of  both  bones  of  the  leg  it  is 
not  worth  while  to  go  after  the  fibula  when  tiba  is 
in  place.  Most  oblique  fractures  are  better  treated 
by  open  operation;  75  per  cent,  of  fractures  in  both 
long  bones  should  be  operated  on  all  fractures  of 
patella.  Compound  fractures  should  be  operated  on 
and  cleaned  with  iodin.  Lane’s  plates  almost 
always  must  come  out.  Simple  reduction  is  the 
ideal  procedure.  Autogenous  inlays  or  intermedul- 
ary  splints  are  the  only  methods  that  will  be  heard 
of  in  operative  work  five  years  from  now. 

Dr.  R.  S.  Miles  was  elected  to  membership. 

Dr.  Wilson  reported  progress  for  the  by-laws 
committee.  For  the  library  committee  he  stated 
the  cost  of  binding  magazines  had  gone  up  beyond 
all  estimates  and  asked  for  donations  of  bound 
journals. 


PUGET  SOUND  ACADEMY  OF  OPHTHALMOL- 
OGY AND  OTO-LARYNGOLOGY. 

Pres.,  C.  B.  Wood,  M.  D.;  Sec.,  W.  F.  Hoffman,  M.  D. 

The  Academy  held  two  meetings  in  April,  the 
first  a joint  meeting  with  the  King  County  Medical 
Society  where  the  following  papers  were  pre- 
sented: 

Importance  of  Eye  Symptoms  in  Diagnosis.  By 
Dr.  C.  T.  Cooke. 

Eye  Symptoms  in  Exophtholmic  Goiter.  By  Dr. 
F.  Adams. 

Diagnosis  of  Cerebral  Syphilis  from  the  Stand- 
point of  the  Oculist.  By  Dr.  Geo.  Swift. 

Dr.  Jordan  read  a very  interesting  paper  on  the 
diagnosis  of  leprosy  which  had  been  postponed 
from  the  previous  meeting  of  the  county  society, 
the  paper  being  profusely  illustrated  with  lantern 
slides. 

The  meeting  on  April  24th  was  held  at  the  office 
of  the  president  after  a dinner  at  the  Rainier 
Grand. 

Dr.  Stillson  presented  three  interesting  clinical 
cases.  A case  of  coloboma  of  the  disc  and  choroid 
in  one  and  a coloboma  of  the  iris  in  the  other  in 
a boy;  a case  of  coloboma  of  the  choroid  and  optic 
atrophy  in  a boy,  and  a case  of  congenital  mal- 
formation of  the  disc  in  a girl. 

Dr.  Goodenow,  of  Everett,  presented  an  interest- 
ing mastoid  case. 

The  program  was  a symposium  on  toxemias  as 
follows: 

Toxemias  Affecting  the  Eyes.  By  Dr.  J.  T.  Dow- 
ling. 

Toxemias  Affecting  the  Ears.  By  Dr.  W.  O.  Bell. 

Toxemias  Aff«cting  the  Throat.  By  Dr.  A.  E. 
Burns. 

Atrophic  Rhinitis.  By  Dr.  L.  Klemptner. 

Dr.  A.  U.  Simpson  presented  some  very  interest- 
ing slides  and  cultures  illustrating  Dr.  Klemptner’s 
paper. 

During  the  discussion  considerable  interest  was 
shown  in  the  toxic  affects  of  salvarsan  and  the 
similar  products. 
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BOOK  REVIEWS 

EJdited  by  Kenelm  Winslow,  M.  D. 

A Treatise  on  the  Principles  and  Practice  of  Medi- 
cine. By  Arthur  R.  Edwards,  M.  D.,  Professor  of 
the  Principles  and  Practice  of  Medicine  and 
Clinical  Medicine  and  Dean  of  the  Northwestern 
University  Medical  School,  Chicago.  New  (third) 
edition,  thoroughly  revised.  Octavo,  1022  pages, 
with  80  engravings  and  23  full-page  plates  in 
colors  and  monochrome.  Cloth,  $6.00,  net.  Lea 
& Febiger,  Philadelphia  and  New  York,  1916. 

We  have  had  the  pleasure  and  privilege  of  re- 
viewing Edward’s  Practice  in  its  past  editions  and 
can  repeat,  with  added  emphasis,  that  it  is  one  of 
the  most  admirable  treatises  on  medicine  in  the 
English  tongue.  Edwards  excels  in  his  power  to 
marshal  an  enormous  amount  of  information,  ob- 
tained from  a large  experience  and  incredible  study 
of  all  medical  literature,  and  in  his  skill  in  putting 
it  on  paper  in  the  most  clear,  condensed  and  sys- 
tematic form  possible.  His  ability  to  sift  the 
essential  from  the  non-essential  and  to  set  down 
his  facts  in  accordance  with  their  proper  sequence 
and  importance  is  the  result  of  wide  experience,  a 
logical  mind  and  sound  judgment.  His  condensa- 
tion has  proceeded  still  further  in  this  edition  by  a 
process  of  redistillation  and  recrystalization,  so 
that  there  is  an  actual  reduction  of  100  pages,  de- 
spite the  large  amount  of  new  matter  which  is  so 
extensive  that  space  does  not  permit  of  its  men- 
tion. The  book  represents  a vast  work  admirably 
done.  Winslow. 


Surgical  Operations  with  Local  Anesthesia.  Sec- 
ond Edition  by  Arthur  E.  Hertzler,  A.  M.,  M.  D., 
Ph.D.,  F.  A.  C.  S.  Surgeon  to  the  Halsted  Hos- 
pital, Kansas  City,  Mo.,  etc.  327  pages;  173  illus- 
trations. Cloth  bound,  price  $3.00.  Surgery  Pub- 
lishing Company,  New  York. 

This  is  one  of  the  best  works  on  this  subject 
which  has  as  yet  appeared.  A great  mass  of  his- 
torical and  scientific  information  about  the  an- 
esthesia producing  powers  of  various  drugs  has 
been  entirely  omitted.  Here  and  there  descriptions 
of  methods  and  procedures  are  taken  from  the 
literature,  but  the  greater  part  of  the  book  is  de- 
voted to  careful  and  detailed  description  of  those 
methods  which  the  author  himself  has  found  to  be 
of  practical  value.  The  style  is  both  clear  and 
entertaining.  Any  one  will  be  amply  repaid  for  a 
careful  reading  of  the  book.  It  should  help  to 
simplify  and  popularize  a method  which  is  coming 
more  and  more  into  general  use.  Jones. 


The  Treatment  of  Acute  Infectious  Diseases.  By 
Frank  Sherman  Mears,  M.  D.,  Ph.  D.,  Prof,  of 
Therapeutics,  Cornell  University;  Attending 
Physician  to  Bellevue,  etc.  Cloth.  540  pp.  $3.50. 
The  Macmillan  Co.,  New  York,  1916. 

This  is  a very  elaborate  treatise  devoted  wholly 
to  the  treatment  of  acute  infectious  diseases.  In 
the  reviewer’s  opinion  the  attempt  is  a trifle  over- 
done. It  hardly  seems  essential  to  give  so  much 
space  to  the  subject.  The  typographic  arrange- 


ment is  excellent  with  clearly  printed  subheadings 
in  large  type,  indicating  the  various  matters  con- 
sidered in  the  treatment  of  each  disease.  As  for 
example,  each  complication  in  detail  under  measles, 
as  bronchopneumonia,  open  air  treatment,  fever, 
cough,  care  of  bowels,  etc.,  with  the  dose  of  every 
drug,  etc.,  and  all  the  preternatural  minutiae  that 
might  suit  some  students  but  seem  to  reflect  some- 
what upon  the  more  or  less  sophisticated  prac- 
titioner. Then,  in  addition,  there  are  most  exten- 
sive summaries  at  the  end  of  each  article.  Thus, 
in  measles,  13  pages  are  given  to  treatment  and  9 
to  a summary  of  the  13  previous  pages  (a  case  of 
sartor  resartus).  The  matter  is  excellent  but 
there  is  not  much  new  in  subjects  so  well  known. 

Winslow. 

The  Practitioners  Encyclopedia  of  Medical  Treat- 
ment. Part  I Methods  of  Treatment;  Part  II 
Agents  in  Treatment.  Edited  by  W.  Langdon 
Brown,  M.  D.,  F.  R.  C.  P.,  Assistant  Physician  St. 
Bartholomew’s  Hospital,  and  J.  Keogh  Murphy, 
M.  C.,  F.  R.  C.  S.,  Surgeon  to  Miller  Hospital, 
London.  With  an  Introduction  by  Sir  Thomas 
Clifford  Allbutt,  K.  C.  B.,  M.  D.,  F.  R.  S.  Cloth. 
874  pp.  $8.00.  Oxford  University  Press,  London 
and  New  York. 

This  is  a large  subject  in  a large  volume.  It  is 
so  very  large  that  we  have  had  it  before  us  for  a 
considerable  time,  our  courage  not  being  large 
enough  to  do  the  work  justice.  In  the  first  part  of 
the  book  treatment  is  given  under  titles  of  the 
various  diseases,  and  the  latter  part  is  devoted  to 
materia  medica  and  therapeutics  pure  and  simple. 
The  reviewer  must  confess  this  does  not  appeal  to 
him  as  a valuable  arrangement.  We  have  most 
excellent  treatises  on  the  latter  topics  which  do 
not  as  a rule  greatly  interest  the  practitioner,  un- 
less he  needs  to  refresh  his  mind  on  some  forgotten 
point.  The  purely  clinical  treatment  in  the  first 
part  of  the  book  is  well  done  but,  although  com- 
parisons are  invidious,  it  does  not  in  any  way  equal 
such  American  systems  as  that  of  Forcheimer — 
in  the  humble  opinion  of  the  reviewer.  A good 
book  but  not  so  good  as  the  best.  Winslow. 


Inj  uries  of  the  Eyes,  Ears,  Nose  and  Throat.  By 
Andrew  Maitland  Ramsay,  M.  D.,  F.  R.  F.  P.  S.; 
J.  Dundas  Grant,  M.  D.,  F.  R.  C.  S. ; H.  Lawson 
Whale,  M.  D.,  F.  R.  C.  S.,  and  Charles  Ernest 
West,  F.  R.  C.  S.  16  mo.,  flexible  cloth,  160  pp. 
$1.00.  Oxford  University  Press.  London  and 
New  York. 

This  little  book,  intended  in  the  main  for  the 
army  surgeon,  contains  much  of  value  to  the  sur- 
geon in  civil  practice,  and  the  series  of  illustrated 
cases  describing  actual  instances  of  wounds  of 
the  head  and  face  is  of  interest  to  any  medical 
man.  The  section  on  the  eye  by  Mr.  Ramsay  is 
much  like  a condensed  edition  of  the  author’s 
excellent  work.  Eye  Injuries  and  Their  Treatment, 
and  contains  the  essence  of  the  subject  in  prac- 
tical form.  The  chapters  on  Foreign  Bodies  in 
the  Eye  and  on  Degenerative  Changes  Following 
Perforated  Wounds  are  of  particular  value.  It 
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cannot  be  insisted  upon  too  strongly  that  an  eye 
which  is  blind  and  painful  ought  to  be  enucleated, 
says  the  author,  on  account  of  danger  of  sym- 
pathetic ophthalmia  or  of  malignant  changes. 
Amblyopia  due  to  traumatic  neurosis  is  a new  sub- 
ject brought  out  by  the  war.  Seelye. 


The  Ductless  Glandular  Diseases.  By  William 
Falta,  Vienna.  Translated  and  Edited  by  Milton 
K.  Meyers,  M.  D.,  Neurologist  to  Lebanon  Hos- 
pital, etc.  With  a Foreword  by  Archibald  E. 
Garrod,  M.  D.,  F.  R.  C.  P.,  F.  R.  S.,  Physician  to 
St.  Bartholomew’s  Hospital.  Second  Edition. 
101  illustrations.  Cloth,  674  pp.  $7.00.  P.  Blakis- 
ton’s  Son  & Co.,  Philadelphia,  1916. 

Falta’s  book  is  of  peculiar  value  because  it  is 
the  first  devoted  exclusively  to  the  clinical  con- 
sideration of  the  subject.  Perhaps  the  title  is  a 
trifle  awkward  though  correct.  Would  not  Dis- 
eases of  the  Ductless  Glands  be  more  euphonious 
and  clearer  to  a coup  d’oeil?  While  the  subject 
has  not  yet  reached  that  state  when  it  may  be 
described  systematically  in  generally  accepted 
finalities,  yet  there  is  a vast  amount  of  informa- 
tion that  may,  to  a certain  extent,  be  classified. 
Certain  entities  are  recognized — Addison’s  dis- 
ease, myxedema,  and  cretinism  as  dependent  upon 
disease  of  the  ductless  glands;  and  more  recently, 
disturbances  caused  by  hyper-  and  hyposecretion; 
while  interference  with  coordination  of  the  system 
of  ductless  glands  is  conceded.  The  harmonic 
(hormone)  action  of  the  secretions  in  stimulating 
or  depressing  growth  and  development  is  ascer- 
tained. Moreover,  there  is  evidence  of  disease  of 
the  whole  system  (sclerosis),  when  there  may  be 
a combination  of  the  recognized  syndromes  fol- 
lowing disorders  of  the  separate  glands  but  all 
appearing  in  the  same  patient.  The  interrelation 
of  the  ductless  glands  and  of  the  sympathetic 
nervous  system  constitute  another  important  clin- 
ical phenomenon.  All  these  are  admirably  treated 
in  Falta’s  book,  whose  contributions  to  pathologic 
chemistry  are  widely  known.  The  disorders  of 
the  separate  glands  are  treated  separately,  except 
in  the  case  of  certain  conditions  dependent  upon 
the  action  of  various  glands  as  gigantism,  dwarf- 
ism, infantilism,  diabetes,  obesity,  etc.  From  lack 
of  sufficient  space  this  notice  is  of  necessity 
wholly  inadequate  in  attempting  to  give  an  idea 
of  the  contents  of  the  book.  But  in  the  matter  of 
opinion  as  to  its  value  there  can  be  no  doubt,  and 
every  doctor  interested  in  the  topic — and  who  is 
not— should  avail  himself  of  this  new  and  author- 
itative information  concerning  a little-known  sub- 
ject. Winslow. 


Diseases  of  Nutrition  and  Infant  Feeding.  By  John 
Lovett  Morse,  A.  M.,  M.  D.,  Professor  of  Pedia- 
trics, Harvard  Medical  School,  etc.,  and  Fritz  B. 
Talbot,  A.  B.,  M.  D.,  Instructor  in  Pediatrics, 
Harvard  Medical  School,  etc.  346  Pp.  The  Mac- 
millan Co.,  New  York,  1915. 

There  is  probably  no  book  published  in  any  lan- 
guage which  gives  so  completely  and  satisfactorily 


the  present  day  conceptions  of  infant  feeding  as 
does  this  book  of  Morse  and  Talbot.  It  not  only 
gives  the  clinical  and  practical  side  but  also 
innumerable  references  to  the  data  on  which  the 
scientific  basis  of  infant  feeding  rests  as  no  other 
book  which  has  preceded  it  has  done.  It  opens 
much  scientific  data  which  previously  has  been 
contained  only  in  individual  papers  and  mono- 
graphs, and  links  it  as  far  as  is  possible  with 
practical  clinical  problems.  Here  we  recognize  at 
a glance  the  source  from  which  has  come  some  fad, 
and  something  of  its  real  importance  or  unim- 
portance becomes  evident  as  the  original  abstracts 
of  many  observers  on  it  are  presented.  In  the 
chapter  on  Cow’s  Milk,  Bacteriology  and  Chemical 
Tests,  the  authors  state  that  in  this  section  they 
have  freely  used  the  book,  “The  Production  and 
Handling  of  Clean  Milk,  New  York,  1909,”  written 
by  our  colleague  and  townsman  Dr.  K.  Winslow. 
This  book  on  infant  feeding  is  the  most  valuable 
addition  one  could  make  at  this  time  to  his  library 
on  this  subject.  Manning. 

Roadside  Glimpses  of  the  Great  War.  By  Arthur 
Sw'eetser.  Cloth,  272  Pp.  The  Macmillan  Co., 
New  York. 

This  is  an  entertaining  book  written  in  a lively 
manner.  The  author  is  a United  Press  man,  in 
Boston,  who  rushed  to  Paris  within  a few  hours 
after  the  news  of  hostilities  reached  America,  and, 
with  the  same  impetuosity,  hurls  himself  on  a 
bicycle  pell  mell  for  the  front.  But  his  eagerness 
takes  him  too  far — to  the  rear  of  the  Germans  in- 
stead of  the  front  of  the  French.  Then  follow 
weeks  of  captivity  in  both  the  German  and  French 
lines.  The  monotony  is  varied  between  being  un- 
der the  constant  guard  of  two  German  scouts,  who 
act  as  Siamese  triplets  with  Sweetzer  as  the  central 
figure,  and,  on  the  French  side,  handcuffed  to  a 
German  prisoner.  But  he  is  moving  with  the  troops 
and  many  things  happen,  mostly  unpleasant,  but 
sometimes  exciting  and  amusing.  While  sent  us 
for  review  the  book  has  no  relationship  to  medi- 
cine and  one  must  consider  it  a compliment  that 
the  publishers  think  the  profession  desire  the  best 
of  war  literature.  Only  two  Teuton  atrocities  came 
to  the  author’s  notice — the  shooting  of  a board  of 
councilmen  and  mayor  for  “sniping”  by  some  of 
the  citizenry,  and  the  violation  of  a woman  by  two 
soldiers  in  the  presence  of  her  husband. 

Winslow. 

Pathological  Technique.  By  Frank  Burr  Malory, 
A.  M.,  M.  D.,  Associate  Professor  of  Pathology, 
Harvard  University  Medical  School,  etc.,  and 
James  Homer  Wright,  A.  M.,  M.  D.,  S.  D.,  Path- 
ologist to  the  Massachusetts  General  Hospital, 
etc.  Sixth  Edition,  536  pp.  with  174  Illustrations. 
W.  B.  Saunders  Co.,  Philadelphia  and  London. 
This  book  is  so  well  known  that  it  needs  little 
comment.  It  is  essentially  a book  for  class-work 
and  workers  in  the  laboratory.  This  sixth  edition 
contains  many  newer  methods  of  examination,  in- 
cluding the  complement  fixation  for  gonorrhea. 
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Lange’s  colloidal  gold  test  for  syphilis,  complement 
fixation  test  for  echinococcus  cyst,  etc.  To  the 
laboratory  worker  the  book  is  almost  indispensable.^ 

West. 


Surgery  of  the  Blood-Vessels.  By  J.  Shelton  Hors- 
ley, M.  D.,  F.  A.  C.  S.,  Surgeon  in  Charge  of 
St.  Elizabeth’s  Hospital,  Richmond,  Va.,  etc. 
Illustrated,  304  pp.  Price  $4.  C.  V.  Mosby  Co., 
St.  Louis,  1915. 

The  greater  portion  of  this  book  is  devoted  to 
blood-vessel  suture.  The  author  describes  at 
length  his  own  experiments  and  his  method  of  end- 
to-end  suture  and  side-to-side  anastomosis.  Con- 
siderable space  is  also  devoted  to  blood  trans- 
fusion. One  chapter  deals  with  the  operative 
tieatment  of  aneurism.  Such  widely  diverse  sub- 
jects as  thrombosis  of  the  mesenteric  vessels, 
varicose  veins,  varicocele,  hemorrhoids  and  trans- 
plantation of  the  anterior  temporal  artery  are  in- 
cluded in  the  volume.  The  author’s  description 
ot  his  own  work  in  blood  vessel  suture  amply  re- 
pays a reading  of  the  book.  Jones. 


Progressive  Medicine.  Vol.  XVIII,  Nos.  3 and  4 
Vol.  XIX,  No.  1,  1916.  Edited  by  H.  M.  Hare, 
M.  D.,  Professor  of  Therapeutics,  Materia  Medica 
and  Diagnosis,  J’efferson  Medical  College,  etc. 
Lea  & Febiger,  Philadelphia  and  New  York. 

We  have  allowed  the  notice  of  this  valuable 
quarterly  to  fall  into  arrears  owing  to  crowding 
of  our  space  with  more  and  more  book  reviews. 
No.  3,  of  1915,  contains  a digest  of  the  literature 
on  diseases  of  the  thorax  and  its  viscera,  includ- 
ing the  heart,  lungs  and  blood  vessels;  dermatol- 
ogy and  syphilis,  obstetrics  and  diseases  of  the 
nervous  system.  No.  4,  1915,  includes  articles  on 
progress  in  the  subjects  of  diseases  of  the  diges- 
tive organs,  of  the  kidneys,  genitourinary  diseases, 
surgery  of  the  extremities,  shock,  anesthesia,  in- 
fections, fracturC^s,  dislocations  and  tumors,  prac- 
tical therapeutic  referendum.  No.  1,  1916,  gives 
us  a review  of  advances  in  the  subjects  of  sur- 
gery of  the  head  and  neck,  surgery  of  the  thorax 
and  breast  and  infectious  diseases,  diseases  of 
children,  rhinology,  laryngology  and  otology.  We 
have  expressed  our  opinion  as  to  the  value  of  this 
quarterly  too  often  to  need  repetition  here. 

Winslow. 


Manual  of  the  Practice  of  Medicine.  By  A.  A. 
Stevens,  A.  M.,  M.  D.,  Professor  of  Therapeutics 
and  Clinical  Medicine  in  the  Woman’s  Medical 
College  of  Pennsylvania,  Lecturer  on  Medicine 
in  the  University  of  Pennsylvania.  Tenth  Edi- 
tion, Revised.  12mo  of  629  pages,  illustrated. 
W.  B.  Saunders  Company,  Philadelphia  and  Lon- 
don, 1915.  Flexible  Leather,  $2.50,  net. 

This  little  book  has  become  an  institution  and 
is  an  admirable  abstract  of  general  medicine.  For 
instance,  in  the  present  new  edition  if  one  turn 
to  the  article  on  arythmia,  he  will  find  one  of 
the  clearest  descriptions  to  be  found  anywhere 
of  the  various  irregularities  of  the  heart  that  have 
been  so  confusing  to  many,  educated  before  their 
elucidation  by  the  cardiogram  and  sphygmogram 


To  simplify  and  clarify  difficult  subjects  is  one 
of  the  highest  arts  and  a book  of  this  kind — when 
well  done — will  often  illuminate  an  abstruse  mat- 
ter better  than  a weighty  tome.  Winslow. 


Skin  and  Venereal  Diseases.  Practical  Medicine 
Series,  1915.  Vol.  IX,  Edited  by  Oliver  S.  Ormsby, 
M.  D.,  Prof,  of  Skin  and  Venereal  Diseases,  Rush 
Medical  College.  Year  Book  Publishers,  Chicago. 
This  little  volume  contains  much  that  is  valuable, 
but  more  so  to  the  specialist  than  the  general 
practitioner.  The  greater  part  of  the  chapter  on 
dermatoses  is  confined  largely  to  differential  diag- 
nosis and  case  reports  of  the  rarer  conditions.  One 
of  the  most  important  subjects  taken  up  is  that 
of  seborroic  keratoses  and  emphasis  is  laid  upon 
the  danger  incurred  by  neglecting  treatment.  There 
is  also  a full  discussion  on  skin  cancers.  The  article 
on  skin  atrophy  by  Wise  has  some  very  good 
plates  and  shows  that  this  author  has  an  unusually 
clear  insight  into  this  condition.  The  technic  of 
epilation  in  tinea  tonsurans  by  means  of  the  x-ray, 
as  given  by  McKee  and  Remer,  is  the  most  accurate 
so  far  advanced.  It  is  shown  conclusively  that 
recurrences  in  syphilis  are  due  to  insufficient  treat- 
ment and  not  to  the  toxic  effect  of  salvarsan.  The 
book  is  one  that  may  be  read  with  profit. 

Bl.\ck. 


American  Illustrated  Medical  Dictionary  (Borland). 
A new  and  complete  dictionary  of  terms  used  in 
Medicine,  Surgery,  Dentistry,  Pharmacy,  Chem- 
istry, Veterinary  Science,  Nursing,  Biology,  and 
kindred  branches;  with  new  and  elaborate  tables 
Eighth  Revised  Edition.  Edited  by  W.  A.  New- 
man Borland,  M.  D.  Large  octavo  of  1135  pages, 
with  331  illustrations,  119  in  colors.  Containing 
over  1,500  more  terms  than  the  previous  edition. 
W.  B.  Saunders  Company,  Philadelphia  and  Lon- 
don, 1915.  Flexible  Leather,  $4.50,  net;  thumb 
index,  $5.00,  net. 

Borland’s  dictionary  is  too  well  known  to  re- 
quire any  notice.  It  should  be  made  known,  how- 
ever, that  a newer  and  better  edition  is  at  hand 
containing  several  hundred  new  definitions,  1500 
new  terms,  30  more  pages,  and  19  pages  devoted 
to  tests  alone.  The  reviewer  has  used  this  dic- 
tionary for  years  and  finds  it  wholly  satisfactory 
and  extremely  convenient  in  handling. 

Winslow. 

Your  Baby.  A Guide  for  Young  Mothers.  By 
Edith  B.  Lowry,  M.  D.  254  Pp.  Price,  $1.  Forbes 
& Co.,  Chicago,  1915. 

There  are  many  books  of  this  character  on  the 
market  and  there  always  appears  to  be  a place 
for  them.  This  particular  one,  however,  is  no  bet- 
ter than  the  general  run  and  not  as  good  as  per- 
haps three  of  the  best.  The  contents  are  whole- 
some, practical  and  individual  in  the  manner  of 
its  presentation  which  is  refreshing,  there  being 
no  attempt  to  make  it  conform  in  arrangement  and 
substance  to  one  or  two  of  the  best  known  books 
of  this  sort.  There  is  always  something  to  be 
learned  by  the  physician  from  these  books,  al- 
though they  are  intended  for  the  mother. 

Manning. 
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ORIGINAL  CONTRIBUTIONS 

SOME  LATE  MANIFESTATIONS  OF 
SYPHILIS  AS  SHOWN  BY  CLINICAL 
OBSERVATION  OR  WASSERMANN 
TESTS— REPORT  OF  ILLUSTRAT- 
IVE CASES.* 

By  George  S.  Whiteside,  M.  D., 

PORTLAND,  ORE. 

Is  syphilis  ever  completely  cured  ? This  ques- 
tion is  asked  every  day  of  hundreds  of  physicians 
by  an  equal  number  of  patients.  Before  the  days 
of  the  Wassermann  reaction,  before  the  use  of 
salvarsan,  Mr.  Jonathan  Hutchinson  made  the 
statement  that  in  fifty  years’  experience  he  had 
never  seen  an  authentic  case  of  reinfection.  This 
statement  and  similar  ones  from  other  experienced 
observers  led  to  the  widespread  belief  that  syphilis 
conferred  an  immunity  just  as  smallpox  does. 
Since  the  Wassermann  test  we  know  that  the 
reason  Mr.  Hutchinson  never  saw  a case  of  re- 
infection was  because  treatment  by  mercury  by 
mouth  or  by  the  skin,  without  the  help  of  sal- 
varsan, does  not  cure  the  disease.  There  are 
treponema  shut  up  in  the  lymph  spaces  of  the 

•Read  before  the  Third  Triennial  Meeting  of  the  State  Med- 
ical Associations  of  Idaho,  Washington  and  Oregon,  Lewiston, 
Ida.,  Oct.  13-16,  1915. 


body  or  in  the  central  nervous  system  which 
cannot  be  reached  by  mercury  alone. 

Since  the  use  of  salvarsan  there  have  been 
several  hundred  well  authenticated  cases  of  re- 
infection reported,  which  could  not  have  been  ex- 
cept the  original  disease  was  really  cured.  I 
have  reported  two  such  cases  myself.  Many 
others  are  found  reported  by  reliable  observers  in 
various  parts  of  the  world.  Consequently  I think 
we  may  assert  that,  if  treated  early  in  the  disease 
by  the  energetic  use  of  salvarsan  and  mercury, 
syphilis  is  entirely  cured  in  about  two  years. 
Notice,  I said  if  treatment  was  begun  early,  be- 
fore the  disappearance  of  the  chancre,  before 
the  complete  outbreak  of  secondary  symptoms,  be- 
cause I am  becoming  convinced  that,  if  treatment 
be  begun  too  late  or  if  not  sufficiently  energetic 
at  first,  few  if  any  cases  will  ever  become  com- 
pletely cured.  I am  not  sure  that  salvarsan  is 
essential  to  cure.  I think  the  very  energetic  use 
of  mercury  in  very  early  cases  often  produces 
quite  as  gratifying  results.  However,  since  the 
treponema  has  been  proved  present  in  the  visceral 
lesions  of  late  syphilis,  a doubt  persistently  creeps 
into  the  problem. 

Tabes,  general  paresis  and  other  central  nerv- 
ous lesions  are  now  known  to  be  surely  syphilitic. 
Since  the  introduction  of  the  Wassermann  reac- 
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tion  (as  applied  both  to  the  blood  and  also  to  the 
spinal  fluid)  and  the  cell  count  in  the  spinal  fluid 
and  treatment  by  salvarsan  or  its  modification — 
neosalvarsan  and  by  intraspinous  mercury — our 
ideas  as  to  syphilitic  lesions  of  the  nervous  system 
have  undergone  a very  radical  change.  On  this 
subject  Gowers  stated  twenty  years  ago  that  he 
could  add  nothing  to  the  sum  of  knowledge  of 
these  conditions.  That  is  not  so  today.  We  can 
add  something.  We  can  take  a new  and  very 
radical  view  of  the  nervous  lesions  of  syphilis. 
His  second  statement  made  at  that  time  remains 
true  today.  We  can  not  separate  one  part  of  a 
disease  from  the  rest.  Syphilis  is  syphilis  whether 
the  lesion  most  prominent  at  the  time  be  situated 
in  the  nervous  system  or  elsewhere.  However, 
it  is  proved  more  true  today  than  ever  that  nervous 
lesions  are  of  vast  importance  on  account  of  their 
frequency,  variety  and  gravity. 

I have  not  time  in  this  brief  paper  to  take  up 
the  pathology  of  these  varied  lesions  affecting  the 
brain  and  its  coverings,  the  spinal  cord  and  its 
coverings  and  the  peripheral  nerves.  Suffice  here 
to  say  that  those  conditions,  formerly  considered 
parasyphilitic,  are  now  known  to  be  of  syphilitic 
origin.  In  many  instances  the  treponema  pallida 
has  been  demonstrated  in  the  nerve  tissue.  This 
pathologic  concept  is  comparatively  new  and 
underlies  modern  methods  of  treatment  of  these 
conditions.  Also,  broadly  speaking,  at  first  the 
treponema  causes  inflammation  which  later  is 
followed  by  either  the  formation  of  new  tissue  or 
by  scar  formation  as  an  end-result.  These  pro- 
cesses differ  only  in  degree  from  similar  processes 
produced  by  other  infections. 

Gummata,  the  first  important  result  of  the  in- 
flammatory stage,  grow  chiefly  from  the  pia;  on 
further  growth,  when  situated  in  the  skull,  they 
both  press  upon  and  push  aside  brain  tissue.  Later 
caseation  may  take  place  in  the  gummy  tissue,  to 
be  finally  followed  by  dense  scar  tissue.  Gummata 
only  involve  brain  tissue  secondarily,  if  at  all.  All 
membranous  coverings  of  the  brain  become  fused 
together  and  adherent  to  the  brain.  Primary 
gumma  of  the  brain  substance  is  certainly  very- 
rare.  In  the  earlier  stages  the  gumma  inside  the 
skull  appears  as  a grayish  translucent  growth  but 
secondary  caseation  occurs  so  rapidly  that  the 
primary  stage  is  seldom  observed.  The  lesion  is 
observed  as  an  irregular,  dry,  caseous  area,  oc- 
cupying the  cortical  portion  of  the  brain,  at- 


tached to  the  pia,  arachnoid  and  even  the  dura. 
The  cerebral  substance  surrounding  the  growth 
is  more  or  less  softened  and  degenerated.  The 
blood  vessels  in  the  affected  area  are  the  seat  of 
endarteritis,  sometimes  with  complete  occlusion. 
Secondary  degenerations  and  softening  or  sclerosis 
may  result. 

In  the  tabetic  sensory  neurons  are  almost  ex- 
clusively involved.  Degeneration  of  the  peripheral 
motor  neuron  gives  rise  to  progressive  muscular 
atrophy  and  involvement  of  both  motor  neurons 
to  amyotrophic  lateral  sclerosis.  In  these  conditions 
the  blood  vessels  show  thickening  of  the  ad- 
ventitia and  the  overlying  pia  some  thickening. 

In  syphilitic  arterial  disease  of  the  brain  or 
cord  embolism,  partial  or  total,  or  a small  aneur- 
ism, may  occur.  In  this  way  nerve  tissue  becomes 
softened  for  lack  of  blood  or,  if  the  collateral 
circulation  be  fairly  efficient,  sclerosis  may  take 
place.  In  either  case  a firm  scar  is  the  end-result. 

In  a case  referred  to  me  by  Dr.  Stearns,  of 
Portland,  a young  man,  for  some  time  syphilitic, 
fell  suddenly  while  walking  in  the  street.  He 
became  almost  totaly  paralyzed  in  both  legs.  When 
I saw  him  several  days  after  the  onset  it  was 
evident  that  a hemmorrhage  from  an  aneurism 
or  embolism  had  taken  place  in  his  spinal  cord. 
All  peripheral  reflexes  in  the  affected  limbs  were 
abolished ; so  were  sensation  and  motor  power. 
A few  days  later  he  died.  His  spinal  cord 
showed  areas  of  softening  near  the  posterior  fis- 
sure, absolutely  interrupting  the  posterior  columns 
and  in  places  extending  into  the  anterior  horns 
also. 

In  another  case,  seen  recently  in  consultation 
with  Dr.  Binswanger,  a young  man,  for  some 
years  syphilitic,  received  one  full  dose  of  salvarsan 
in  1910.  Since  then  no  treatment  and  no  symp- 
toms. In  January,  1915,  he  was  suddently  rend- 
ered hemiplegic,  apparently  from  embolus  or 
aneurism  in  some  small  artery  of  the  left  motor 
area  of  the  cerebral  cortex.  When  I first  saw 
him  a few  weeks  ago  he  had  undergone  a varied 
assortment  of  salvarsan,  neosalvarsan  and  mercury. 
Very  little  if  any  benefit  resulted;  still  Wasser- 
mann  positive  in  spite  of  medication.  The  spinal 
fluid  was  very  rich  in  cells.  Something  should 
be  done  for  him  (so  he  and  his  family  believed). 
Consequently  I gave  him  several  (6)  doses  of 
Mulford’s  mercurialized  serum  without  any 
marked  improvement  either  clinically  or  in  the 
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laboratory  findings.  In  such  a case  it  is  almost 
hopeless  to  look  for  improvement  under  any  treat- 
ment. Scar  tissue  (which  must  exist  a few 
months  after  the  hemorrhage  in  such  a case)  can 
never  become  nerve  tissue.  Consequently  I am 
not  surprised  that  the  patient’s  condition  remains 
about  the  same. 

Another  man,  age  about  40,  woke  in  the  morn- 
ings to  find  himself  partially  hemiplegic.  Intra- 
spinous  mercury,  begun  within  a few  days  of  the 
onset  of  the  hemiplegia  and  supplemented  by 
mercury  given  in  other  ways,  has  seemingly  pro- 
duced a considerable  improvement. 

That  it  is  even  possible  to  influence  such  cases 
to  some  extent  by  bringing  them  under  the  full 
physiologic  effect  of  mercury  is  shown  by  a man 
seen  by  me  about  one  year  ago.  This  was  a case 
of  gumma  of  the  cord,  in  which  vigorous  mercury 
ointment  inunctions,  given  after  the  manner  used 
in  Aix,  produced  not  only  clinical  results  but 
also  the  laboratory  reported  a negative  Wasser- 
mann  and  a normal  cell  count  in  the  spinal  fluid. 
I think  from  these  cases  and  others  like  them  we 
may  conclude  that  mercury  should  be  given 
promptly  to  be  of  much  use.  The  iodide  of 
potash  is  just  as  useful  today  as  it  ever  was. 
Repeated  doses  of  salvarsan  are  sometimes  useful, 
sometimes  not.  I have  been  afraid  of  intraspinous 
salvarsan.  The  mortality  of  the  procedure  is 
high. 

In  a case  seen  by  me  three  years  ago,  in  con- 
sultation with  Dr.  Selling,  a young  man,  for  five 
years  syphilitic  but  supposedly  without  symptoms, 
applied  for  relief  from  what  he  considered  a grip- 
py  cold  with  bronchitis  and  considerable  prostra- 
tion. No  paralysis.  Reflexes  much  increased. 
Pressure  of  spinal  fluid  plus,  cell  count  normal. 
Wassermann  of  the  blood  negative  but  of  the 
spinal  fluid  plus,  plus,  plus.  Six  intravenous  in- 
jections of  neosalvarsan  given  at  intervals  of  a 
few  days  completely  restored  the  patient’s  health 
and  well-being.  Whether  the  spinal  fluid  finally 
become  Wassermann  negative  or  not  I can  not 
say,  because  the  patient  has  left  the  state.  From 
this  and  similar  cases  we  may  conclude  that 
salvarsan  may  be  extremely  useful  in  cases  of 
syphilitic  meningitis,  of  which  this  undoubtedly 
was  one.  This  happy  result  can  only  take  place 
when  the  inflammation  is  recent  and  no  embolism 
or  aneurism  has  taken  place. 

Lesions  of  nerve  tissue  are  not,  however,  the  only 


manifestations  of  late  syphilis.  In  the  case  of 
O’B.,  a young  man  for  two  or  three  years 
syphilitic  when  referred  to  me  by  Dr.  A.  C. 
Smith,  a most  unusual  condition  seems  to  be 
present.  Dr.  House  has  seen  him,  taken  x-ray 
views  of  his  skull  and  from  these  rendered  a 
diagnosis  of  internal  hydrocephalus  with  closure 
of  the  foramen  of  Magendie.  The  patient  has 
complained  for  two  years  of  a persistent  head- 
ache. Spinal  puncture  makes  it  much  worse  for 
a time.  The  fluid  in  the  spine  is  not  under  pres- 
sure. The  cell  count  is  normal  but  the  spinal 
fluid  is  Wassermann-plus.  He  has  been  given 
very  vigorous  antisyphilitic  treatment  both  by 
salvarsan  and  mercury.  It  is  easily  possible  to 
render  both  the  blood  and  the  spinal  fluid  Wasser- 
mann-negative  but  there  is  no  cessation  of  the 
intense  headache.  Would  a cerebral  decompres- 
sion operation  benefit  him?  I do  not  know.  It 
would,  in  my  opinion,  be  an  experimental  opera- 
tion. Perhaps  tapping  the  4th  ventricle  would 
give  relief  for  a time. 

Again,  there  is  another  very  large  class  of 
cases,  of  which  I could  give  many  examples,  where 
there  have  been  no  symptoms  for  years  but  the 
blood  is  Wassermann  plus.  Will  these  cases 
have  visceral  lesions  later  in  life?  I do  not  know. 
Many  such  a patient  is  married  and  has  ap- 
parently healthy  children  and  his  wife  has  no 
clinical  signs  of  disease.  Perhaps  the  explanation 
lies  in  some  difference  in  the  infecting  germ.  Dr. 
Baar  will  go  into  this  in  detail  in  his  paper.  Per- 
haps the  difference  lies  in  the  host.  It  would 
seem  so  from  experiences  (which  are  not  in- 
frequent) which  I have  seen. 

Four  years  ago  a young  man  came  to  me  with 
a well  developed  but  mild  attack  in  the  second- 
ary stage.  He  was  a strong,  physically  perfect 
Individual.  Vigorous  treatment  at  once  cleared 
up  all  symptoms.  He  has  had  no  return  and  his 
Wassermann  is  constantly  negative.  He  early  in- 
fected his  fiance.  She  had  even  more  mild  symp- 
toms than  he.  She  came  under  my  care  during 
the  initial  stage.  Treatment  absolutely  seemed 
to  prevent  secondary  symptoms.  She  is  a small, 
under-developed  girl.  Inclined  to  anemia.  I say 
advisedly  that  treatment  seemed  to  prevent  second- 
aries because  six  months  after  Infection,  In  spite 
of  active  treatment,  slight  skin  and  mucous  mem- 
brane lesions  have  appeared  from  time  to  time 
up  to  now.  She  is  also  Wassermann-positive  on 
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any  let-up  in  treatment.  She  is  one  of  those  not 
very  uncommon  individuals  who  do  not  seem  to 
absorb  mercury  through  the  skin.  I have  seen 
several  before.  It  is  impossible  to  produce  any 
of  the  more  marked  effects  of  mercury  in  such 
persons,  no  matter  how  large  the  dose  or  how 
frequently  repeated  or  with  what  aids  to  absorb- 
tion.  If  my  memory  serves  me  correctly,  most 
of  these  impervious  skin  individuals  are  women. 
The  question  suggests  itself,  why  should  a 
spirochete  be  more  resistant  to  treatment  in  this 
young  girl  than  in  this  man?  The  infection  was 
derived  from  the  same  strain  of  germs. 

Another  very  interesting  case  was  that  of  a 
middle  aged  man  whom  I saw  in  consultation 
with  Dr.  G.  E.  Bruere.  A mild  syphilis,  insuf- 
ficiently treated.  All  symptoms  disappeared.  No 
Wassermann  taken.  Five  years  later  a sudden 
complete  labyrinthine  deafness  on  one  side  after 
exposure  to  a cold  wind  while  fishing.  Wasser- 
mann plus.  Absolutely  no  other  observable  lesion. 
Man  was  married.  Wife  showed  absolutely  no 
symptoms  but  was  strongly  Wassermann  positive. 
So  it  goes. 

I could  repeat  many  score  such  cases  but  I have 
introduced  enough  for  illustration.  In  spite  of 
salvarsan,  in  spite  of  the  newer  modes  of  giving 
mercury,  some  cases  are  extremely  resistant  to 
treatment  and  probably  never  become  really  cured. 
Other  cases  apparently  do  become  cured  and  re- 
main so.  Early  intensive  treatment  is  of  great 
advantage. 

Syphilis  is  all  pervading.  No  age,  no  class  in 
society,  no  tissue  in  the  body  escapes  its  deleterious 
influence.  Watch  for  it,  test  for  its  presence  by 
all  available  laboratory  and  clinical  tests.  If  you 
do  this  you  will  find  it  explaining  many  otherwise 
obscure  cases.  This  is  especially  so  of  visceral 
syphilis,  which  includes  syphilis  of  the  brain  and 
cord  and  also  of  those  very  mild  and  elusive  in- 
herited strains  of  syphilis  which  often  puzzle  the 
most  experienced. 

907  Journal  Building. 


Army  Medical  Corps  Examinations.  The  Surgeon 
General  of  the  Army  announces  that  preliminary  ex- 
aminations for  the  appointment  of  First  Lieu- 
tenants in  the  Army  Medical  Corps  will  be  held 
on  July  17,  1916,  and  August  14,  1916,  at  points  to 
be  hereafter  designated.  Full  information  concern- 
ing these  examinations  can  be  procured  upon  ap- 
plication to  the  “Surgeon  General,  U.  S.  Army, 
Washington,  D.  C.” 


SOME  INDEFINITE  NERVOUS  CONDI- 
TIONS DUE  TO  LATENT  SYPHILIS 
OF  THE  BRAIN  OR  CORD.* 

By  Gustav  Baar,  M.  D., 

PORTLAND,  ORE. 

I. 

SYPHILIS  IN  GENERAL. 

A — Frequency  of  Syphilis.  Syphilis  is  now 
known  to  be  a much  more  prevalent  disease  than 
thought  in  former  years.  Lesser  found  ten  per 
cent,  of  his  postmortem  examinations  in  the  hos- 
pitals of  Berlin  showing  a residue  of  syphilis.  Due 
to  the  Wassermann  reaction  in  the  blood,  and  in 
later  years  in  the  spinal  fluid  also,  we  find  syphilis 
now  in  cases  where  the  old  method  of  a positive 
anamnesis  and  the  still  visible  syphilitic  stigmata 
fails.  This  prevalence  of  syphilis,  well  nigh  ap- 
palling, is  my  reason  for  discussing  the  indefinite 
nervous  conditions  which  may  be  caused  by 
syphilis  of  the  brain  or  cord. 

B — Mortality.  Next  to  tuberculosis  syphilis  is 
the  most  frequent  cause  of  death.  Out  of  eight 
thousand  deaths,  taken  from  the  records  of  the 
Victoria  Life  Insurance  Company,  of  Berlin,  one- 
third  died  of  the  consequences  of  syphilis.  The 
mortality  of  syphilitics  between  the  ages  of  thirty- 
six  and  fifty  years  is  twice  as  high  as  that  of  other 
insured  classes. 

C — Value  of  Anamnesis.  There  is  no  social 
class  and  no  age  at  which  syphilitic  infection  would 
be  impossible.  Ten  per  cent,  of  syphilitics  are 
ignorant  of  their  infection.  Hirschl  could  not 
elicit^  a positive  anamnesis  in  thirty-six  and  one- 
half  per  cent,  of  his  cases.  Extragenital  infection 
is  very  frequent,  from  the  lip,  face,  mamma, 
fingers,  etc.  In  Russia,  for  instance,  only  22  per 
cent,  of  syphilitics  are  infected  genitally.  Syphilis 
may  be  contracted  without  even  causing  a primary 
lesion,  as  shown  by  Neisser’s  experiments  on  ani- 
mals. The  therapeutic  test  is  not  infallible,  be- 
cause non-specific  conditions  may  be  favorably 
influenced  by  mercury  and  iodids,  and  vice  versa. 

So,  in  conclusion,  these  facts  compel  us  to  view  a 
negative  anamnesis  with  the  utmost  caution. 

II. 

SYPHILIS  OF  THE  CENTRAL  NERVOUS  SYSTEM. 

Frequency.  We  find  this  in  every  stage  of  - 
the  infection.  The  old  opinion  that  nerve  syphilis 
is  a prerogative  of  tertiary  syphilis  only  is  wrong. 

•Read  before  the  Third  Triennial  Meeting  of  the  State  Med- 
ical Associations  of  Idaho,  Washington  and  Oregon,  Lewiston, 
Ida.,  Oct.  13-15,  1915. 
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The  recent  discovery  of  the  spirochete  in  the  spinal 
fluid  at  a time  when  the  infection  was,  apparently, 
still  confined  to  the  primary  lesion  and  when  the 
globulin  test  as  well  as  the  lymphocyte  count  and 
the  Wassermann  reaction  were  still  negative, 
throws  additional  light  upon  the  fact  mentioned. 
One  and  one-half  per  cent,  of  all  “nerve  sick”  peo- 
ple, excluding  tabes  and  paresis,  have  nerve  syphi- 
lis; about  nine  per  cent,  of  all  syphilitics  contract 
nerve  syphilis.  I believe  there  is  a strain  of  the 
spirochete  with  a peculiar  affinity  for  the  nervous 
system;  just  as  lead  shows  an  affinity  for  motor 
nerves,  or  ergotin  for  the  posterior  tracts  of  the 
spinal  cord.  Likewise  there  must  be  a species  of 
the  spirochete,  the  toxin  of  which  has  a tendency 
to  attack  the  nervous  system. 

In  support  of  this  theory  of  “syphilis  a virus 
nerveux,”  I mention  the  following: 

(1) .  Tabes  and  paresis  in  infants  and  children 
from  syphilitic  parents;  infants  and  children  in 
which  other  etiologic  factors  for  syphilis  can  be 
excluded. 

(2) .  Syphilitic  nerve  disorders  among  married 
people  with  no  secondary  syphilitic  symptoms. 

(3) .  The  appearance  of  tabes,  paresis  and 
other  syphilitic  nerve  disorders  in  whole  families. 
Nonne  found,  among  117  families  of  syphilitics 
thus  examined,  in  77  per  cent,  more  than  one 
member  infected  and  only  in  23  per  cent,  was  the 
infection  confined  to  one  member. 

(4) .  Cases  are  reported  where  several  indi- 
viduals were  infected  with  syphilis  from  the  same 
source  and  later  all  of  them,  or  many  of  them, 
showed  nerve  syphilis. 

(5) .  Different  members  of  the  same  family,  if 
infected  with  syphilis  by  different  sources,  contract 
nerve  syphilis,  a fact  which  speaks  for  a tendency 
of  the  nervous  system  for  syphilitic  disease  running 
through  families. 

It  is  an  old  known  fact  that  seemingly  light 
syphilis  turns  into  nerve  syphilis  and  rarely  leads 
to  tertiary  or  gummatous  formation.  On  the 
other  hand,  if  a syphilitic  infection  causes  tertiary 
lues,  it  rarely  leads  to  nerve  syphilis.  The  dreadful 
destructive  cases  of  spirochete  infection  one  can 
see  in  Turkey,  Bosnia  and  Asia  Minor  rarely  lead 
to  nerve  syphilis,  while  the  light  infections,  per- 
haps because  of  not  having  been  treated  suffi- 
ciently, do  lead  to  it. 

III. 

SYM  PTOM  ATOLOGY. 

To  understand  any  indefinite  symptoms  of 
syphilis,  one  must  be  cognizant  of  the  definite 


symptoms.  Let  us,  then,  recapitulate  the  definite 
symptoms  of  cerebral  syphilis,  of  spinal  syphilis, 
of  tabes  and  paralysis. 

Pathology  of  cerebral  syphilis  appears  either  as 
arteritis  or  as  meningitis,  the  latter  as  basilary  or 
convexity  meningitis. 

The  most  frequent  clinical  symptoms  are  caused 
by  a combination  of  endarteritis,  meningitis  or 
encephalitis  and  show  the  peculiarity  of  a kaleido- 
scopic coming  and  going  of  symptoms,  like  apo- 
plectic insults,  transitory  paresis  in  different  parts 
of  the  body,  monoplegia,  paraplegia,  hemiplegia, 
triplegia,  facial  paralysis,  oculomotorius  (ptosis) 
or  abducens-affection,  pupillary  rigidity,  olfac- 
torius  or  trigeminus  symptoms  (disturbed  masti- 
cation). 

In  the  face  of  such  pronounced  symptoms  every 
physician  will  certainly  think  of  a possibility  of 
syphilitic  infection ; but  how  about  thinking  of  the 
same  possibility  in  the  face  of  indefinite  symptoms, 
which  very  often  for  a long  time  remain  only 
prodromal  symptoms  of  cerebral  syphilis,  like  the 
following : 

Headache,  dizziness,  irritability,  loss  of  mem- 
ory, inability  of  concentration,  slow  speech,  intoxi- 
cation states,  sleeplessness,  drowsiness,  epileptic 
spells,  psychic  disturbances,  like  melancholia,  kata- 
tonia,  amentia,  Korsakoff  disease.  Let  us  for 
illustration  pick  out  fro'm  the  tabulated  charts  the 
case  of  14-M. 

Concerning  a man  59  years  of  age,  who  had 
been  lost  sight  of  for  a number  of  years.  I was 
called  to  see  him  after  he  had  attempted  suicide. 
A number  of  years  ago  he  complained  of  aortitis 
symptoms.  He  gave  a negative  anamnesis.  Was- 
sermann in  blood  was  negative  on  two  occasions 
by  physicians  then  attending  him.  He  complained 
of  frequent  headache  lately  and  was  melancholic, 
rather  disinterested  in  business.  I insisted  upon 
a spinal  fluid  examination  which  showed  positive 
globulin  test,  lymphocyte  count  146,  positive  Was- 
sermann. The  patient  was  started  on  intensive 
specific  treatment  and  returned  to  a normal  ap- 
pearance physically,  as  well  as  mentally,  in  a few 
months.  A spinal  fluid  examination  was  again 
made  and  showed  normal  conditions  with  the 
exception  of  the  still  positive  Wassermann.  This 
case  illustrates  that  psychosis  is  sufficient  ground 
for  testing  the  spinal  fluid. 

Let  us  consider  case  7-S.  A man  of  about  60 
years  of  age  who  complained  of  dizziness  only; 
negative  anamnesis.  Wassermann  in  blood,  as  well 
as  in  spinal  fluid,  was  positive.  Nobody  suspected 
syphilis  in  this  case.  Specific  treatment  brought  a 
clinical  recovery. 
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Case  15-W  was  a man  45  years  of  age  with 
absolutely  no  other  clinical  symptoms  except  the 
complaint  on  the  part  of  his  wife  that  her  husband 
had  been  lazy  and  sleepy  the  past  few  months; 
not  wanting  to  work  at  anything,  also  inclined  to 
belittle  himself,  and  at  times  showing  violent 
temper  which  he  never  showed  before.  After 
trying  all  sorts  of  massage,  hydrotherapy,  work 
cure,  etc.,  I determined  to  make  a spinal  fluid 
examination,  as  there  was  no  change  in  his  condi- 
tion ; the  Wassermann  test  in  the  blood  was  nega- 
tive. The  spinal  fluid  showed  by  the  titration 
method:  0,2  negative;  0,4  positive,  one  plus;  1,0 
positive,  two  plus;  lymphocyte  count  7.  The 
patient  positively  denied  any  infection.  After  being 
put  on  rigorous  treatment  he  developed  a typical 
Herxheimer  reaction.  He  then  admitted  that  his 
brother,  with  whom  he  roomed  twenty  years 
before,  had  a syphilitic  infection,  neglected  treat- 
ment and  died  eight  years  later  in  an  asylum  of 
paresis.  Complete  recovery. 

Case  13-N  concerns  a woman  about  35  years 
of  age,  who  complained  of  epileptic  seizures.  A 
surgeon  thought  a fissure  ani  the  cause  of  her 
epileptic  seizures  and  operated  on  same.  The 
seizures  came  on  uninfluenced.  A Wassermann 
test  in  the  blood  was  positive.  In  spite  of  all  vig- 
orous treatment  the  woman  did  not  get  well.  This 
patient  confessed,  after  having  been  convinced  of 


the  existence  of  nerve  syphilis,  to  infection  before 
her  marriage,  describing  all  the  secondaries  and 
the  treatment  which  she  had  at  that  time. 

I wish  to  make  a few  statements  of  practical 
value  for  the  general  practitioner.  We  are  justi- 
fied in  assuming  a psychosis  to  be  of  sj'philitic 
origin  whenever  the  spinal  fluid  shows  pleocytosis, 
globulin  increase  and  positive  Wassermann. 

Epileptic  seizures,  if  there  be  no  congenital 
endowment,  no  trauma  to  head,  no  alcoholism,  or 
other  etiologic  factors,  are  mostly  of  syphilitic 
origin,  if  appearing  after  thirty  years  of  age.  They 
may  be  produced  from  any  disease  in  any  part  of 
the  brain  and  should  be  ascribed  positively  to  the 
cortex  only  if  they  appear  in  paralyzed  extremities. 

As  to  pupillary  anomalies,  the  pupil  which  re- 
mains rigid  to  light  is  usually  a sign  of  tabes  or 
paralysis;  rarely  it  points  to  a coming  or  to  a 
past  cerebral  syphilis.  Therefore,  we  are  safe  in 
considering  rigid  pupils  always  as  a syphilogenous 
symptom.  It  is  not  the  size  of  the  pupils  but  their 
function  which  gives  us  the  clew,  for  18  per  cent, 
of  all  healthy  people  may  show  a difference  in  the 
size  of  the  pupils. 
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GENERAL  PARESIS. 

While  it  was  known  that  most  paretics  give  a 
syphilitic  anamnesis,  it  is  due  to  Noguchi’s  dis- 
covery of  the  spirochete  in  the  brain  of  paretics, 
in  the  year  1913,  that  paresis  is  brain  syphilis.  The 
pathology  of  paresis  may  be  described  as  a “syphi- 
litic encephalitis  with  gradually  developing  cere- 
bral atrophy”.  The  peculiarity  is  the  anatomic 
tout  ensemble;  the  intensity  and  extensity  of  new 
blood  vessel  formation ; the  extensity  of  cell  and 
fiber  disintegration;  the  localization  of  hyper- 
trophic glia  tissue,  especially  in  the  deep  cortex 
layer;  disturbances  of  the  cell  architecture;  pre- 
dilection of  the  frontal  lobe,  while  the  posterior 
lobe  remains  relatively  free.  Corresponding  with 
the  pathology  the  disease  may  exhibit  the  most 
diverse  psychic  symptoms. 

We  shall  always  find  in  paresis,  beside  the 
inflammatory  changes,  primary  degeneration  of 
nerve  tissues,  but  we  shall  never  know  how  many 
of  the  clinical  symptoms  are  produced  by  the 
inflammatory  changes  and  how  many  by  the  pri- 
mary degeneration.  It  is  for  this  reason  that 
every  case  of  paresis,  as  soon  as  recognized,  should 
be  put  on  vigorous  specific  treatment,  because  we 
may  therapeutically  influence  the  inflammatory 
changes.  For  the  combination  of  the  different 
symptoms  there  have  been  coined  different  names, 
like  “pseudoparesis”,  those  cases  in  which  psychic 
symptoms  are  combined  with  hemiparesis,  hemi- 
epilepsy,  tremor  of  the  extremities.  Others  coin 
the  word  “diffuse  brain  syphilis”, . or  “syphilitic 
dementia”,  or  “arteriosclerosis  in  syphilis”.  All 
these  conditions  are  truly  paresis. 

The  definite  symptom  is  the  very  conspicuous 
intellectual  defect,  and  the  most  conspicuous 
change  of  mental  personality;  but  it  is  the  indef- 
inite symptoms  to  which  I wish  to  call  attention, 
those  symptoms  which  were  designated  often  as 
the  “neurasthenia  of  syphilitics”.  Any  time  we 
shall  find  in  these  neurasthenics  the  three  reac- 
tions in  the  spinal  fluid  positive  we  may  safely  say 
there  is  a syphilitic  basis  for  the  neurasthenia, 
while,  if  they  are  negative,  paresis  can  be  ruled 
out. 

SPINAL  SYPHILIS. 

The  pathology  is  analogous  to  the  one  of  cere- 
bral syphilis.  The  spirochete  affects  either  the 
meninges  (in  a diffuse  infiltration  or  as  a circum- 
scribed gummatous  form),  or  intrudes  along  the 
septa  of  the  pia  between  the  columns  of  the  cord 
and  causes  necrosis  of  the  columns,  commonly 


called  “myelitis” ; or  it  changes  the  blood-vessels 
similar  to  the  change  brought  about  on  the  blood- 
vessels of  the  brain. 

The  definite  clinical  symptoms  will  be  accord- 
ing to  the  localization  of  the  pathology,  either 

A — Dorsal  myelitis,  producing  spastic  parapare- 
sis, or  spastic  paraplegia. 

B — Lumbar  meningomyelitis,  producing  atonic 
paralysis,  absence  of  skin  reflexes,  dysuria. 

We  are  concerned  here,  however,  with  the 
indefinite  symptoms  produced  by  spinal  syphilis, 
like  the  picture  of  spinal  irritation,  neurasthenia, 
pain  in  neck,  shoulders  or  sacrum,  paresthesias, 
hyperesthesias,  increased  reflexes  of  the  tendons 
and  skin,  slightly  paretic  extremities,  and  so  on, 
which  may  be  seen  from  a glance  at  table  V.  It 
is  true  that  we  could  recognize  such  cases  before 
the  introduction  of  the  spinal  fluid  examination. 
For  illustration  I want  to  mention  the  following 
case: 

Mr.  J.  A.  B.,  age  forty  years.  This  patient 
called  me  to  his  home  ten  years  ago.  He  com- 
plained of  pain  in  cervical  4-6  vertebrae ; the  head 
was  frequently  pulled  back;  both  shoulder  girdles 
showed  paresis ; periodical  paresthesia  in  finger 
tips.  These  attacks  had  been  treated  for  ten  weeks 
with  electricity  and  massage  without  any  apparent 
improvement.  He  had  a similar  attack  before  this 
one  three  years  ago,  lasting  four  weeks. 

In  anamnesis  he  admits  having  had  a suspicious 
ulcer  eighteen  years  ago.  Three  years  later  he 
married.  (I  have  treated  his  wife  for  lancinating 
tabetic  pains  after  she  had  been  operated  upon  for 
floating  kidney  by  an  eminent  surgeon  who  con- 
sidered her  renal  crisis  to  be  due  to  a floating 
kidney,  I have  also  treated  her  specifically  when 
she  stepped  off  a street  car  and  broke  her  femur 
and  the  latter  would  not  heal  in  spite  of  being 
wired.  Specific  treatment  showed  on  the  x-ray 
plate  to  bring  about  a beautiful  callus  and  the 
fracture  then  united.) 

H is  wife  had  two  miscarriages,  two  children 
early  deaths,  and  one  living.  Basing  my  diagnosis 
of  cervical  spinal  syphilis  upon  my  knowledge  of 
the  patient’s  personal  history  and  the  troubles  of 
his  wife,  I instituted  inunction  treatment  which 
brought  about  a complete  recovery  after  three 
weeks.  No  return  of  trouble  since. 

E.  J.  N.,  age  26  years.  Patient  had  a primary 
sore  for  which  treatment  was  instituted  seven 
years  ago.  Three  years  ago  there  was  arthritis  in 
the  right  ankle,  which  apparently  was  specific. 
Three  weeks  ago,  while  riding  horseback,  he  had 
a sharp  pain  along  the  waist-line  and  was  in  bed 
four  days  with  severe  nocturnal  pains.  About 
seven  days  later  there  was  paralysis  in  his  left  leg. 
There  were  reflex  anomalies  and  the  condition 
was  considered  to  be  due  to  spinal  syphilis,  al- 
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though  the  Wassermann  in  the  blood  was  negative. 
This  was  before  the  days  of  modern  spinal  fluid 
examination.  On  specific  treatment  there  ensued 
complete  recovery. 

The  spinal  fluid  examination  is  of  great  value 
in  the  diagnosis  of  syphilis  of  the  spinal  cord.  In 
neurasthenic  spinal  irritation,  if  there  be  a syphi- 
litic basis,  one  finds  the  four  reactions  positive;  in 
the  so-called  “post  syphilitic  neurasthenia”  the 
Wassermann  and  even  the  cell  count  in  the  spinal 
fluid  are  normal,  like  case  10-H,  or  19-V,  or 
43-K.  We  all  know  those  syphiliphobias  who  try 
our  patience  extremely.  If  we  can  assure  them 
by  a spinal  fluid  examination,  which  shows  normal 
findings,  that  there  is  no  basis  whatever  for  their 
complaints,  we  have  rendered  them  a great  psychic 
service. 

CEREBROSPINAL  SYPHILIS. 

The  most  frequent  and  characteristic  type  of 
syphilis  of  the  central  nervous  system  is  this  com- 
bination of  cerebral  and  spinal  syphilis.  The 
symptomatology  is  composed  of  the  symptoms 
mentioned  under  the  former  two  chapters.  In  the 
differential  diagnosis  tabes  should  be  considered 
particularly,  because  any  symptoms  of  cerebro- 
spinal syphilis  may  be  found  in  tabes,  like  rigid 
pupils,  absence  of  patellar  reflexes,  etc.  Most  sug- 
gestive of  cerebrospinal  syphilis  is  the  multiplicity 
of  the  symptoms,  their  coming  and  going,  their 
variation  in  intensity  or  their  amenability  to  spe- 
cific treatment. 

TABES. 

Everybody  knows  the  classical  picture  of  tabes, 
but  it  is  the  indefinite  symptoms  to  which  I wish 
to  call  your  attention,  those  atypical  cases  which 
show  very  often  only  one  symptom,  like  gastric, 
kidney  or  bladder  crisis,  or  isolated  lancinating 
pains,  or  absence  of  patellar  reflexes,  or  pupillary 
anomalies,  or  dysuria,  for  years  without  any 
further  symptoms. 

In  this  connection  I wish  to  mention  case  5B, 
concerning  a man  about  forty  years  of  age  with 
typical  gastric  crisis.  One  surgeon  performed  a 
gastroenterostomy,  another  one  some  other  ab- 
dominal operation,  because  the  Wassermann  in  the 
blood  was  negative;  result  nil.  Spinal  fluid  exam- 
ination showed  a positive  Wassermann.  Vigorous 
specific  treatment  proved  of  no  avail,  until  intra- 
spinal  therapy  with  mercurialized  serum  was  insti- 
tuted ; great  improvement  ensued. 

Or  case  9A,  age  fifty  years,  who  consulted  me 
for  hyperacidity  symptoms.  Wassermann  in  blood 
negative;  spinal  fluid  examination  showed  0,2  neg- 
ative; 0,4  negative;  1,0  positive,  one  plus.  Here 


also  great  improvement  followed  specific  treat- 
ment. 

Or  case  12-W,  a man  about  fifty  years  of  age, 
who  consulted  me  some  fifteen  years  ago  for  dy- 
suria symptoms.  I promptly  applied  the  cooling 
sound,  assuming  prostatic  irritation ; improvement 
followed.  Four  years  ago  he  developed  megalo- 
mania. The  spinal  fluid  examination  showed  a 
cell  count  of  21 ; Wassermann  four  plus;  Wasser- 
mann in  blood  still  negative.  Patient  died  since 
of  paresis. 

This  one  case  alone  should  teach  us  the  im- 
portance of  recognizing  the  indefinite  symptoms  of 
central  nerve  syphilis. 

A glance  at  table  V must  convince  anybody 
that  the  variety  of  these  indefinite  symptoms  is 
very  great,  ranging  from  the  terms  “neurasthenia”, 
“hysteria”  or  “autointoxication”  down  to  “rheu- 
matism”, designations  which  for  many  years  past 
have  formed  a cloak  of  ignorance.  Just  as  surgery 
years  ago  has  started  to  pull  down  the  worn  out 
structure  of  “hypochondria”  by  recognizing  truly 
pathologic  conditions  of  the  gastrointestinal  tract, 
to-wit:  ulcer  of  the  duodenum,  appendicitis,  etc.; 
just  as  the  science  of  ductless  gland  secretion  has 
thrown  additional  light  upon  the  cause  of  many 
morbid  conditions,  so  the  spinal  fluid  examination 
shall  uncover  many  unrecognized  cases  of  latent 
syphilitics  and  give  them  the  benefit  of  antisyphi- 
litic treatment.  “More  light”  were  the  words 
from  the  dying  lips  of  Goethe.  “More  light”  has 
been  thrown  upon  many  a nervous  case  by  this 
absolutely  harmless  diagnostic  measure  of  spinal 
fluid  examination. 

I wish  to  add  that  in  a series  of  about  one  hun- 
dred and  forty  spinal  punctures  performed  in  my 
office,  I have  seen  but  six  cases  which  complained 
of  headache,  nausea  or  dizziness  for  a few  days 
afterwards.  Comparing  this  with  the  great  bene- 
fit derived  from  such  a procedure,  I do  not  believe 
there  should  be  any  voice  of  hesitation  raised  as 
to  the  performance  of  spinal  puncture  in  doubtful 
cases,  even  if  the  Wassermann  in  the  blood  proves 
negative. 

DISCUSSION. 

Dr.  W.  T.  Williamson,  of  Portland,  said  syphilis 
of  the  brain  and  cord  is  frequently  seen  and  is 
often  the  cause  of  death.  We  should  always  think 
of  syphilis  in  every  nervous  case  that  comes  to  us, 
as  there  is  always  hope  from  treatment  in  them  if 
recognized  early.  He  agrees  that  salvarsan  is  some- 
times dangerous.  Early  treatment  is  the  important 
factor  which  means  early  diagnosis.  We  are  al- 
ways justified  in  assuming  the  presence  of  syphilis 
in  spite  of  denial  on  the  part  of  the  patient. 

Dr.  McCool,  of  Portland,  asked  Dr.  Baar  as  to  the 
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reliability  of  the  luetin  test  in  these  cases.  It  is  a 
much  more  convenient  test  to  use  in  the  office  and 
he  asked  if  it  is  as  reliable  as  the  Wassermann. 

Dr.  J.  B.  Manning,  of  Seattle,  said  he  would  like 
information  that  would  enable  one  to  diflferentiate 
between  the  two  similar  conditions,  syphilis  and 
tuberculosis  of  the  brain.  He  had  recently  mistaken 
a syphilitic  for  tuberculous  meningitis. 

Dr.  F.  L.  Ashton,  of  Seattle,  said  the  only  way  to 
get  the  differential  points  of  these  conditions  is  by 
experience.  We  should  make  more  spinal  punc- 
tures. It  is  not  a dangerous  procedure  if  done 
properly.  Syphilis  is  too  serious  a disease  to  let 
go  or  diagnose  at  random.  He  called  attention  to 
the  paralysis  of  rectum  and  bladder  often  found  in 
this  condition.  He  did  not  think  syphilitic  patients 
are  prone  to  lie  about  their  condition.  They  are 
simply  ignorant,  usually  because  many  of  these 
cases  are  overlooked  by  the  general  practitioner. 
A negative  blood  test  is  of  no  value  whatever. 

Dr.  Sears,  of  Portland,  emphasized  the  lack  of 
danger  attending  spinal  puncture  and  the  fact 
that  so  many  physicians  tell  their  patients  that  it 
is  dangerous. 

Dr.  Samuels,  of  Seattle,  said  he  was  specially 
interested  in  this  subject  from  an  eye  point  'of 
view.  He  always  took  it  for  granted  that  a patient 
may  have  syphilis. 

Dr.  Whiteside  said  there  is  no  disease  not  imi- 
tated by  syphilis.  We  must  remember  this  in  con- 
sidering diagnosis  and  will  often  find  syphilis  where 
we  least  expect  it. 

Dr.  Baar  said  the  luetin  test  is  easy  to  perform 
but  requires  that  the  patient  return  to  one’s  office 
every  day  for  ten  or  twelve  days  to  enable  one  to 
watch  the  reaction.  The  test  is  quite  reliable.  He 
advises  not  to  rely  on  it  as  a therapeutic  test.  The 
spinal  Wassermann  is  best  and  most  reliable.  There 
Is  no  danger  in  making  the  spinal  puncture  if  you 
watch  the  pressure.  One  positive  blood-Wasser- 
mann  is  not  reliable  but  one  positive  spinal-Wasser- 
mann  means  syphilis. 


THE  IMPROPER  MANAGEMENT  OF 
THE  ORDINARY  ACUTE  CASE  OF 
GONORRHEA  AND  A REVIEW  OF 
A FEW  PRACTICAL  POINTS  IN  DI- 
AGNOSIS  AND  THERAPEUTICS, 
IMPORTANT  BUT  COMMONLY 
NEGLECTED.* 

By  F.  L.  Ashton,  M.  D., 

SEATTLE,  WASH. 

We  physicians  realize  that  the  gonococcus  pro- 
duces one  of  the  most  common  diseases  that  the 
average  medical  man  is  called  upon  to  diagnose 
and  treat  and,  serious  though  its  results  may  be, 
there  is  no  ailment  treated  with  such  indifference, 
not  as  often  through  ignorance  as  from  neglect 
and  carelessness.  When  I mention  the  ordinary 
acute  case  of  gonorrhea,  I may  refer  to  the  mild 
case  with  few  objective  and  subjective  symptoms 
or  the  contrary.  The  infection  may  be  definitely 
localized  or  may  involve  the  entire  tract  with 
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further  extension  to  the  seminal  vescicles,  vas  and 
testicles. 

A few  remarks  on  how  gonorrhea  is  being 
treated  by  a great  many  supposedly  reputable  phy- 
sicians today  are  in  order.  Prescribing  is  done 
without  using  the  simplest  methods  for  making  a 
diagnosis.  The  same  remedies  and  methods  are 
used  for  urethral  discharges,  regardless  whether  it 
be  specific  or  non-specific,  or  whether  it  is  coming 
from  the  posterior  or  anterior  urethra.  Obtaining 
the  necessary  history  of  the  case  is  commonly 
neglected ; a microscopic  examination  of  the  dis- 
charge and  urinary  deposits  is  seldom  made,  even 
when  the  physician  is  capable  and  the  required 
instruments  available.  Important  as  is  the  micro- 
scopic examination  of  the  urine  as  applied  in  the 
three  glass  test  for  locating  the  infection,  it  is 
usually  treated  as  of  trivial  importance  and  as  a 
result  the  patient  after  the  consultation  knows  no 
more  about  his  condition  and  how  to  care  for  him- 
self than  before  visiting  the  physician.  It  is  sur- 
prising to  find  how  many  physicians  today  are 
treating  urinary  infections  on  a par  with  the  aver- 
age drug  clerk.  As  a rule  the  patient  is  allowed 
to  make  a diagnosis  and  the  physician  confirms  it. 

The  treatment  applied  usually  compares  with 
the  diagnosis.  It  seems  to  be  a popular  belief  that 
every  case  should  have  a routine  treatment,  re- 
gadless  of  the  individual  condition  confronted. 
This,  as  a rule,  is  some  local  injection,  the  same 
strength  for  every  case,  to  be  applied ^with  a small 
hand  syringe,  the  object  in  view  being  to  check 
the  discharge,  even  though  the  pus  may  be  driven 
back  into  the  bladder.  Internally  some  one  of  the 
standard  formulae  of  balsam  is  usually  prescribed. 
Here,  again,  every  case  is  supposed  to  take  a stip- 
ulated dose.  Hygiene  and  diet  seldom  receive 
attention.  Nature  being  a great  healer,  even  with 
such  unscientific  diagnosis  and  treatment  such  as 
I have  just  described,  some  patients  get  rid  of  the 
infection. 

What  I have  just  described  is  only  too  often 
true  and  I could,  if  time  would  permit,  relate  a 
great  many  more  misfortunes  that  befall  a gon- 
orrhea patient.  As  a result  of  such  diagnosis  and 
treatment,  the  majority  of  cases  remain  diseased 
indefinitely  and  we  physicians  hear  it  said  repeat- 
edly by  the  laity  that  “Dr.  A.  strung  me  along 
and  Dr.  B.  cured  me  in  a short  time.”  The  ex- 
planation is  that  Dr.  A.  took  too  much  for  granted 
and  relied  upon  what  the  patient  told  him,  while 
Dr.  B.  made  a scientific  diagnosis  and  applied  the 
required  therapy. 
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Having  reviewed  the  improper  management,  I 
will  now  emphasize  the  importance  of  a few  points 
in  diagnosis  and  treatment  that  do  not  receive 
proper  attention. 

( 1 ) A careful  microscopic  examination  of 
every  case  of  urethral  discharge  should  be  made  to 
determine  whether  it  be  specific  or  otherwise,  for 
there  are  cases  at  times  that  only  the  microscope 
can  decide  and  the  prognosis  and  treatment  de- 
pends a great  deal  upon  the  offending  organism. 
Non-specific  infections  are  far  more  common  than 
is  generally  supposed  and,  as  far  as  treatment  is 
concerned,  are  very  unsatisfactory  to  both  physi- 
cian and  patient.  I can  relate  case  after  case  in 
which  infection  has  persisted  indefinitely  after  the 
most  careful  and  conscientious  treatment. 

(2)  Failure  to  observe  exterior  infection,  for 
example,  in  the  glands  and  crypts  around  the 
frenum.  They  have  a tendency  to  bear  infection 
even  after  the  urethra  is  free  from  disease.  One 
case  I have  in  mind,  an  adult,  had  had  gonorrhea 
several  times  and  usually  treated  himself.  He  con- 
sulted me  for  an  inflammatory  condition  exterior 
to  the  urethra,  just  to  the  right  of  the  frenum,  that 
had  a tendency  practically  to  disappear  and  at 
times  to  recur.  A thorough  examination  of  the 
urethfa,  its  adnexa  and  all  available  secretions 
failed  to  show  gonococci.  The  expressed  secretion 
from  this  small  local  infection  showed  gonococci 
in  abundance.  No  treatment  was  applied  at  this 
time,  as  patient  had  to  leave  the  city.  He  returned 
nine  years  later,  stating  that  he  had  not  had  any 
urethral  infection  in  the  meanwhile  but  the  small 
nodule  that  I have  just  described  was  still  present. 
Another  microscopic  examination  was  made  of  the 
expressed  secretion  and  showed  gonococci  In 
abundance. 

(3)  The  frequency  with  which  the  posterior 
urethra  becomes  superficially  infected  and  yet  fails 
to  show  such  infection  by  the  three  glass  test  or 
by  objective  or  subjective  symptoms.  Here  is 
where  the  irrigation  treatment  gets  its  strongest 
support  in  the  treatment  of  urethral  infection.  I 
can  recall  a great  many  cases  where  I was  washing 
out  the  pendulous  part  of  the  urethra  for  an  appar- 
ent anterior  condition  without  controlling  the 
discharge,  to  have  it  stop  quite  satisfactorily  upon 
allowing  the  entire  canal  to  be  irrigated. 

TREATMENT. 

( 1 )  More  attention  should  he  given  to  inter- 
nal medication,  diet  and  hygiene  than  Is  usually 
given.  Internal  medication  is  administered  with 


one  object — to  relieve  congestion  and  to  act  as  a 
sedative  and,  therefore,  should  be  given  in  amounts 
sufficient  to  accomplish  this  purpose  either  by 
mouth  or  in  the  form  of  suppositories  per  rectum. 
I have  seen  as  little  as  five  minims  of  oil  of  santal 
prescribed  t.  i.  d.  in  very  acute  inflammation,  when 
there  should  be  from  five  to  ten  every  hour,  pro- 
viding there  is  no  special  contraindication,  until 
all  pain  or  urination  ceases  and  the  patient  is  made 
comfortable, 

(2)  Local  medication  should  not  be  resorted 
to,  as  is  so  often  done  in  the  very  acute  stage, 
when  the  canal  is  inflamed  and  the  mucous  mem- 
brane congested.  Much  better  results  can  be  ob- 
tained by  forcing  the  internal  treatment  and  pay- 
ing attention  to  the  proper  hygienic  rules  until 
the  active  inflammation  has  subsided.  Here,  again, 
I have  had  patients  consult  me  with  a very  acute 
condition,  involving  the  entire  canal  with  exten- 
sion to  the  epididymis,  who  at  the  same  time  were 
being  advised  by  the  attending  physician  to  con- 
tinue the  local  medication. 

(3)  The  fallacy  of  attempting  to  treat  a gon- 
orrheal infection  that  involves  more  than  the  an- 
terior urethra  with  a small  hand  syringe  should  be 
apparent.  If  the  patient  be  not  in  a position  to 
devise  a plan  for  irrigating  his  entire  canal,  the 
physician  would  stand  in  a much  better  light  from 
a scientific  standpoint,  if  he  trusted  to  internal 
medication  alone. 

(4)  The  attempt  to  cure  posterior  urethritis 
with  involvement  of  the  prostate  and  vescicles 
with  medicine  alone,  without  resorting  to  sys- 
tematic massage  of  the  latter  parts  is  futile.  I 
have  seen  cases  of  this  kind  time  and  again  dis- 
missed by  physicians  apparently  cured  only  to 
suffer  recurrences  later. 

For  example,  an  adult  with  acute  gonorrhea 
that  extended  to  the  prostate,  producing  symptoms 
of  prostatic  abscess,  recovered  from  the  discharge 
and  symptoms  gradually  subsided.  For  the  two 
years  following  at  varying  intervals  an  occasional 
lightning-like  pain  would  radiate  from  the  pos- 
terior urethra  to  the  end  of  the  penis  but  did  not 
alarm  the  patient  to  the  extent  of  causing  him  to 
consult  a physician.  At  the  end  of  this  period, 
after  a night  of  drinking  and  intercourse,  he  no- 
ticed a muco-purulent  discharge  that  failed  upon 
several  microscopic  examinations  to  reveal  the  gon- 
ococci. However,  the  gonococcus  was  found  a few 
days  later  in  the  massaged  secretion  of  the  prostate 
gland,  subjective  symptoms  practically  absent,  ex- 
amination of  urine  by  three  glass  test  all  cloudy 
and  full  of  debris.  Examination  of  the  prostate 
gland  per  rectum  showed  marked  evidence  of 
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chronic  infection.  Patient  made  an  uneventful 
recovery  upon  proper  treatment. 

(5)  The  use  of  one  variety  of  local  drug  too 
long  or  in  improper  strength  and  at  improper  in- 
tervals without  getting  improvement  is  to  be  con- 
demned. 

For  example,  adult  with  third  dose  of  acute 
anterior  gonorrhea.  I started  him  on  mild  per- 
manganate of  potash  irrigation.  After  a few  weeks 
treatment  without  result,  he  informed  me  that 
he  did  not  want  to  tell  me  how  to  handle  the 
case,  but  his  first  case  was  simple  and  treated  by 
a good  physician  for  several  months  with  perman- 
ganate of  potash  irrigation  without  result  and, 
upon  changing  to  silver  nitrate,  he  immediately 
recovered.  I took  his  advice  and  used  the  silver 
with  immediate  improvement.  I have  had  an 
opportunity  to  demonstrate  the  effectiveness  of  the 
silver  upon  this  patient  since. 

(6)  Dismissing  a patient  as  cured  before  ap- 
plying test  available  to  produce  a recurrence  of  the 
disease  and  without  making  a thorough  and  sys- 
tematic examination  of  all  secretions  that  can  be 
obtained  from  the  urethra  by  stripping  from  the 
prostate  and  vescicles  by  thorough  massage  and 
from  the  centrifuge  sediment  of  the  urine,  is  com- 
mon and  is  dangerous. 

(7)  Too  long  intervals  between  local  treat- 
ment, when  the  urethra  is  in  a position  to  stand 
the  sam.e  without  exaggerated  irritation,  should 
not  be  allowed. 

(8)  Importance  of  controlling  painful  erec- 
tions at  night  that  have  a tendency  to  prolong 
the  disease  when  they  can  usually  be  relieved  and 
prevented  by  not  allowing  the  bladder  to  become 
over  distended  with  urine,  or  by  application  of 
an  ice  bag  to  the  pubis  or  the  perineal  region,  or 
by  heroic  doses  of  opium  or  belladonna  given  by 
suppositories  per  rectum,  must  not  be  minimized. 

(9)  The  location  of  every  gonorrheal  infec- 
tion should  be  demonstrated  to  the  patient  before 
treatment  is  commenced,  for  very  often  the  pos- 
terior canal  is  infected  by  the  time  he  notices  the 
discharge  and  is  concerned  to  the  extent  of  con- 
sulting his  physician. 

(10)  Owing  to  the  ease  with  which  the  pos- 
terior canal  can  become  superficially  infected, 
while  yet  the  disease  as  judged  from  the  symptoms 
and  the  observation  of  the  urine  appears  to  be 
anterior,  we  are  much  too  prone  to  rely  on  irri- 
gation and  treatment  of  the  anterior  canal.  Hence, 
in  any  case  of  apparent  anterior  urethritis  that 
does  not  respond  to  such  treatment,  bladder  irri- 
gation should  be  resorted  to.  The  fallacy  of  the 


three  glass  test  and  the  apparent  absence  of  objec- 
tive and  subjective  symptoms  in  a great  many 
cases  of  posterior  infection  should  always  be  kept 
in  mind. 

DISCUSSION. 

Dr.  Whiteside,  of  Portland,  after  reviewing  the 
history  of  the  treatment  of  gonorrhea,  said  that 
the  multiplicity  of  remedies  suggested  at  various 
times  shows  that  few  or  none  of  them  are  satis- 
factory. He  emphasized  the  importance  of  avoid- 
ing local  treatment  in  acute  cases  and  the  frequent 
involvements  of  glandular  nodules  found  near  the 
frenum. 

Dr.  Baar,  of  Portland,  asked  the  author  if  he 
uses  the  complement  fixation  test  in  the  diagnosis 
of  gonorrhea,  as  he  considered  this  a very  import- 
ant aid,  particularly  in  the  more  complicated  cases. 

Dr.  Ashton  said  he  always  used  the  complement 
fixation  test,  particularly  in  doubtful  cases.  As  to 
curing  these  cases,  if  one  sees  them  early  enough, 
the  disease  can  be  easily  cured  or  worked  up.  There 
are  cases  in  which  we  have  a chronic  discharge, 
where  we  are  unable  to  find  the  gonococci. 


NON-SPECIFIC  POSTERIOR  URETHRI- 
TIS A FACTOR  IN  URINARY  DIAG- 
NOSIS AND  TREATMENT.* 

By  H.  Welland  Howard,  M.  D. 

PORTLAND,  ORE. 

Case  1.  C.  A.,  male,  age  49,  laborer,  single. 
Urinates  four  or  five  times  nightly,  infrequently 
during  day  time.  Has  suffered  thus  for  past  five 
years,  sometimes  better,  sometimes  worse.  The 
stream  is  large  and  free,  no  unpleasant  feeling  ac- 
companying except  one  of  incompletion.  Bladder 
area  has  never  been  tender;  has  had  no  complaint 
from  the  renal  region. 

Previous  history.  Gonorrhea  fifteen  years  ago, 
mild  and  promptly  recovered  from. 

Examination.  Large,  muscular  laboring  man. 
No  abnormal  physical  findings  except  those  found 
in  urinary  system.  Urine  normal  in  every  re- 
spect with  the  exception  of  one  or  two  small 
mucous  threads.  Urethra  of  normal  caliber 
throughout.  Urethroscopy  with  water  dilating  in- 
strument showed  everywhere  normal  except  in  that 
part  of  the  urethra  between  verumontanum 
and  the  internal  meatus.  Here  the  mucous  mem- 
brane was  of  a violet  hue  from  chronic  inflamma- 
tion ; it  was  moderately  thickened.  Cystoscopy 
negative.  Both  ureters  catheterized  and  normal 
urine  recovered  from  each  in  the  physiologic  man- 
ner. No  residual. 

Treatment.  Five  applications  of  5 per  cent, 
silver  nitrate  solution  to  the  above  described  area 
affected  a prompt,  complete  cure  of  his  com- 
plaint. 

Case  2.  E.  W.  K.,  male,  age  48.  Complaint 
that  of  diurnal  and  nocturnal  frequency.  The 
diurnal  has  obtained  for  the  past  twelve  years ; 

•Read  before  the  Forty-first  Annual  Meeting  of  Oregon  State 
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nocturnal  past  two  years.  He  also  states  that  the 
first  attempt  to  urinate  in  the  morning  is  often 
involuntarily  terminated  without  completion,  to 
be  completed  without  disturbance  a half  hour 
later.  Drinking  of  coffee  greatly  aggravates  his 
complaint.  The  stream  is  large  and  free  and 
not  attended  with  discomfort  except  a sense  of 
incompletion. 

Physical  examination.  Is  negative  except  as 
follows.  By  urethroscopy  with  the  water  dilat- 
ing instrument  can  be  seen  in  the  segment  of  the 
urethra  from  the  verumontanum  to  the  internal 
meatus  a swollen,  longitudinally  folded,  ede- 
matous condition  of  the  ventral  mucous  mem- 
brane. The  bladder  and  contents  are  free  from 
any  abnormality.  No  residual  urine.  Urine  en- 
tirely free  from  morphologic  elements. 

Treatment.  Five  applications  of  silver  nitrate 
Yz  per  cent,  effected  a cure. 

Case  3.  H.  R.,  male,  age  56,  farmer.  Com- 
plaint that  of  frequency,  amounting  to  two  or 
three  times  at  night  and  every  two  hours  dur- 
ing the  day  time ; sometimes  every  thirty  minutes 
during  the  day.  Stream  normal  in  every  way. 
No  history  of  stoppage  at  any  time. 

Previous  historj^  Measles  in  childhood  ac- 
companied by  cystitis.  The  cystitis  was  re- 
covered from  in  the  usual  time,  but  recurred 
several  times  at  varying  intervals.  Denies  hav- 
ing had  any  venereal  diseases. 

Examination.  Negative  in  every  respect  except 
as  follows.  In  the  segment  of  the  urethra,  be- 
tween the  cocculus  and  internal  meatus  on  the 
ventral  side,  the  mucous  membrane  appears 
atrophied  in  consequence,  making  the  sulcus  which 
obtains  here  naturally  much  deeper.  The  thinned 
mucous  membrane  is  divided  longitudinally  by 
thin  bands  resembling  bands  of  adhesions.  The 
whole  picture  is  one  of  a mucous  membrane  in 
a terminal  stage  of  a chronic  inflammation,  hav- 
ing passed  through  the  acute  swollen  stage. 
Bladder  was  negative  except  some  areas  of  slight 
trabeculation. 

Treatment.  Applied  silver  nitrate  5 per  cent, 
to  affected  areas  by  use  of  a urethraendoscope. 
Result,  no  further  complaint  since,  which  was 
six  months  ago. 

Case  4.  W.  A.,  age  60,  laborer.  Six  or 
seven  years  ago  began  to  notice  urinary  fre- 
quency as  much  as  six  to  eight  times  nightly  and 
as  many  times  during  the  day.  Later  had  a sense 
of  aching  in  the  hypogastrium,  if  he  did  not  re- 
spond promptly  to  the  call  to  urinate.  Many 
years  ago  suffered  from  pruritus  ani,  for  which 
he  found  no  relief.  Gonorrhea  when  a young 
man  and  chancre. 

Examination.  Urine  clear,  amber,  acid,  1020, 
microscopic  examination  negative.  Bladder  en- 
tirely normal  everywhere.  Patient  somewhat 
thin  and  stooped  from  hard  work.  Physical  ex- 
amination negative  everywhere  except  as  follow's: 
At  the  membrano-prostatic  juncture  a cicatrical 


band  of  large  caliber,  not  constricting  the  lumen 
of  the  urethra.  In  the  segment  of  the  urethra, 
from  the  verumontanum  to  the  internal  meatus 
upon  the  ventral  side,  the  mucous  membrane  is 
thickened,  somewhat  edematous  and  very  red. 

Treatment.  Three  applications  of  5 per  cent, 
silver  nitrate  brought  complete  recovery. 

Case  5.  T.  A.  C.,  male,  age  32,  drug  clerk. 
Complaint  that  of  imperiousness  and  frequency, 
beginning  at  about  the  age  of  14.  Slight  urethral 
discharge  at  the  age  of  18,  which  lasted  two  or 
three  weeks,  considerable  in  quantity  but  not 
yellow. 

Previous  history.  No  history  of  incidence  of 
gonorrhea  prior  to  the  onset  of  the  frequency  and 
imperiousness.  Patient  was  not  a bed-wetter  as 
a child. 

Examination.  Visible  nervousness  attributed 
by  patient  to  the  constant  annoyance  of  his  blad- 
der trouble,  but  to  it  has  been  charged  by  some 
physicians,  so  the  patient  relates,  the  frequency 
of  which  he  complains.  As  a consequence  he  has 
received  som.e  courses  designed  to  allay  his 
nervousness  and  through  it  his  bladder  trouble. 

Physical  examination  negative  except  as  fol- 
lows. In  the  segment  of  the  urethra  between  the 
verumontanum  and  the  internal  meatus  on  the 
ventral  side  the  mucous  membrane  is  greatly 
reddened,  thickened  and  thrown  into  longitudinal 
folds.  Cocculus  and  adjacent  mucous  membrane 
slightly  hyperemic.  Urine  normal,  no  residual. 

Treatment.  Two  applications  of  10  per  cent, 
nitrate  of  silver.  Two  stretchings  with  Kollwan 
dilator. 

General  symptomatology.  There  is  nothing  of 
special  interest  in  the  symptoms  save  as  by 
similarity  they  are  pathognomonic  of  other  mal- 
adies of  the  urinary  tract  and  are  of  moment 
when  reaching  a diagnosis.  As  you  will  see, 
they  are  chiefly  frequency  and  imperiousness, 
cardinal  symptoms  of  all  maladies  of  the  urinary 
tract  of  an  inflammatory  nature.  The  state  of 
the  urine,  however,  marks  the  parting  of  the 
ways  between  other  inflammatory  states  of  the 
urinary  tract  and  the  matter  in  hand.  The  urine 
in  these  reported  cases  is  always  entirely  negative. 
It  is  true  that  at  times  a small  shred  is  seen, 
but  this  on  no  account  affects  the  generalization 
that  the  urine  is  negative.  The  history  given 

by  the  patients,  taken  together  with  their  age, 
which  in  my  cases  averages  49  years,  is  strongly 
suggestive  of  hypertrophy  of  the  prostate.  There 
is  the  nocturnal  frequency,  often  coupled  with  a 
normal  frequency  during  the  day.  Residual  urine, 
however,  was  never  found. 

Cystoscopic  examination  of  the  bladder  failed  to 
show  the  slightest  change  in  the  size  or  contour 
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of  the  prostate.  Rectal  examination,  of  course, 
was  negative  in  this  respect.  I am  not  sure  that 
one  can  always  say  the  prostate  is  or  is  not 
hypertrophied  by  rectal  palpation,  but  I am  sure 
that  in  the  cystoscope  we  have  a means  of  com- 
pletely illuminating  these  cases.  It  should  be 
applied  in  all  cases  and  the  diagnosis  rest  upon 
its  findings. 

Pathology.  The  series  of  cases  here  reported 
appear  to  set  out  the  pathology  in  its  various 
manifestations.  The  change  is  purely  an  inflam- 
matory one,  but  from  what  cause  it  is  not 
definitely  known.  We  have,  on  the  one  hand, 
the  greatly  swollen,  highly  turgescent  mucous 
membrane  of  acute  inflammation  and,  on  the 
other,  the  marked  atrophy  with  cicatricial  bands 
of  chronic  inflammation.  I have  attempted  to 
find  a connection  between  it  and  bed-wetting  in 
childhood  and  adolescence  without  success.  It 
may  be  that  it  has  some  connection  with  the 
initial  changes  which  culminate  finally  in  hyper- 
trophy of  the  prostate. 

Treatment.  Thus  far  the  treatment  has  been 
both  very  simple  and  effective.  A few  applica- 
tions of  silver  nitrate  in  5 per  cent,  concentration 
at  four-day  intervals.  When  the  turgescence  has 
been  thus  removed,  the  stretching  therapy  is  ap- 
plied by  means  of  the  Kollman  dilator  in  order 
to  promote  absorption  of  submucous  infiltrate. 

The  explanation  of  the  reaction  of  the  bladder, 
namely  the  frequency  to  an  irritation  in  the 
urethra,  is  to  be  found  in  that  developmentally 
the  bladder  and  the  urethra,  as  far  as  the 
verumontanum,  but  not  including  it,  are  a single 
unit.  The  remaining  portions  of  the  urethra 
developmentally  come  from  different  sources.  The 
nerve  and  muscle  supply  of  the  bladder  and 
urethra  as  far  as  the  verumontanum  are  coex- 
tensive and  operate  under  Hilton’s  law,  by  which 
an  irritant  in  this  portion  of  the  urethra  pro- 
vokes an  expulsive  effort  of  the  bladder  and  oper- 
ates the  same  as  an  irritant  applied  in  the  bladder 
itself. 

An  understanding  of  lesions  in  this  segment  of 
the  urethra  has  been  brought  about  through  the 
service  of  the  water-dilating  urethroscope.  An 
attempt  to  examine  this  portion  of  the  urethra 
with  the  urethralendoscope  is  nearly  always  de- 
feated by  the  escape  of  urine  into  the  tube.  With 
the  water-dilating  lens  instrument  this  deficiency 
is  overcome.  On  the  contrary,  the  part  is  fully 
dilated  and  illuminated  and  beautifully  brought 
into  view. 


INFECTION  OF  THE  URINARY  TRACT 
WITH  THE  COLON  BACILLUS  AND 
THE  TREATMENT  OF  THIS 
CONDITION.* 

By  A.  C.  Behle,  M.  D. 

SALT  LAKE  CITY,  UTAH. 

For  a number  of  years  I have  been  impressed 
with  the  importance  of  the  colon  bacillus  as  the 
infective  agent  in  genitourinary  inflammations. 
The  pyogenic  properties  of  the  colon  bacillus  have 
been  questioned  by  many  authors.  Otto  Hess 
made  a number  of  experiments  on  rabbits  to  de- 
termine their  pus-producing  qualities.  He  in- 
jected a pure  culture  into  the  pelvis  of  the 
kidney  and  at  the  same  time  narrowed  the  ureter 
to  produce  stasis.  In  a few  days  suppuration 
was  produced  in  the  kidney  pelvis,  and  also  in 
the  kidney  substance.  Abscesses  were  also  pro- 
duced in  muscle  by  the  injection  of  a pure  cul- 
ture. Empyema  and  pericarditis  were  caused  by 
cultures  injected  into  these  serous  cavities.  Fatal 
general  septicemia  from  the  colon  bacilli  has  been 
reported  by  different  authors. 

Since  these  bacteria  are  normal  habitants  in 
the  colon,  when  do  they  produce  infection?  The 
mere  introduction  of  colon  bacilli  into  the  genito- 
urinary tract  is  not  sufficient  to  produce  an  infec- 
tion. Urinary  stasis  and  traumatism  must  be 
added. 

Billings  states  that  fifty  per  cent,  of  the  in- 
fections of  the  urinary  tract  are  due  to  the  colon 
bacillus.  Lenhartz,  in  eighty  patients  with  pye- 
litis, found  that  the  colon  bacillus  was  the  only 
organism  present  in  sixty-six  cases — naniely 
seventy-five  per  cent.  I can  safely  state  that  in 
fully  one-half  of  the  cases  of  cystitis  which  have 
come  under  my  observation,  the  colon  bacillus 
was  present  alone  or  in  a mixed  infection. 

The  routes  of  invasion  are  three. 

By  the  blood-stream,  the  route  by  which  most 
primary  infections  occur.  This  is  sometimes  re- 
ferred to  as  a hematogenous  or  a descending  in- 
fection. 

Through  the  urinary  tract.  This  is  the  com- 
mon route  of  secondary  infection.  It  is  often 
referred  to  as  a urogenous  or  as  an  ascending 
infection. 

Direct  transmission  from  the  colon  to  the 
kidney  by  way  of  the  lymphatics. 

The  colon  bacilli  may  be  introduced  into  the 
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bladder  by  instruments.  Either  the  instruments 
are  not  properly  sterilized  or  the  organisms  may 
be  present  in  the  normal  urethra  of  either  male 
or  female.  Baisch  has  shown  that  the  female 
who  has  been  confined  to  her  bed  for  some  time 
has  a special  tendency  to  the  presence  of  colon 
bacilli  in  the  urethra.  The  ease  with  which  a 
cystitis  develops  in  a prostatic  hypertrophy  with 
residual  urine,  or  in  an  old  stricture  of  the 
urethra  with  retained  urine  after  catheterization, 
is  known  to  all  of  us.  Bacteria  can  be  picked  up 
from  the  alimentary  canal  by  the  blood-stream 
and  then  be  carried  to  the  kidney,  into  the  urine 
and  then  to  the  bladder,  the  so-called  descending 
infection.  The  bacteria  may  ascend  from  the 
urethra,  especially  in  wom.en  because  of  the 
anatomic  condition,  into  the  bladder  and,  where 
the  ureteral  openings  in  the  bladder  are  insuf- 
ficient, ascend  to  the  kidney,  the  so-called  ascend- 
ing infection.  The  frequency  of  colon  infec- 
tions in  pregnancy  and  in  childhood,  especially  in 
girls,  points  to  the  ascending  mode  of  infection. 
The  short  female  urethra  and  the  fact  that  after 
bowel  evacuations  the  cleansing  is  from  behind 
does  not  account  for  all  cases,  because  infection 
is  not  infrequent  in  boys.  Goppert  found  10 
per  cent,  of  the  cases  in  boys.  That  nursing 
babies  are  not  more  frequently  infected  is  peculiar, 
as  they  often  lie  for  hours  in  dirty  diapers,  of- 
fering abundant  opportunity  for  infection  of  the 
urethra  with  the  colon  bacilli.  The  ascending  of 
bacteria  from  the  urethra  into  the  bladder  under 
ordinary  conditions  most  certainly  does  not  occur. 

A urinary  stasis  always  favors  the  development 
of  any  colon  bacilli  which  may  be  present  in  the 
urinary  tract.  Overdistention  of  the  ureters  can 
produce  a paralysis  and,  as  a result,  a wide  com- 
munication between  the  bladder  and  the  kidney. 
Normally  the  closure  of  the  ureteral  openings 
and  the  energetic  flowing  of  the  ureteral  stream 
when  open  prevents  bacteria  from  ascending. 
Under  certain  circumstances  an  antiperistaltic 
wave  may  be  present,  favoring  infection. 

Anatomic  studies  of  recent  years  have  shown 
that  the  lymph-channels  of  the  ureters  directly 
communicate  with  the  pelvis  of  the  kidney  and  the 
bladder.  It  has  been  shown  that  in  any  acute 
infection  of  the  bladder  the  lymph-vessels  of  the 
ureter  were  infiltrated,  while  the  mucous  mem- 
brane of  the  ureters  was  only  very  slightly,  if 
at  all,  affected.  Many  authors  have  concluded 
that  this  lymphatic  communication  is  the  course 


of  ascending  infections  and  not  through  the  lumen 
of  the  ureters. 

We  must  acknowledge  that  an  ascending  colon 
infection  from  the  urethra  into  the  bladder  can 
occur  without  instrumentation.  This,  however, 
is  certainly  not  the  rule. 

A slight  intestinal  disturbance,  as  in  constipa- 
tion for  a few  days,  favors  the  wandering  of 
bacteria  into  the  lymph-channels.  Here  they  are 
carried  to  the  kidney  and  are  then  thrown  out 
with  the  urine.  Should  there  be  an  obstruction 
to  the  outflow  of  urine  from  the  bladder,  as  in 
urethral  stricture  or  a prostatic  hypertrophy,  and 
then  instrumentation  or  injury  from  a stone,  a 
cystitis  is  very  apt  to  occur.  Hydronephrosis, 
due  to  obstruction  of  the  outflow  of  urine  through 
the  ureter  from  kinking  or  from  stone,  favors 
infection,  as  also  do  tumors  of  the  pelvis  or 
congenital  malformations  which  compress  the 
ureter. 

No  age  is  exempt  from  infection.  The  right 
kidney,  because  of  the  fact  that  movable  kidney 
is  more  frequent  on  the  right  side;  because  of  the 
tendency  of  the  pregnant  uterus  to  gravitate  to 
the  right  side;  because  the  lymph-channels  from 
the  cecum  and  appendix  pass  over  the  right 
kidney  capsule,  is  more  frequently  infected  than 
the  left.  It  has  been  shown  that  one  kidney  has 
often  a greater  tendency  to  throw  out  bacteria 
than  the  other.  This  accounts  for  the  one-sided 
infection. 

Many  cases  show  no  symptoms  and  are  not 
recognized  until  the  urinalysis  shows  pus  present. 
Many  cases  are  chronic,  yet  symptoms  may  be 
very  acute  and  stormy,  as  shown  by  vomiting, 
chills,  high  fever  and  all  indications  of  an  acute 
infection. 

The  diagnosis  is  easy  from  the  urinalysis.  The 
reaction  of  the  urine  is  always  acid.  You  may 
be  deceived  if  there  be  acute  retention  and  your 
urinary  specimen  comes  only  from  the  kidney  of 
one  side.  You  must  decide  as  to  whether  the 
pus  comes  from  the  bladder  alone  or  also  from 
the  kidney.  You  can  only  determine  this  ac- 
curately by  a cystoscopic  examination  and  a 
ureteral  catheterization.  In  this  way  you  can 
decide  as  to  whether  one  or  both  kidne5'^s  are  in- 
volved. With  children  the  cystoscope  is  very 
hard  to  use  and  with  infants  it  is  impossible.  The 
rule  is,  that  in  children  the  pelvis  of  the  kidney 
is  involved  with  the  bladder  and  the  kidney 
itself  seldom  involved.  The  presence  of  casts 
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should  indicate  that  the  kidney  is  involved  in 
the  process. 

In  all  acute  and  subacute  infections  of  the 
urinary  tract  many  conditions  must  be  dif- 
ferentiated. All  abdominal  pathology,  pulmon- 
ary conditions,  malaria  (especially  where  one  at- 
tack after  another  takes  place),  rheumatic  af- 
fections must  be  excluded.  A careful  urinalysis 
in  every  case  will  greatly  assist  in  arriving  at  a 
correct  diagnosis.  In  kidney  infections  we  find 
tenderness  at  the  costovertebral  angle  which  is 
called  Brewer’s  point.  Tenderness  in  this  loca- 
tion is  also  nicely  brought  out  by  Murphy’s  “fist 
percussion.” 

Children  in  urinary  infections,  even  in  a few 
days,  look  remarkably  pale.  The  pulse  is  low  in 
proportion  to  the  temperature.  There  is  a 
leucocytosis  of  12,000  to  25,000.  In  the  begin- 
ning the  urine  is  diminished,  especially  if  the 
ureter  of  the  infected  kidney  be  obstructed  with 
pus.  Later  a polyuria  is  present.  In  young 

children  bed-wetting  is  frequent.  Frequently 
there  is  a history  of  intestinal  disturbance. 
Trumpp  found,  in  seventeen  children  with  follicu- 
lar enteritis,  the  colon  bacillus  in  the  urine  in 
fourteen  cases.  Respiratory  diseases  and  measles 
are  frequently  forerunners  of  urinary  infections. 
Chilling  of  the  surface  of  the  body  acts  very  un- 
favorable on  the  urinary  tract.  I have  noticed 
for  years  that  in  the  fall,  when  cool  weather  be- 
gins, cases  of  C5'stitis  are  very  much  more  common. 

Thirty  per  cent,  of  all  pregnant  women  have 
dilated  ureters  and  dilated  kidney-pelves,  hence 
a history  of  a previous  pregnancy  is  very  im- 
portant. Braasch  in  his  book  on  pyelography 
states  that  “the  etiologic  factor  in  hydronephrosis 
and  consequent  pyelitis,  found  in  pregnancy,  is 
due  to  the  pressure  on  the  ureter  by  the  uterus 
and  may  be  inferred  from  the  pyleoureterogram.” 
He  also  states,  “It  appears  that  in  practically 
every  case  of  pyelitis  with  pregnancy  the  inter- 
ference with  drainage  and  urinary  retention  is 
the  cause  of  the  infection.” 

Newly  married  females  are  predisposed  to  in- 
fection, probably  from  injuries  to  the  urethral 
meatus. 

There  is  a relationship  between  the  amount  of 
pus  present  in  the  urine  and  the  amount  of  albumin. 
According  to  Kelly  and  Burnam,  Goldberg  was 
the  first  to  work  this  out,  80,000  to  100,000  pus 
cells  producing  1 per  cent,  of  albumin.  Above  1 


per  cent,  of  albumin  always  indicates  a renal 
source  of  pus. 

Pyelitic  processes  often  flare  up  at  the  time  of 
menstruation.  Hyperemia  of  the  pelvic  organs 
and  swelling  of  the  bladder  mucosa  is  said  to  be 
responsible. 

There  are  many  remedies  for  the  treatment  of 
colon  infection  of  the  urinary  channels.  In  the 
majority  of  cases  we  can  control  the  infection  by 
internal  medication.  Among  the  many  remedies 
I will  place  salol  and  hexamethylenetetramine, 
either  alone  or  in  combination,  in  the  first  rank. 
The  combination  of  salol  with  boric  acid  I have 
found  of  especial  value.  The  benzoate  of  sodium 
combined  with  urotropin,  of  each  three  grains,  is 
also  very  beneficial. 

Sometimes  it  is  well  at  first  to  thoroughly  alka- 
linize  the  urine  with  potassium  citrate,  grains 
fifteen  every  four  hours,  then  follow  by  hexamethy- 
lenetetramine, grains  five,  every  four  hours.  A 
markedly  acid  condition  of  the  urine  restricts  bac- 
terial growth.  It  is  well  not  to  continue  with  one 
remedy  too  long,  as  the  bacteria  seem  to  accustom 
themselves  to  the  antiseptic  qualities.  It  is,  there- 
fore, necessary  to  change  from  time  to  time.  Free 
drinking  of  fluids  must  be  encouraged  to  flush  out 
the  kidneys.  These  remedies  are  not  specific  and 
all  cases  will  not  subside.  The  underlying  cause 
should  be  sought  and  removed. 

Autogenous  vaccines  will  help  in  many  cases. 
Use  them  in  increasing  doses  but  do  not  be  sur- 
prised if  the  bacteria  continue  present,  for  the 
reason  that  the  bacteria  can  only  succumb  in  this 
way  in  the  living  tissue,  while  those  already  pres- 
ent in  the  urine  are  not  influenced.  Let  the  patient 
lie  on  the  unaffected  side  in  pregnancy  to  favor 
drainage  from  the  ureters. 

After  having  tried  these  methods  and  the  in- 
fection is  still  present,  we  must  then  resort  to  the 
ureteral  catheters.  By  this  means  we  have  a 
splendid  way  of  combatting  the  infection,  as  we 
can  secure  drainage,  and  very  quickly  the  pain,  the 
high  fever,  the  enlarged  and  painfully  compressed 
kidney  will  subside.  It  is  really  surprising  how 
quickly  the  symptoms  will  subside.  Gentle  irriga- 
tion can  be  combined  with  the  drainage.  Use  the 
gravity  method  so  as  to  cause  no  pain  or  injury  to 
the  kidney.  The  use  of  the  hand  syringe  is  too  un- 
certain as  to  the  pressure  used,  although,  if  a small 
ureteral  catheter  be  employed,  the  fluid  can  escape 
along  the  side  of  the  catheter. 

My  preference  for  the  irrigation  fluid  is  the 
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solutions  of  silver  salts.  Argyrol  and  collargol 
have  given  me  the  best  results.  Do  not  use  them 
too  weak.  I have  used  a weak  solution  of  lysol 
in  some  cases  with  good  results.  A 2 per  cent, 
solution  of  aluminum  acetate  has  been  advised.  I 
have  not  used  it  as  yet,  although  Koll  claims  it  to 
be  a specific. 

The  catheter  can  be  used  as  a permanent  drain- 
age of  the  kidney  pelvis.  Albaran  has  left  it  in 
place  thirty  days.  Brongersma  has  drained  the 
kidney  118  days  with  good  results.  The  catheter 
was  exchanged  every  ten  days.  Roth ‘stated  that 
in  many  hundred  cases  observed  in  the  Casper 
clinic,  where  this  method  of  drainage  was  used, 
there  has  never  occurred  an  infection  in  the  other 
kidney.  Unfortunately,  in  small  children,  we  can- 
not use  the  ureteral  catheterization  and  drainage. 

Obstruction  of  the  ureter  causing  stasis  must  be 
corrected.  It  is  surprising,  since  the  extensive  use 
of  pyelography,  how  frequent  these  cases  are  found. 
Pyelography  is  a valuable  aid  to  our  diagnostic 
method. 

Should  these  methods  fail  to  correct  the  infec- 
tion, we  must  then  resort  to  operative  measures. 
Certainly  it  will  be  only  a small  percentage  of  cases 
that  will  need  such  radical  measures.  Exact  in- 
vestigation with  the  cystoscope,  ureteral  catheter- 
izations, functional  methods  of  testing  the  kidneys 
must  be  carried  out  in  every  case  before  resorting 
to  operative  measures.  Suspicion  of  stone  requires 
the  Roentgen  ray,  but  do  not  be  deceived  by  a 
negative  x-ray  finding,  as  it  is  sometimes  most  diffi- 
cult to  detect  a stone.  To  decide  that  no  stone  is 
present  because  the  x-ray  plate  does  not  show  it 
will  lead  to  grave  mistakes. 

If,  upon  exploring  the  kidney,  extensive  changes 
are  found  in  the  kidney  substance,  a nephrectomy 
will  be  necessary,  whereas  in  slight  changes  in  the 
kidney  a nephrotomy  with  drainage  for  several 
weeks  will  suffice.  Israel  has  seen  multiple  ab- 
scesses clear  up  by  drainage  where,  because  of  im- 
pairment of  the  other  kidney,  the  kidney  was  not 
removed.  We  must,  therefore,  be  slow  in  sacri- 
ficing a kidney. 

Strictures  of  the  ureter  and  malpositions  of  the 
kidney  can  be  corrected.  Some  cases  of  urinary 
stasis  have  been  shown  to  be  due  to  an  abnormally 
movable  kidney  and  a proper  nephropexy  will  cor- 
rect the  stasis.  Look  for  abnormal  blood-vessels, 
as  they  are  so  often  responsible  for  ureteral  nar- 
rowing. If  found,  tie  them  off  and  sever  them.  A 
stenosis  of  the  ureter  in  the  pelvis  can  often  be 


dilated  by  sounds  in  increasing  sizes.  I have  re- 
cently had  such  a case.  An  abscess  of  the  kidney 
may  break  through  into  the  perirenal  tissue  and 
produce  a perinephritic  abscess.  Draining  this 
abscess  may  restore  the  kidney  to  its  normal  func- 
tion. 

CONCLUSIONS. 

( 1 ) The  colon  infection  of  the  genitourinary 
tract  is  usually  a mild  form  of  infection  and  will 
clear  up  under  appropriate  treatment. 

(2)  Ureteral  catheterization  will  bring  marked 
results  in  cases  resisting  medicinal  treatment. 

(3)  Malpositions  of  the  kidney  and  abnormal 
blood-vessels  causing  ureteral  stricture  are  found 
to  be  more  frequent  than  formerly  supposed. 

(4)  Before  operating  a thorough  functional 
test  of  the  separate  kidneys  must  be  made. 

(5)  Pyelography  is  becoming  a valuable  aid  in 
diagnosing  ureteral  stricture  and  malposition  of 
the  kidney. 

THE  MODERN  CYSTOSCOPE. 

By  Loyd  Thompson,  Ph.  B.  M.  D. 

HOT  SPRINGS,  ARK. 

Visiting  Urologist  to  St.  Joseph’s  Infirmary,  Physi- 
cian to  the  Syphilis  Clinic,  Government 
Free  Bath  House. 

Without  doubt  one  of  the  most  useful  instru- 
ments in  the  whole  field  of  medicine  is  the  modern 
cystoscope.  This  instrument,  w'ith  its  small  cali- 
ber, its  smooth,  round  surface,  its  cold  light  and 
its  irrigating  attachments,  while  a direct  descend- 
ant of  the  one  which  Nitze  produced  in  1878,  is 
a far  cry  from  that  heavy,  cumbersome  instrument, 
with  its  large  bore  and  hot  light. 

There  are  a number  of  instruments,  both  for- 
eign and  domestic,  on  the  market  today,  each  hav- 
ing its  exponents,  and  each  laying  claim  to  su- 
periority in  one  or  more  particular  respects.  The 
wmiter  feels  that  to  a great  extent,  at  least,  the 
claims  to  superiority  for  various  cystoscopes  by 
different  cystoscopists  are  due  not  so  much  to  the 
superiority  of  the  instruments  as  to  the  fact  that 
they  are  the  ones  with  which  the  individual  work- 
ers have  become  most  familiar. 

The  uses  to  which  the  cystoscope  may  be  put 
are  broadly  divided  into  diagnostic  and  therapeutic. 
As  a diagnostic  agent  it  is  invaluable  in  diseasesd 
conditions  of  the  bladder.  By  its  use  a clear  pic- 
ture of  the  interior  of  this  viscus  may  be  obtained 
and  pathologic  conditions  diagnosticated  with  ease 
and  certainty.  Probably  the  most  important  ab- 
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normal  bladder  condition  which  the  cystoscope  re- 
veals is  intravesicular  tumors.  These  new  growths 
may  be  either  benign  or  malignant  and,  while  it  is 
usually  not  possible  to  distinguish  them  with  the 
cystoscope  alone,  the  age  of  the  patient,  his  gen- 
eral condition  and  other  clinical  evidence  should 
be  borne  in  mind.  A portion  of  the  tumor  can 
usually  be  removed  through  the  cystoscope  ana 
should  be  done,  when  possible,  for  laboratory  diag- 
nosis. 

The  various  inflammatory  conditions  of  the 
bladder  can  be  readily  differentiated  with  the 
cystoscope.  While  acute  cystitis,  especially  gon- 
orrheal, is  usually  considered  a contraindication  of 
cystoscopy,  it  is  often  desirable  to  determine 
whether  or  not  this  condition  is  localized.  Chronic 
inflammation  of  the  bladder  is  revealed  by  a typical 
picture  of  distended  vessels,  ecchymosis  and  some- 
times ulcers;  in  tuberculous  cystitis  the  usual  find- 
ing of  an  area  of  severe  inflammation  which  shows 
granulations  and  ecchymosis.  Sometimes  small 
grayish  tubercles  are  seen  scattered  here  and  there 
over  the  surface  of  the  lining  membrane. 

VTsicular  calculus  is  a comparatively  frequent 
cystoscopic  finding.  Of  course,  this  condition  may 
be  diagnosticated  with  more  or  less  certainty  in 
most  cases  from  the  clinical  history,  by  intravesical 
palpation,  with  the  Thompson  stone  searcher  and 
by  the  x-ray,  but  in  certain  cases,  such  as  encysted 
calculus,  diverticula  in  which  the  stone  is  lodged, 
etc.,  these  methods  fail,  and  the  cystoscope  comes 
to  the  ph3’sician’s  aid. 

Enlarged  prostate,  w'hile  usually  revealed  by 
rectal  palpation,  may  be  better  appreciated  by 
means  of  the  cj^stoscope.  Other  rarer  bladder  con- 
ditions, which  are  revealed  only  by  the  cystoscope 
or  by  exploratory  incision,  are  varicose  veins  of 
the  bladder  wall,  diverticula  of  the  oladder,  ab- 
normalities of  the  position  and  contour  of  the 
ureteral  openings,  and  congenital  cv'stic  protrusions 
of  the  ureteral  wall. 

Useful  as  is  the  cj'stoscope  in  the  diagnosis  of 
pathologic  bladder  conditions,  its  sphere  of  useful- 
ness is  greater  in  diagnosing  lesions  of  the  upper 
urinary  tract,  the  ureters  and  kidneys.  While 
considerable  information  may  be  gained  concern- 
ing pathologic  conditions  of  the  ureters  and  kidneys 
by  mere  inspection  through  the  cystoscope,  more 
can  usually  be  learned  by  ureteral  catheterization. 

By  inspection  may  be  determined  whether  or  not 
urine  is  flowing  from  both  ureters,  and  the  source 
of  blood  or  pus,  that  is,  whether  or  not  it  is  coming 


from  either  ureter.  By  ureteral  catheterization 
may  be  determined  the  nature  of  pus  which  may 
be  coming  from  the  opening,  the  location  of  the 
lesion  and  the  nature  of  the  infecting  organism. 

The  diagnosis  of  renal,  and  especially  ureteral 
calculi,  is  very  materially  aided  by  ureteral  cathe- 
terization ; first,  by  determining  from  which  ureter 
if  either  blood  is  being  passed;  second,  by  the 
catheter  meeting  an  obstruction  in  the  ureter;  and, 
third,  by  having  a radiograph  made  with  a suitable 
catheter  in  the  ureter.  Not  infrequently  after  this 
procedure  supposed  ureteral  calculi  are  found  to 
be  phleboliths  or  some  foreign  substance  at  con- 
siderable distance  from  the  ureter. 

Tuberculosis  of  the  kidney  may  be  determined 
by  finding  tubercle  bacilli  by  microscopic  examina- 
tion of  urine  obtained  by  ureteral  catheterization, 
or  by  the  inoculation  of  a guinea  pig  with  the 
same.  This  is  of  the  utmost  importance,  as  often 
only  one  kidney  is  involved  and  it  may  be  removed, 
restoring  the  patient  to  health. 

In  the  diagnosis  of  hydronephrosis  the  use  of  the 
ureteral  catheter  is  of  the  utmost  importance.  In 
this  condition  there  is  usually  no  difficulty  met 
with  in  passing  the  catheter  until  the  uretero-pelvic 
juncture  is  reached,  when  there  is  some  resistance. 
Before  the  catheter  has  reached  the  pelvis  the  flow 
of  urine  is  slight  or  absent  but  in  hydronephrosis, 
after  the  catheter  has  passed  into  the  pelvis,  there 
is  a steady  drip. 

Probably  the  most  important  role  of  ureteral 
catheterization  is  that  played  in  connection  with 
renal  functioning  tests,  the  phloridzin,  the  pheno- 
sulphonephthalein  and  the  estimation  of  urea.  ‘ By 
these  tests  may  be  determined  with  great  accuracy 
the  actual  functionating  ability  of  each  kidney. 

In  the  realm  of  treatment  of  urinary  diseases 
the  cystoscope  ranks  second  only  to  its  diagnostic 
importance.  With  such  instruments  as  the  Brown 
and  the  Bransford  Lewis  operating  cystoscopes 
many  diseased  conditions,  not  only  of  the  bladder 
but  of  the  kidneys  and  ureters  as  well,  may  be 
treated  most  successfullv.  Certain  types  of  vesicu- 
lar tumors  may  receive  treatment  through  the 
C3’stoscope,  either  by  removing,  by  cutting  with 
the  small  scissors  provided  with  some  operating 
cystoscopes  or  a wire  loop,  or  by  the  application  of 
the  high  frequency  current.  Vesicular  calculi,  'f 
of  small  size,  may  be  removed  through  the  C3^sto- 
scope  or,  even  if  of  considerable  dimensions,  may 
be  removed  after  first  crushing  with  a lithotrite. 

One  of  the  most  brilliant  results  which  may 
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be  obtained  with  the  cystoscope  is  the  removal  of 
ureteral  calculi.  If  these  are  within  two  or  two 
and  one-half  inches  of  the  ureteral  orifice,  they  may 
sometimes  be  removed  by  the  use  of  small  flexible 
forceps.  The  first  surgeon  to  successfully  perform 
this  operation  w'as  Dr.  Bransford  Lewis  by  the  use 
of  his  operating  cystoscope.  If  the  calculus  be  too 
high  up  to  be  reached  with  the  forceps,  it  will 
often  pass  by  dilating  the  low'er  end  of  the  ureter 
and  injecting  some  bland  ointment,  such  as  liquid 
albolene,  through  a ureteral  catheter. 

In  chronic  catarrhal  inflammation  of  the  pelvis 
of  the  kidney  much  good  may  often  be  obtained  by 
the  injection  of  the  pelvis  with  a weak  antiseptic 
solution,  such  as  5 per  cent,  argyrol,  through  a 
ureteral  catheter. 

In  temporary  blocking  of  the  urine  due  to 
twisted  ureter  or  floating  kidney,  it  may  be  ex- 
pedient to  resort  to  ureteral  catheterization  to  re- 
lieve the  condition.  Very  often  in  certain  abdomi- 
nal and  pelvic  operations  the  ureteral  catheter  in 
place  may  be  of  the  greatest  service  as  a landmark. 

Cystoscopy  in  the  hands  of  an  amateur  may  be- 
come worse  than  useless  and  naturally  even  in  the 
hands  of  an  expert  it  has  its  contraindications  and 
limitations.  In  acute  inflammatory  conditions  of 
the  urethra  the  introduction  of  the  cystoscope 
might  be  attended  with  dire  results  by  extending 
the  infection  to  the  bladder,  the  ureters  or  even  the 
kidneys. 

Of  course  cystoscopy  is  dependent  upon  the  size 
of  the  urethra  through  which  the  cystoscope  must 
pass,  and  is  further  limited  by  the  caliber  of  the 
instrument.  The  size  of  the  different  prominent 
cystoscopes  varies  from  18  to  26  French.  Fre- 
quently in  certain  stricture  cases,  where  it  is  desir- 
able to  perform  cystoscopy,  it  is  necessary  to  first 
dilate  the  urethra. 

To  sum  up,  the  modern  cystoscope  in  the  hands 
of  one  skilled  in  its  use  has  become  a means  of 
correctly  diagnosing  nearly  all  pathologic  bladder 
conditions,  including  abnormalities  in  contour, 
tumors,  inflammations,  and  calculi;  ureteral  condi- 
tions, such  as  calculi,  inflammations,  twists  and 
kinks;  many  kidney  conditions,  as  lessened  func- 
tionating powers,  calculi,  hydronephrosis  and 
pyonephrosis,  tuberculosis,  etc. ; and  in  the  realm 
of  therapeutics  it  is  useful  in  the  removal  of  vesicu- 
lar tumors  and  calculi  from  all  portions  of  the 
urinary  tract,  in  the  treatment  of  chronic  catarrhal 
inflammation  of  the  renal  pelvis,  and  for  furnishing 
a landmark  in  certain  abdominal  and  pelvic  opera- 
tions. 


THE  RULES  GOVERNING  THE  COM- 
MITMENT OF  PERSONS  TO  THE 
STATE  MENTAL  HOSPITAL.* 

By  D.  H.  Calder,  M.  D., 

PROVO,  UTAH. 

Application  for  admission  of  a patient  to  the 
State  Mental  Hospital  shall  be  made  to  the  judge 
of  the  district  court  within  the  district  in  which 
the  applicant  resides.  The  application  for  admis- 
sion to  the  hospital  shall  be  made  in  the  form  of 
an  information,  duly  verified,  alleging  that  the 
person  in  whose  behalf  the  application  is  made 
is  believed  by  the  informant  to  be  insane,  and  a 
proper  person  for  care  and  treatment  at  the  mental 
hospital ; that  such  person  is  found  in  the  county 
and  has  a residence  therein,  if  such  is  known  to 
be  the  fact,  and,  if  such  residence  is  not  in  the 
county,  alleging  where  it  is,  if  known,  or  where 
it  is  believed  to  be  if  the  informant  is  advised  on 
the  subject. 

On  the  filing  of  such  information,  the  district 
judge  of  the  county  in  which  said  person  resides, 
if  a resident  of  the  state,  and  if  a non-resident  of 
the  state,  then  the  district  judge  of  the  county  in 
which  such  person  shall  be  found,  may  examine 
the  informant  under  oath;  and,  if  satisfied  there 
is  reasonable  cause  therefor,  shall  at  once  investi- 
gate the  grounds  thereof.  For  this  reason  he  may 
require  the  person  for  whom  such  admission  is 
sought,  to  be  brought  before  him,  and  may  issue 
his  warrant  therefor  to  the  sheriff  or  any  con- 
stable of  the  county. 

The  sheriff  may  provide,  at  the  expense  of  the 
county,  for  the  suitable  custody  of  such  person 
until  the  investigation  shall  be  concluded. 

If  the  judge  shall  be  of  the  opinion,  from  such 
preliminary  inquiries  that  he  may  make,  that  the 
presence  of  the  person  in  whose  behalf  the  appli- 
cation is  made  would  probably  be  inexpedient,  he 
may  dispense  with  his  presence. 

In  the  examination  testimony  for  and  against 
the  applicant  must  be  heard.  Any  citizen  of  the 
county,  or  any  relative  of  the  person  for  whom 
application  is  made,  may  appear  and  resist  the 
application,  and  the  parties  may  appear  by  counsel 
if  they  so  elect. 

The  district  attorney  must  represent  the  state 
in  such  examination,  and  if,  in  his  opinion,  the 
person  alleged  to  be  insane  is  not  a proper  person 
for  care  and  treatment  at  the  hospital,  he  must 
resist  the  application. 

•Read  before  the  Twenty-first  Annual  Meeting  of  Utah  State 
Medical  Association,  Salt  Lake  City,  Utah,  Sept.  28-29,  1916. 
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The  judge  shall  cause  to  appear  before  him  two 
practising  physicians,  before  whom  the  examina- 
tion shall  be  conducted.  After  a careful  hearing 
of  the  testimony  and  a personal  examination  of 
the  person  alleged  to  be  Insane,  the  physicians  shall 
certify  on  oath  whether  or  not  the  person  is  insane, 
whether  the  case  is  of  recent  or  curable  character, 
whether  the  person  has  a homicidal,  suicidal  or 
incendiary  mania,  or  whether  he  would  be  dan- 
gerous, if  at  large,  to  the  property  of  the  com- 
munity in  which  he  may  live. 

In  connection  with  their  examination  the  phy- 
sicians shall  endeavor  to  obtain  from  the  relatives, 
or  from  others  who  may  know  the  facts,  correct 
answers  as  far  as  possible  to  the  interrogatories 
of  the  certificate  that  must  be  propounded  in  such 
cases. 

On  return  of  the  physicians’  certificate  the  judge 
shall,  as  soon  as  practicable,  conclude  his  Investi- 
gations and  shall  find  whether  the  person  alleged 
to  be  insane  is  insane,  whether  if  insane  he  is  a 
proper  person  for  care  and  treatment  at  the  mental 
hospital ; and  whether  the  residence  of  such  person 
is  in  such  county,  and  if  not  in  such  county  where 
it  is,  if  ascertainable. 

If  he  finds  such  person  is  not  insane  he  shall 
order  his  immediate  discharge.  If  he  finds  such 
person  insane,  and  a proper  person  to  receive  care 
and  treatment  at  the  hospital,  he  shall  order  such 
person  to  be  committed  to  the  hospital,  except 
as  herein  provided : That  no  simply  feeble-minded 
person,  purely  senile  dement,  person  in  an  uncon- 
scious condition,  infant,  child  under  ten  years  of 
age,  nor  person  suffering  from  a contagious  disease, 
shall  be  considered  a proper  person  for  care  and 
treatment  at  the  mental  hospital. 

In  case  a person  committed  to  the  State  Mental 
Hospital  shall  be  possessed  of  property  sufficient 
to  pay  any  part  of  the  costs  of  maintenance,  a 
guardian  for  said  person  shall  be  appointed,  and 
shall  give  a good  and  sufficient  bond,  payable  to 
the  Board  of  Insanity,  agreeing  to  pay  in  advance 
the  sum  of  $45.00  per  quarter  for  care  and  main- 
tenance, and  in  addition  to  supply  necessary  cloth- 
ing. Such  bond  must  be  approved  by  the  district 
judge.  When  the  property  in  possession  of  the 
guardian  subject  to  sale  shall  be  exhausted,  the 
district  judge  shall  give  notice  thereof  to  the 
Board  of  Insanity,  and  thereafter  the  state  shall  be 
liable  for  the  costs  of  the  care  and  maintenance 
of  the  patient. 

Not  infrequently  are  some  of  the  excepted  class 


committed.  This  Is  especially  true  of  the  purely 
senile  type  who  do  not  rightfully  belong  in  the 
institution.  In  some  Instances  their  commitment 
is  clearly  from  a desire  on  the  part  of  the  relatives 
to  shift  the  responsibility  of  their  care  upon  the 
state.  This  is  unfair,  not  only  to  the  patient  but 
equally  so  to  the  state,  and  some  of  the  patients 
have  resented  It.  The  responsible  parties  should 
be  compelled  to  keep  such  persons  at  their  own 
homes  or  at  their  county’s  infirmary. 

The  general  concept  or  idea  of  insanity  had 
Its  origin  more  than  a hundred  years  ago,  and 
with  the  majority  of  people  this  idea  still  prevails. 
In  this  respect,  at  least,  they  are  living  In  the  day 
of  a century  past,  with  no  apparent  inclination 
toward  awakening  therefrom. 

The  commitment  of  a person  to  a mental  hos- 
pital is  a serious  undertaking.  It  imposes  a grave 
responsibility  upon  the  part  of  the  physician  and 
requires  caution  and  good  judgment.  The  phy- 
sician should  act  only  as  the  adviser  In  the  prem- 
ises. He  should  never  assume  the  responsibility 
of  the  commitment  of  the  patient.  This  respon- 
sibility should  devolve  entirely  upon  the  relatives 
or  legal  representative  of  the  patient. 

The  examination  of  patients  suffering  from 
mental  maladies  cannot  be  conducted  in  a routine 
manner,  as  usually  obtains  in  other  forms  of  ill- 
ness. A great  amount  of  patience  and  persever- 
ance is  required  in  the  examination  of  mental  cases, 
and  allowances  should  be  made  for  their  whims 
and  caprices.  The  fact  must  not  be  overlooked 
that  the  present  psychoses  exist  in  a person  for- 
merly sane;  that  it  did  not  suddenly  fall  from 
the  sky  above,  nor  yet  rise  from  his  satanic  ma- 
jesty; nor  is  it  something  that  attacks  from  with- 
out, but  rather  from  some  disorganized  function 
or  disease  within. 

The  important  facts  and  detailed  information 
are  to  be  gotten  from  the  family  and  friends,  also 
from  the  patient  who  in  many  instances  can  give 
a fairly  good  account  of  himself.  Much  tact  will 
be  required  in  procuring  a history  from  the  family. 
As  a rule,  they  are  averse  to  a frank  discussion  of 
the  family  history  and  are  disinclined  to  admit 
the  possibility  of  any  inherent  morbidities. 

The  examination  of  the  patient,  mental  or  phy- 
sical, docs  not  begin  with  the  patient  but  with  his 
progenitors,  as  many  generations  back  as  it  is 
possible  to  trace  them,  not  alone  for  mental  mal- 
adies— epilepsy,  imbecility  and  idiocy — but  the 
various  neuralgias,  oddities  and  morbidities.  First, 
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then,  to  be  considered  is  the  family  history; 
second,  personal  history  of  the  patient;  third, 
history  of  the  present  attack;  general  observa- 
tion of  the  patient. 

A thoro  physical  examination  in  minutest 
detail  is  also  very  important.  When  this  is 
not  done,  there  is  grave  danger  of  the  causative 
factor  being  overlooked. 

There  probably  is  no  branch  of  medicine  in 
which  there  has  been  more  change  and  more 
rapid  advance  made  during  the  past  three  de- 
cades than  in  psychiatry.  In  their  methods  only 
do  surgery  and  general  medicine  differ  from 
psychiatry.  In  the  former  the  disordered  func- 
tion and  body  abnormality  are  the  main  thought, 
while  in  psychiatry  the  mental  states  are  the 
chief  concern.  It  is  a well-known  fact  that  the 
body  and  mind  are  in  the  closest  connection.  Some 
mental  disturbances  are  directly  due  to  some 
primary  disease  of  some  organ  or  disorganized 
bodily  function  other  than  the  cerebrospinal 
system.  Hallucinations,  delusions  and  emotional 
disorders  may  at  times  vanish,  concommitantly 
with  the  physical  diseases. 

The  relation  of  internal  medicine  to  psychiatry 
is  very  close.  Dr.  Lewellyn  Barker,  of  Johns 
Hopkins,  states:  “The  patients  who  ultimately 

fall  into  the  hands  of  the  psychiatrists  are 
usually  observed  in  the  earlier  periods  of  their 
illness,  for  a shorter  or  longer  time,  by  in- 
ternists; and  many  patients  who  remain  in  the 
internists’  care  throughout  the  whole  of  their 
illness  exhibit  behavior  which  would  be  recog- 
nized at  once  by  those  skilled  in  psychiatry  as 
the  accompaniment  of  abnormal  states.”  Mental 
maladies,  as  a rule,  are  more  or  less  obscure  at 
best  and  no  pains  should  be  spared  to  gain  a 
clear  insight  into  their  cause. 


THE  PATHOLOGY  OF  INSANITY.* 
By  John  W.  Givens,  M.  D. 

OROFINO,  IDA. 

At  the  very  beginning  of  the  consideration  of 
the  pathology  of  insanity  it  is  pertinent  to  ask 
what  is  meant  by  the  word.  We  find  that  it  has 
no  precise  meaning  and  that  the  conditions  to 
which  it  refers  are  so  various  and  so  obscure  that 
we  are  greatly  perplexed  upon  the  very  threshold 
of  our  investigations.  W^e  may  console  ourselvet, 

•Read  before  the  Third  Triennial  Meeting  of  State  Medical 
Associations  of  Idaho,  Oregon  and  Washington,  Lewiston,  Ida., 
Oct.  13-15,  1915. 


however,  by  the  reflection  that  our  perplexity 
as  to  what  the  word  means  and  what  the  con- 
ditions are  is  more  or  less  common  to  all. 

The  human  organism  is  a very  complex  some- 
thing of  structure  and  function  that  man  hai 
been  observing,  examining  and  studying  for 
centuries.  Some  of  the  phenomena  of  the  organ- 
ism we  know  as  mind  and  usually  these  mental 
phenomena  are  such  that  the  person  is  recognized 
as  sane. 

Occasionally,  however,  there  is  such  a departure 
from  the  usual  in  these  phenomena  that  the 
person  is  regarded  as  insane.  Sometimes  this 
departure  is  very  great,  sometimes  it  is  slight. 
It  is  this  varying  degree  of  departure  from  the 
usual  that  leads  to  so  much  division  of  opinion 
as  to  whether  a given  individual  is  sane  or  in- 
sane. Until  knowledge  shall  become  much  greater 
than  at  present  such  difference  of  opinion  must 
be  inevitable,  for  in  the  present  state  of  human 
knowledge  it  is  impossible  to  always  know  whether 
a given  individual  is  sane  or  insane.  The  person 
who  knows  most  about  the  phenomena  of  sanity 
and  insanity  will,  of  course,  be  best  able  to  say 
whether  a given  individual  should  be  regarded 
as  sane  or  insane,  but  the  one  who  knows  most 
will  sometimes  be  in  doubt  as  to  how  the  given 
individual  should  be  classed. 

Ordinarily  there  is  such  a wide  difference  be- 
tween the  phenomena  of  sanity  and  the  phenomena 
of  insanity  that  its  is  not  difficult  for  one  with 
some  knowledge  of  the  two  states  to  decide  which 
one  is  sane  and  which  one  is  insane.  It  is  the 
exceptional  case  that  leads  to  error  and  doubt. 
There  are  a sufficient  number  of  cases,  however, 
about  which  there  is  doubt  to  lead  to  constant 
contention,  for  contracts,  deeds,  wills,  responsibil- 
ity, crimes,  life,  liberty  and  the  many  practical 
affairs  of  life  must  often  be  determined  by  what 
shall  be  regarded  as  sanity  and  what  shall  be 
regarded  as  insanity. 

A great  deal  of  thought  has  been  given  to 
formulating  a definition  of  insanity,  but  none  satis- 
factory has  been  given  and,  as  long  as  human 
knowledge  remains  as  incomplete  as  it  is,  no  sat- 
isfactory definition  can  be  made.  Nevertheless 
insanity  exists  and  in  this  workaday  world  of  ours 
we  shall  have  to  deal  with  it  the  best  we  can,  no 
matter  how  imperfect  our  knowledge. 

When  we  ask  what  is  the  pathology  of  insanity 
or  what  is  the  change  in  the  structure  and  fabric 
of  the  mind  organs  that  give  rise  to  the  abnormal 
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mental  phenomena  we  call  insanity,  we  ask  a 
question  that  has  puzzled  the  best  investigators 
of  all  time.  I shall  not  undertake  to  give  you  a 
resume  of  what  different  investigators  have  said 
the  pathology  of  insanity  is,  but  we  must  believe 
that  there  is  a change  of  some  kind  in  the  mind 
organs  to  account  for  the  abnormal  mental 
phenomena  we  recognize  as  insanity.  We  know 
that  certain  substances  as  alcohol,  chloroform, 
ether  and  others,  when  introduced  into  the  blood 
in  sufficient  quantity  and  for  a sufficient  time, 
will  produce  the  mental  disturbances  of  insanity. 
We  know  that  withholding  food  for  a prolonged 
time  will  result  in  insanity.  We  know  that  the 
poisons  of  syphilis,  typhoid  fever  and  other  in- 
fections sometimes  produce  the  phenomena  of  in- 
sanity. We  know  that  the  excessive  heat  of  the 
sun  will  produce  such  changes  in  the  mind 
organs  as  to  give  rise  to  insanity.  We  also  know 
that  great  emotional  disturbances  will  sometimes 
so  disturb  the  mind  as  to  produce  various  trau- 
matic injuries  of  the  mind  organs,  especially  of 
the  brain,  that  may  so  impair  these  that  insanity 
may  result. 

It  is  thus  seen  that  abnormalities  of  the  struc- 
ture and  function  of  most  any  part  of  the  body 
may  sometimes  result  in  insanity.  While  the 
cells  of  the  cortex  of  the  brain  have  most  to  do 
with  mentality,  these  cells  are  more  or  less  in- 
fluenced by  every  part  of  the  body.  Hence  any 
true  and  comprehensive  conception  of  the  pathology 
of  insanity  must  include  every  tissue  of  the  body 
and  all  possible  abnormalities  of  all  of  these. 
This  conception  can  alone  give  us  the  best  work- 
ing basis  for  the  investigation,  prevention  and 
remedies  of  insanity. 

While  the  pathology  of  insanity  may  sometimes 
be  of  such  a kind  as  to  be  recognized  by  gross  or 
microscopic  appearances,  usually  its  pathologic 
conditions  are  chemical  changes,  to  be  prevented 
and  relieved  by  chemical  influences.  The  chemical 
conditions  that  derange  the  mind  organs  are  in- 
duced by  various  poisons  as  alcohol  and  other 
drugs,  the  products  of  various  microorganisms, 
improper  food,  either  in  quality  or  quantity,  re- 
tained bodily  waste  products,  etc.,  and  hereditary 
defects.  This  all  goes  very  deeply  into  vital  con- 
ditions and  actions  where  human  knowledge  is 
vague  and  obscure  and  only  obtained  by  slow  and 
painstaking  experience  and  observation. 

The  human  race  Is  slowly  learning  many  of 


the  conditions  of  its  existence  and,  while  the  great 
problem  of  insanity  will  have  to  be  solved  by  the 
investigations  in  all  departments  of  research  and 
by  the  workers  in  every  place  of  human  endeavor, 
it  must  be  mainly  the  torch  of  the  physician  that 
will  throw  light  upon  the  causes  and  conditions 
of  insanity  and  reveal  the  way  for  its  prevention 
and  relief.  It  is  the  simple  truth  that  the  work 
of  the  physician  and  surgeon,  whether  specialist 
or  general  practitioner,  can  and  often  does  pre- 
vent this  awful  affliction,  when  frequently  neither 
patient  nor  physician  knows  that  this  is  being 
done. 


THE  ATTTITUDE  OF  HOSPITALS  IN 
OPERATIONS  ON  UNRUPTURED 
ECTOPIC  PREGNANCY.* 

By  B.  H.  Foreman,  M.  D. 

TACOMA,  WASH. 

A short  time  ago  I sent  a patient  for  operation, 
with  a diagnosis  of  unruptured  ectopic  pregnancy, 
to  St.  Joseph’s  Hospital,  of  this  city.  I was  In- 
formed by  the  Sister  Superior  that  such  an  oper- 
ation was  contrary  to  the  teachings  of  the  Catho- 
lic church  and  could  not  be  permitted  in  the  hos- 
pital. In  conversation  with  her  I asked  what 
course  of  action  should  be  pursued  if  an  unrup- 
tured ectopic  pregnancy  was  discovered  in  the 
course  of  an  abdominal  operation.  She  stated  that 
the  surgeon  should  close  the  abdomen  with  the 
tube  intact  and  await  developments. 

I considered  these  statements  contrary  to  the 
teaching  of  modern  medicine,  as  the  probability 
of  an  ectopic  pregnancy  producing  a viable  fetus 
is  so  small  and  the  danger  to  the  mother  so 
great  that  removal  of  the  ectopic  tube,  even  before 
rupture.  Is  the  only  rational  course.  I addressed 
letters  to  several  prominent  surgeons  in  different 
parts  of  the  country,  asking  their  views  on  the 
proper  method  of  procedure  if  an  unruptured 
ectopic  pregnancy  were  discovered  in  the  course 
of  an  operation.  Would  they  remove  it,  or  close 
the  abdomen  with  the  tube  intact?  Extracts  from 
some  of  the  replies  were  as  follows: 

Dr.  A.  J.  Ochsner,  of  Chicago:  “In  answer  to 
your  communication,  I will  say  that  undoubted- 
ly the  hospital  would  be  liable  for  the  death  of 
the  patient  in  whom  the  authorities  refused  to 
permit  an  unruptured  gestation  to  be  removed. 
The  surgeon,  I believe,  should  consult  the  wishes 

* Read  before  Pierce  County  Medical  Society,  Tacoma,  Wash., 
May  2,  1916. 
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of  the  husband  in  a case  of  this  kind  and  abide 
by  his  decision  after  the  dangers  have  been  ex- 
plained to  him.” 

Dr.  Howard  A.  Kelly,  of  Baltimore:  “The 

chance  of  an  extrauterine  pregnancy  going  through 
to  viability  and  then  being  a normal  child  with 
a chance  of  life  is  not  one  in  a thousand.  The 
Roman  Catholic  Church  is  right  in  opposing  the 
wholesale  abortions  practised  all  over  the  country, 
but  when  abortion  is  done  to  save  life  and  in  the 
case  of  an  extrauterine  pregnancy,  which  is  as 
dangerous  as  a cancer,  then  the  choice  is  between 
two  lives  and  we  must  not  hesitate  to  save  the 
mother  with  her  established  interests  in  the  com- 
munity at  the  expense  of  the  unconscious,  imma- 
ture fetus.” 

Dr.  John  B.  Deaver,  of  Philadelphia:  “In  the 
light  of  our  present  surgical  knowledge  and  teach- 
ing it  would  be  criminal  negligence  not  to  remove 
an  unruptured  ectopic  pregnancy.” 

Dr.  J.  H.  T.  Finney,  of  Baltimore:  “If  there 
were  any  reasonable  chance  that  the  pregnancy 
would  come  to  term  without  seriously  endangering 
the  life  of  the  mother,  it  might  be  justifiable  to 
leave  the  condition  undisturbed  but,  since  the 
chances  of  such  a course  are  so  infinitesimally 
small  and  the  danger  to  the  mother  so  real  and  so 
great,  I cannot  feel  there  is  any  real  question  as 
to  the  proper  course  to  pursue.” 

Dr.  John  B.  Murphy,  of  Chicago:  “As  the 

Sister  Superior  is  acting  under  the  guidance  of 
her  religious  teachings,  she  is  justified  in  her 
stand  that  the  operation  should  not  be  performed 
until  the  sac  has  ruptured  and  until  the  life  of 
the  mother  had  been  endangered  by  hemorrhage. 
The  doctor’s  action,  however,  should  be  entirely 
a matter  of  conscience.  If  he  feels  that  from  a 
scientific  standpoint  it  is  his  obligation  to  sacrifice 
the  fetus,  then,  as  the  state  does  not  controvert 
this  position,  he  is  to  my  mind  justified  in  doing 
it.  If,  on  the  other  hand,  his  conscience  tells 
him  that  it  is  possible  for  the  child  to  mature  from 
the  tube,  as  some  of  them  do,  then  it  is  an  en- 
tirely different  proposition.  Then  it  is  his  obliga- 
tion to  favor  that  condition  until  manifest  evi- 
dences of  rupture  take  place,  when  it  should  be 
removed.” 


IT  PAYS  THE  MANUFACTURER  TO  MAINTAIN 
ETHICAL  STANDARDS. 

The  notice  of  the  removal  of  the  Dextri-Maltose 
manufacturing  plant  from  Jersey  City  to  Evansville, 
Ind.,  published  in  one  of  our  advertising  pages,  de- 
serves more  than  passing  attention.  It  furnishes 
evidence  of  the  natural  growth  of  a manufacturing 
enterprise  which  is  now  vacating  its  old  factory 
with  18,000  square  feet  of  floor  space  for  a new 
location  in  the  Central  West  and  in  a new  plant 
with  300,000  square  feet  of  floor  space — sixteen 
times  larger  than  the  old  one. 

This  removal  from  a comparatively  small  to  a 
very  large  housing  also  affords  striking  proof  that 


Dr.  W.  J.  Mayo,  of  Rochester:  “Considering 
the  fact  that  a certain  number  of  these  patients 
go  through  to  term  and  have  healthy  children,  the 
question  becomes  a difficult  one  to  decide.  The 
number  of  patients  who  will  be  so  fortunate  as 
to  go  to  term  with  a living  child  is  so  small,  that 
it  is  a hope  rather  than  an  expectation.  This 
matter  can  be  decided  only  by  the  patients  them- 
selves and  should  be  explained  to  them  to  this 
effect.  In  case  of  Catholic  patients,  I take  it 
that  they  would  give  the  child  the  chance.” 

Dr.  E.  S.  Judd,  of  Rochester:  “We  have  not 
seen  ectopic  pregnancies  come  to  full  term  in  a 
sufficiently  large  percentage  of  cases  to  justify  tak- 
ing a great  chance  on  the  woman’s  life  by  per- 
mitting the  condition  to  continue.” 

Dr.  R.  C.  Coffey,  of  Portland : “I  would  con- 
sider any  man  guilty  of  malpractice  who  would 
fail  to  remove  an  unruptured  tubal  pregnancy, 
discovered  after  he  had  the  abdomen  open  and  I 
think  damages  could  be  collected  from  him  by 
law.” 

Dr.  Andrew  C.  Smith  of  Portland:  “Although 
I am  a Catholic,  I am  not  in  accord  with  the  stand 
taken  by  the  Sister  Superior,  for  the  reason  that 
morality  requires  only  that  we  refrain  from  sac- 
rificing the  life  of  a child  for  the  health,  or  even 
to  avoid  danger  of  death  of  the  mother.  But  in 
ectopic  pregnancy,  death  of  the  fetus  is  certain, 
and  morality  therefore  demands  that  the  mother’s 
safety  be  furthered  by  immediate  operation,  when 
the  diagnosis  is  made.” 

Dr.  A.  E.  Rockey,  of  Portland:  “The  dictum 
that  an  ectopic  gestation  may  not  be  removed 
until  it  is  ruptured  is  as  unscientific  as  it  is  ab- 
surd. The  only  ectopic  pregnancies  that  ever 
come  to  term  are  ruptured  ones.  Ectopic  gestation 
is  an  aberration,  in  which  the  normal  course  of  re- 
production has  already  miscarried.  Without  ex- 
ception, when  life  and  growth  continue,  rupture 
takes  place.  The  sequel  depends  solely  on  the 
accident  of  the  structures  involved  in  the  rup- 
ture. Knowing  these  things  as  well  as  we  do,  are 
we,  as  surgeons,  doing  our  duty  by  humanity  when 
we  gamble  with  life  against  such  fearful  odds? 
What  a travesty  on  religion  to  make  it  the  abettor 
of  such  a gory  game  of  chance!” 


success  awaits  the  manufacturer  who  produces 
something  the  physician  really  wants,  and  markets 
his  products  in  accordance  with  the  standards  set 
up  by  doctors  for  the  sale  of  products  they  use. 
The  first  commandment  for  the  direction  of  the 
manufacturer  under  these  standards  is:  “Thou 

shalt  not  offer  to  both  physician  and  public,  by 
advertising  or  otherwise,  anything  which  requires 
medical  skill  to  properly  use.” 

The  Arm,  which  announces  herewith  its  removal 
from  the  east  to  larger  opportunities  in  the  west, 
early  recognized  the  requirement  by  the  medical 
profession  for  a product  used  in  infant  feeding, 
made  and  sold  exclusively  for  physicians,  with  no 
appeal,  nor  information  to  the  public. 
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EDITORIAL 

STATE  ASSOCIATION  MEETINGS. 
Washington  State  Medical  Association  at 
Seattle,  July  12-14. 

Oregon  State  Medical  Association. 
Utah  State  Medical  Association  at  Salt 
Lake  City,  September  12-13. 

Idaho  State  Medical  Association  at 
Twin  Falls,  October  5-6. 


THE  WASHINGTON  ASSOCIATION 
MEETING. 

Next  month,  July  12-14,  the  Washington  Asso- 
ciation will  meet  at  Seattle.  That  city  has  not 
been  favored  by  its  presence  for  seven  years  and 
the  King  County  Medical  Society  will  lend  its 
aid  in  making  this  one  of  the  notable  meetings 
in  the  history  of  the  Association.  The  prelim- 
inary program,  as  published  below,  will  consider 
a variety  of  topics  that  will  interest  all  in  attend- 
ance. The  completed  program  will  appear  next 
month.  The  program  committee  expects  as 
guests  one  or  two  prominent  men  from  the  East 
who  will  add  to  the  attractions  of  the  meeting. 
Correspondence  for  this  purpose  has  been  under- 
taken with  Dean  Lewis  and  Carl  Beck,  of  Chi- 
cago. 

The  sessions  will  be  held  at  the  Elks’  Club, 
one  of  the  most  complete  and  modern  club  houses 
on  the  Coast.  The  entertainment,  prepared  by 
the  King  County  Society,  will  include  a smoker 
for  the  first  evening,  a banquet  the  second  evening, 
while  the  third  day  will  be  devoted  to  an  excur- 
sion on  the  Sound.  The  canneries  at  Anacortes 
will  be  visited  and  a salmon  dinner  will  be  pre- 
pared on  Orcas  island.  The  final  session  of  the 
House  of  Delegates  will  be  held  on  the  boat,  as 
well  as  an  Open  Forum  for  general  discussion 
of  topics  to  be  announced  later.  A reception  and 
tea  will  be  prepared  for  the  visiting  ladies  on  the 
afternoon  of  the  second  day  at  the  Sunset  Club. 

At  this  early  date  a reminder  is  offered  concern- 
ing the  purchase  of  tickets  to  Seattle.  The  usual 
one-third  return  fare  will  be  available  but  will  be 


useless  without  receipts  obtained  at  time  of  pur- 
chase from  the  home  office.  In  justice  to  visitors 
from  a distance  those  living  near  Seattle  should 
be  sufficiently  thoughtful  to  observe  these  require- 
ments in  order  to  secure  the  necessary  fifty  tickets, 
which  has  not  been  done  at  some  recent  meetings. 
A cordial  invitation  is  extended  to  the  profession 
of  Washington  and  adjacent  states  to  attend  this 
meeting. 

PRELIMINARY  PROGRAM. 

1.  President’s  Address;  J.  R.  Brown,  Tacoma. 

2.  Medical  Education  and  Legislation  in  the  North- 

west: President  Henry  Suzzallo,  University 

of  Washington. 

3.  Common  Diseases  of  the  Feet  and  Their  Treat- 

ment (Illustrated):  Edward  A.  Rich,  Ta- 

coma. 

Discussion  led  by  F.  J.  Fassett,  Seattle;  C.  F. 
Eikenbarry,  Spokane. 

4.  Diagnosis  of  Kidney  Disorders:  H.  J.  Whitacre, 

Tacoma. 

Discussion  led  by  G.  S.  Whiteside,  Portland, 
Ore.;  A.  Macrae  Smith,  Bellingham. 

5.  The  Infant  for  Adoption:  John  B.  Manning, 

Seattle. 

Discussion  led  by  J.  W.  Snoke,  Tacoma;  Donald 
Nicholson,  Seattle. 

6.  The  Treatment  of  Sterility  in  the  Female:  Ar- 

thur Chalmers  Martin,  Seattle. 

Discussion  led  by  E.  R.  Perry,  Raymond;  Mary 
McMillan,  Spokane. 

7.  Heliotherapy  with  Special  Reference  to  Skin 

Lesions:  Arthur  Jordan,  Seattle. 

Discussion  led  by  L.  Blake  Baldwin,  Seattle: 
Warren  Brown,  Tacoma. 

7.  Suppurative  Conditions  of  Lungs  and  Pleura: 

S.  E.  Lambert,  Spokane. 

Discussion  led  by  W.  C.  Keys,  Bellingham;  J.  H. 
Snively,  Seattle. 

8.  The  Use  and  Abuse  of  Antiseptics  in  Practice: 

H.  P.  Marshall,  Spokane. 

Discussion  led  by  A,  J.  McIntyre,  Hoquiam;  W. 
F.  West,  Everett. 

9.  Ultimate  Nervous  Results  of  Acute  Angulation 

and  Flexure  of  the  Sigmoid  and  the  Conse- 
quent Fecal-Stasis-Eczema,  with  Report  of  Six 
Cases  (Third  Series):  Wm.  H.  Axtell,  .Bell- 

ingham. 

Discussion  led  by  J.  M.  Semple,  Spokane;  Noble 
W.  Jones,  Portland. 

10.  Symposium  by  Members  of  the  Puget  Sound 

Academy  of  Ophthalmology  and  Oto-Laryn- 
gology. 

(A)  “Window”  Resection  of  the  Larynx  for  the 

Removal  of  Intrinsic  Malignant  Disease: 
Frederick  Adams,  Seattle. 

(B)  Primary  Syphilis  of  the  Eye;  Wm.  G. 

Cameron,  Tacoma. 

(C)  Subconjunctival  Injection  of  Mercury  Cya- 

nide for  the  Treatment  of  Incipient  Cat- 
aract in  the  Young:  N.  H.  Goodenow, 

Everett. 

(D)  Traumatic  Dislocation  of  Lense  into  Vit- 

reous, with  Extraction:  A.  W.  Hawley, 

Seattle. 

(E)  Thyroglossal  Cyst:  Walter  K.  Seelye, 

Seattle. 

(F)  Facial  Paralysis  from  Ear  Complications: 

C.  Benson  Wood,  Seattle. 

11.  A Conception  of  Urethral  Stricture  that  Admits 

of  Scientific  Treatment  (Illustrated):  G.  S. 

Peterkin,  Seattle. 
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Discussion  led  by  F.  L.  Ashton,  Seattle;  G.  J. 
Fleming,  Spokane. 

12.  Symposium  on  Arteriosclerosis. 

(A)  Pathology  and  Etiology:  F.  Epplen,  Spo- 

kane. 

(B)  Symptoms  and  Diagnosis:  Chas.  R.  Mc- 

Creery,  Tacoma. 

(C)  Eye  Symptoms  in  Arteriosclerosis:  Hamil- 

ton Stillson,  Seattle. 

(D)  Prophylaxis  and  Treatment:  Edwin  Janes, 

Tacoma. 

Discussion  led  by  E.  P.  Fick,  Seattle;  W.  D. 
Kirkpatrick,  Bellingham;  J.  R.  Thompson, 
North  Yakima;  C.  J.  Taggart,  Bremerton. 

13.  Pyloric  Stenosis  in  Infancy:  P.  D.  McCornack, 

Spokane. 

Discussion  led  by  J.  I.  Durand,  Seattle;  R.  S. 
Miles,  Tacoma. 


SLAIULATION  OF  DEATH  AND  LIVING 
BURIAL. 

A question  which  frequently  recurs  and  disturbs 
the  lay  mind  is  that  of  simulated  death  and  living 
burial.  Alany  people  still  believe  these  possible 
and  of  not  infrequent  occurrence.  This  is  per- 
haps more  true  of  the  neurotically  inclined,  tho 
the  supposedly  sound  in  mind  are  not  free  from 
this  belief  or  feeling  that  the  question  has  not  been 
definitely  settled.  Recently,  in  a quasi-public  in- 
stitution, the  question  was  raised  in  connection 
with  autopsies.  Of  ten  lay  directors,  six  were 
more  or  less  opposed  to  autopsies  on  the  ground 
that  mutilation  of  the  dead  body,  even  for  scienti- 
fic purposes,  was  disrespectful  to  the  departed  and, 
further,  that  it  was  possible  to  cut  into  living 
bodies.  In  private  practice  the  question  recurs, 
especially  in  relation  to  sudden  unexpected  death, 
with  hasty  embalming  and  burial.  Regardless  of 
the  positivism  of  the  medical  examiner,  it  may  per- 
sist and  rankle  in  the  minds  of  the  relatives  in- 
definitely. 

Medical  students  are  always  interested  and 
almost  invariably,  when  being  taught  the  signs  of 
death,  some  member  of  the  class  will  ask  about 
the  possibility  of  simulation  of  death  and  living 
burial.  Somewhere  deep  in  the  well-springs  of 
folk  lore  the  inquiry  must  have  taken  origin.  The 
mind,  especially  the  lay  mind,  contemplating  death, 
is  filled  with  a sense  of  awe  and  wonder.  It  gropes 
for  information  about  death  which  is  only  less  a 
mystery  than  is  the  mystery  of  living.  What  life 
is  no  one  knows;  what  death  is  no  one  can  tell; 
and  perhaps  as  mysterious  as  either  is  the  transi- 
tion from  the  one  to  the  other.  Thus  it  is  not 
surprising  that  this  transition  puzzles  the  lay  mind 
and  excites  doubts  and  fears.  In  times  past  many 
cases  of  living  burial  have  been  reported.  Books 


have  been  written  on  it.  Numberless  cases  have 
been  reported  of  catalepsy  so  profound  as  to  make 
observers  believe  the  subjects  dead.  To  the  trained 
observer  the  books  appear  to  have  been  written  by 
insincere  and  sensational  persons,  often  themselves 
hysterical  or  worse.  The  cases  of  catalepsy  appear 
to  have  been  simple  cases  of  shock  or  much  more 
commonly  of  catatonic  types  of  insanity,  in  which 
the  patients  often  lie  so  still  and  rigid  as  to  suggest 
death.  Yet  in  such  cases  any,  save  frightened  or 
awed  observers,  can  easily  recognize  the  heart  beat 
and  respirations,  faint  though  the  latter  be. 

Virchow  has  said  that  there  is  practically  no 
such  thing  as  living  burial  and  any  physician  who 
has  been  present  a few  times  beside  death-beds 
must  be  convinced  that  it  is  possible  only  in  great 
epidemics  or  after  great  battles,  where  examination 
of  the  supposedly  dead  may  be  necessarily  hasty. 
The  ancient  custom  of  waiting  three  days  between 
the  hour  of  death  and  burial  of  the  body  obviated 
the  danger,  even  when  no  physician  was  present, 
for  by  that  time  the  most  skeptical  would  find 
indisputable  evidences  of  death.  The  signs  of 
death  are  certain  and  absolute.  Anyone  possessed 
of  good  hearing,  supplemented  by  a stethoscope, 
can  scarce  make  a mistake  if  careful  examination 
of  the  body  be  made.  As  a matter  of  fact,  no  aid 
to  the  special  sense-functions  is  necessary  in  any, 
save  perhaps  in  the  rarest  of  instances.  The  fixed 
dilated  pupil,  the  staring  orbit,  the  colorless  fea- 
tures, the  cessation  of  respiration  and  heart  beat, 
the  complete  relaxation  followed  by  rigidity  of 
the  muscles  cannot  continue  for  more  than  a few 
minutes,  unless  death  be  present.  Any  qualified 
physician  can  make  no  mistake  provided  he  is  not 
hasty  in  passing  judgment.  To  save  possible 
trouble,  the  physician  should  examine  the  dead 
body  in  every  instance  before  signing  the  death 
certificate  or  permitting  removal  and  embalming. 
And  whenever  the  inquiry  is  raised,  the  public 
should  be  assured  in  no  uncertain  terms  that  suc- 
cessful simulation  of  death  and  living  burial  be- 
long in  the  realm  of  fables  and  myths. 


FACTORS  IN  THE  INCREASE  OF 
TUBERCULOSIS. 

Students  of  the  tuberculosis  problem,  who  are 
concerned  in  various  factors  pertaining  to  the 
spread  of  the  disease,  will  be  interested  in  the  re- 
port of  the  United  States  Public  Health  Service, 
which  has  recently  made  a survey  of  this  disease 
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in  Cincinnati.  It  was  observed  that  the  tuber- 
culosis death  rate  in  this  city  was  fifty  per  cent, 
above  the  average  and  double  that  of  Pittsburg. 
It  was  found  that  poverty  was  a vital  factor  in  the 
spread  of  the  disease  and  that  the  tenement  house 
section  produced  a tuberculosis  mortality  three 
times  as  great  as  the  areas  with  better  housing  con- 
ditions. Where  the  family  income  was  of  the  small- 
est, tuberculosis  was  most  rampant.  Alcoholism 
was  likewise  a prominent  factor  of  causation. 
Consequent  dissipation,  with  overcrowding  and 
lack  of  personal  responsibility  aided  in  the  prop- 
agation of  the  disease.  Another  interesting  fea- 
ture of  the  report  related  to  the  results  of  im- 
migration and  the  growth  of  population  in  a 
number  of  American  cities.  It  was  observed  that 
cities  with  a high  percentage  of  Irish,  Scandina- 
vian and  German  stock  have  a high  tuberculosis 
mortality,  while  those  with  a large  Italian  and 
Jewish  element  have  a correspondingly  low  death 
rate.  Also  cities  whose  population  is  composed 
largely  of  racial  stock  with  limited  resistance  and 
those  with  a low  rate  of  population  increase  have 
a high  tuberculosis  rate,  while  other  cities  with 
high  rates  of  population  increase  show  a low  tu- 
berculosis mortality.  One  explanation  given  for 
this  fact  is,  that  where  the  population  increases 
rapidly  new  buildings  with  better  housing  condi- 
tions replace  old  insanitary  structures.  Facts  of 
this  sort  offer  food  for  reflection  to  the  student 
of  tuberculosis  who  is  concerned  with  the  disease 
in  growing  cities  and  seeks  to  limit  its  extension. 


MEDICAL  NOTES 

OREGON. 

Assistant  to  Colonel  Sir  Almruth  Wright.  Dr. 
Ralph  C.  Matson,  of  Portland,  has  been  honored 
by  the  appointment  as  consulting  physician  to  the 
British  Expeditionary  Forces  in  the  war  zone  of 
France,  where  he  will  work  in  Sir  Wright’s  re- 
search laboratory,  devoting  his  time  especially  to 
bacteriologic  work.  He  sailed  May  20  with  the 
Harvard  Medical  and  Surgical  Unit.  Dr.  Matson 
will  have  the  rank  of  First  Lieutenant. 

State  Buys  Hospital.  Under  a measure  passed 
by  the  last  legislature,  the  Board  of  Control  will 
buy  for  $25,000  the  hospital  of  the  Salem  Hospital 
Association,  which  adjoins  the  Oregon  Hospital 
grounds.  The  hospital  will  continue  to  occupy  the 
building  until  new  quarters  are  obtained. 

United  States  Inspector.  Dr.  D.  W.  Mack,  who 
has  been  chief  medical  inspector  of  Portland  since 
1909,  has  been  offered  a position  as  deputy  in- 
spector for  the  western  dairy  division  of  the  United 


States  Bureau  of  Animal  Industry.  It  has  been 
proposed  to  increase  his  salary,  in  order  to  retain 
him  in  his  present  office. 

Member  of  City  Council.  Dr.  Alex  Reid,  of  Stan- 
field, has  been  elected  a member  of  the  city  coun- 
cil, to  fill  a vacancy  from  resignation.  The  doctor 
has  already  several  terms  in  that  capacity. 

College  Medical  Adviser.  Dr.  W.  J.  Phillips,  of 
Saint  Agnes  Hospital,  Philadelphia,  has  been  elect- 
ed college  medical  adviser  of  the  Oregon  Agri- 
cultural College,  at  Corvalis,  for  next  year,  his 
work  to  begin  in  September. 

New  Isolation  Hospital.  The  officials  of  Astoria 
have  secured  an  option  on  an  acre  of  land  outside 
of  the  city  limits  for  a proposed  isolation  hospital. 
An  appropriation  has  already  been  made  for  the 
erection  of  a contagious  hospital. 

Active  Service  at  the  Front.  Dr.  T.  C.  Campbell, 
formerly  of  Portland,  is  now  Captain  Campbell 
of  the  Canadian  Medical  Corps.  Word  was  re- 
ceived from  him  a month  ago  that  he  expected 
immediate  work  at  the  front,  where  he  is  supposed 
to  be  at  the  present  time. 


WASHINGTON. 

A New  Head  to  the  Health  Department.  Dr.  E. 
A.  Rich,  of  Tacoma,  has  been  appointed  at  the 
head  of  the  city’s  department  of  health.  To  take 
active  charge  of  the  department  he  has  appointed 
Dr.  E.  A.  Montague,  who  for  five  years  has  been 
school  physician  for  the  city.  Dr.  Rich  has  select- 
ed an  advisory  health  board  from  among  physicians 
of  the  city.  He  expects  to  make  the  Tacoma 
Health  Department  the  best  in  the  country  and  a 
credit  to  the  city. 

New  Appointment  as  Health  Officer.  Dr.  Thomas 
Tetreau,  who  has  served  as  health  officer  for 
North  Yakima  for  a number  of  years,  has  been  of- 
fered the  position  of  health  officer  of  Portland, 
Me.  This  appointment  indicates  the  successful 
public  health  work  which  the  doctor  has  conducted 
during  recent  years  at  North  Yakima. 

Ignores  the  Federal  Census  Rate.  Dr.  J.  B. 
Anderson,  health  officer  of  Spokane,  will  here- 
after base  his  reports  of  births  and  deaths  on  the 
city’s  population  of  110,000  instead  of  145,000, 
credited  to  the  city  by  the  Census  Bureau.  He 
believes  the  former  the  more  correct  population 
figure.  While  this  result  will  increase  the  re- 
ported death  rate,  it  will  also  raise  the  birth  rate. 

Report  of  Contagious  Diseases  Required.  Com- 
missioner of  Health  J.  S.  McBride,  of  Seattle,  has 
announced  his  purpose  to  cause  the  arrest  of 
physicians  or  heads  of  families  who  fail  to  report 
cases  of  contagious  diseases.  A city  ordinance 
makes  such  failure  a misdemeanor.  In  the  past 
this  ordinance  has  been  violated  to  a very  large 
extent. 

School  Closes  on  Account  of  Scarlet  Fever.  In 
order  to  prevent  the  spread  of  scarlet  fever  the 
McKinley  School,  of  Olympia,  has  been  closed  for 
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two  weeks.  The  fever  has  been  prevalent  for  six 
months  and  has  resulted  in  one  death.  The  epi- 
demic is  said  to  have  resulted  from  children  be- 
ing permitted  to  attend  school  without  being 
properly  controlled  by  quarantine. 

Physicians  Guilty  of  Illegal  Prescriptions.  Dr.  G. 
W.  Cowles,  of  Everett,  was  sentenced  to  a $100 
fine  and  thirty  days  in  jail  for  illegally  issuing 
prescriptions  for  intoxicating  liquors.  Drs.  W.  G. 
Edmonds  and  I.  W.  Hewetson,  of  Seattle,  have  also 
been  convicted  and  sentenced  for  the  same  of- 
fense. 

Will  Revoke  Druggists’  Licenses.  The  State 
Board  of  Pharmacy  has  issued  warrants  for  the 
arrest  of  druggists  in  Seattle  who  have  sold  liquor 
illicitly  since  the  dry  law  went  into  effect,  some 
having  established  mushroom  drug  stores  for  that 
purpose.  They  will  be  prosecuted  under  the  state 
criminal  law. 

State  Blood  Tests.  Under  the  direction  of  the 
State  Board  of  Control,  and  approved  by  the  at- 
torney-general, Dr.  Paul  Waerner  has  begun  the 
making  of  blood  tests  of  all  inmates  of  state  in- 
stitutions. 

New  Hospital  at  Enumclaw.  Plans  have  been 
made  for  a new  hospital  at  Enumclaw,  to  be  erect- 
ed at  the  cost  of  $25,000.  It  will  be  three  stories 
in  height  with  all  modern  appliances  for  hospital 
work. 

A City  Without  a Hospital.  Owing  to  financial 
difficulty,  the  Bremerton  General  Hospital  has 
been  forced  to  close  its  doors.  The  institution 
has  been  in  operation  for  about  four  years  and 
has  been  a great  convenience  to  the  public. 

Surgeon  on  the  Dix.  Dr.  E.  H.  Smith,  who  has 
been  on  the  City  Hospital  staff  of  Seattle  for 
some  time,  has  been  appointed  surgeon  to  the 
United  States  army  transport  Dix,  with  rank  of 
first  lieutenant. 

Medical  Inspector  of  Schools.  Dr.  E.  A.  Layton, 
of  Tacoma,  has  been  appointed  chief  medical  in- 
spector of  the  public  schools  of  Tacoma  in  place 
of  Dr.  E.  A.  Montague,  resigned.  Dr.  Mary  E. 
Perkins  was  chosen  as  his  assistant. 

Narrow  Escape  From  Drowning.  Dr.  G.  Went- 
worth, from  Everett,  recently  had  a narrow  escape 
from  drowning  when  the  automobile  in  which  he 
was  riding  with  a number  of  friends  upset  on 
the  Pacific  Highway  between  Seattle  and  Tacoma. 
Although  he  was  thrown  into  shallow  water  he 
was  so  pinned  down  by  the  heavy  machine  that 
he  was  with  difficulty  saved  from  drowning. 

Dr.  C.  W.  Driesback,  of  Meadow  Creek,  will  be 
physician  for  the  Alaska  Immigration  Commission 
at  Anchorage,  Alaska.  He  was  recently  in  charge 
of  the  hospital  at  Lake  Keechelus. 

Dr.  Frederick  Slyfield,  of  Seattle,  has  gone  East 
for  a post-graduate  tuberculosis  study  at  Saranac 
Lake,  New  York. 


OBITUARIES. 

Dr.  E.  M.  Brown  died  May  12,  at  Tacoma,  Wash., 
from  cancer,  with  which  he  had  been  afflicted  for 
a number  of  years.  He  was  born  at  Forrest 
Grove,  Ore.,  in  1857.  After  graduating  from  col- 
lege he  attended  Cooper  Medical  College,  at  San 
Francisco,  and  later  graduated  from  Willamette 
Medical  College,  at  Portland,  at  22  years  of  age. 
He  first  practised  at  Hillsboro,  Ore.,  and  later 
located  at  Tacoma  in  1884.  At  the  beginning  of 
the  Spanish-American  war  he  volunteered  and  was 
mustered  into  service  with  the  rank  of  major.  He 
was  the  first  department  commander  of  the  Span- 
ish War  Veterans  of  Washington  and  Alaska,  in 
which  he  was  made  surgeon-general.  He  was  recog- 
nized as  a leading  surgeon  of  his  city  and  was  a 
leader  in  all  affairs  pertaining  to  the  medical  pro- 
fession, as  well  as  public  civic  enterprises.  He  was 
beloved  both  by  the  members  of  the  medical  pro- 
fession and  the  public  at  large,  by  all  of  whom  his 
loss  is  greatly  mourned. 

Dr.  R.  H.  Gillen  died  at  Seattle,  Wash.,  April 
26,  at  70  years  of  age.  He  was  a veteran  of  the 
Civil  war.  He  located  at  Seattle  in  1900,  where 
he  practised  until  a few  years  ago.  Since  that 
time  he  has  lived  at  Lake  Chelan. 

Dr.  L.  R.  Bryan,  of  Union,  Ore.,  died  at  La 
Grande  April  19.  He  was  born  at  Abilene,  Kan., 
in  1887.  He  graduated  from  the  United  States 
Medical  College  at  Kansas  City  in  1913.  He  prac- 
tised at  Portland  for  two  years,  and  a year  ago 
located  at  Union. 

Dr.  I.  N.  Power  died  at  Cle  Elum,  Wash.,  May  7, 
from  pneumonia.  He  had  lived  and  practised  for 
many  years  in  that  city.  In  addition  to  medical 
practice  he  was  interested  in  politics  and  two 
months  ago  was  elected  a member  of  the  school 
board. 

Dr.  J.  W.  Reader  died  at  Maryhill,  Wash.,  May 
17,  after  a brief  illness.  He  was  a pioneer  of 
Idaho  and  Washington  and  a graduate  of  Rush 
Medical  College,  Chicago.  During  the  Civil  war 
he  was  an  army  surgeon. 


REPORTS  OF  SOCIETY  MEETINGS 


PORTLAND  CITY  AND  COUNTY  MEDICAL 
SOCIETY. 

Pres.,  G.  S.  Whiteside,  M.D. ; Sec.,  J.  G.  Strohm,  M.D. 

A regular  meeting  of  the  Portland  City  and 
County  Medical  Society  was  held  in  the  German 
House,  Portland,  Ore.,  May  3,  1916,  at  8 p.  m.,  with 
President  G.  S.  Whiteside  in  the  chair.  Minutes  of 
preceding  meeting  read  and  accepted.  Dr.  H.  H. 
Hughes  elected  to  membership.  Dr.  H.  M.  Greene 
presented  a case  of  an  umbilical  cord  which  had  a 
complete  knot. 

Papers. 

Some  Points  on  Nose  and  Throat.  By  Dr.  R.  B. 
Karkeet.  He  spoke  of  many  cases  of  focal  infec- 
tion causing  so-called  idiopathic  diseases;  of  the 
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neglect  in  examining  ear  sinuses,  tonsils,  etc.,  for 
pus.  Many  small,  apparently  normal  tonsils  have 
pockets  of  pus  in  them;  also  many  cases  of  sinus 
infections  which  are  causing  unrecognized  troubles. 

Paper  was  discussed  by  Drs.  Selling,  Wright, 
Kistner,  Greene,  Kiehle,  Coffen,  Fenton,  Tamiesie, 
Rybke,  Whiteside,  Flagg,  Baird  and  Pettit. 

Pathies,  Isms,  Sects  and  Cults.  By  Dr.  Dillehunt. 

This  subject  was  one  of  present-day  interest  and 
enjoyed  by  all. 

Dr.  Roberg  introduced  a motion  which  was  car- 
ried, that  the  secretary  be  instructed  to  write  the 
Oregon  delegation  at  Washington  to  defeat  Senator 
Work’s  bill. 

Dr.  Dammasch  condemns  the  Christian  Science 
physician  who  is  regularly  employed  by  them  to 
sign  their  death  certificates. 


The  second  regular  meeting  of  the  seciety  was 
held  May  17,  with  President  G.  S.  Whiteside  in 
the  chair. 

Dr.  W.  S.  Knox  reported  a case  of  generalized 
tuberculosis,  the  pathologic  specimens  of  case  be- 
ing presented  by  Dr.  R.  S.  Benson. 

Papers. 

Achylia  Gastrica  and  Chronic  Connective  Tissue 
Lientery.  By  Dr.  N.  W.  Jones.  He  defines  the 
condition  as  an  absence  of  hydrochloric  acid  and 
all  gastric  ferments.  The  asthenic  state  is  usually 
present.  Recommends  non-connective  tissue  diet 
and  a thorough  mechanical  disintegration  of  food. 
Some  are  helped  by  hydrochloric  acid.  Condition 
is  usually  associated  with  slow  emptying  of  stom- 
ach in  ptosis  patients,  the  reverse  in  heavy  pa- 
tients. Paper  discussed  by  Drs.  Baar,  Else,  Sears, 
Tamiesie,  Selling  and  Knox. 

Notes  on  Transfusion.  By  Dr.  Norman  Pease. 
Demonstrates  the  Kimpton  and  Brown  tube  and 
states  this  method  is  vastly  superior  to  the  older 
and  slower  methods. 

Trichinosis.  Case  reports  by  Dr.  J.  P.  Tamiesie 
who  advised  the  use  of  sulphur,  1 to  1%  oz.  in  24 
hours  for  treatment. 

Dr.  A.  C.  Smith  introduced  a resolution  which 
was  carried  that  this  society  volunteer  its  services 
to  the  President  of  the  U.  S.  . 


WASHINGTON. 

KING  COUNTY  MEDICAL  SOCIETY. 

Pres.,  P.  V.  von  Phul,  M.D. ; Sec.,  A.  C.  Martin,  M.D. 

A regular  meeting  of  the  King  County  Medical 
Society  was  held  May  1,  1916,  at  Metropolitan  Club, 
Seattle,  Wash.,  President  von  Phul  in  the  chair. 
About  eighty-five  members  were  present.  The 
minutes  of  the  previous  meeting  were  read  and  ap- 
proved. 

Dr.  Sharpies,  on  behalf  of  a committee  appointed 
to  consider  with  the  School  Board  the  question 
of  control  of  the  School  Clinic,  said  the  president 
of  the  board  asks  for  specific  information  in  re- 
gard to  cases  in  which  the  School  Clinic  is  being 
used  by  those  able  to  pay  a doctor. 


Dr.  Swift  announced  that  the  Credit  Bureau  Com- 
mittee meets  in  the  offices  of  the  Credit  Bureau 
at  7 p.  m.  on  the  first  Monday  of  each  month  and 
he  urged  that  complaints  be  presented  to  it. 

Papers. 

The  Condition  of  Children’s  Teeth,  Based  on  Ex- 
amination of  2038  School  Children.  By  Dr.  Mabel 
Seagrave.  Charts  were  shown  covering  the  per- 
centage of  decay  by  years  of  age.  An  analysis, 
based  on  the  manner  of  feeding  during  the  first 
eight  months,  shows  that  condensed  milk  feeding 
gives  a rather  high  percentage  of  caries.  The 
chemicoparasitic  theory  of  dental  caries  was  re- 
viewed and  its  practical  application  to  prophylaxis 
considered.  Carbohydrate  food  is  bad.  Alkaline 
dentrifrices  are  believed  to  be  harmful. 

In  discussion  Dr.  Manning  said  that  deciduous 
teeth  have  not  received  sufficient  attention.  He 
believes  heredity  to  be  of  infiuence. 

Dr.  Durand  pointed  out  that  decay  is  co-incident 
with  civilization.  He  believed  children  should  be 
early  taught  to  chew  and  suggested  that  the  last 
article  in  each  meal  be  a substance  containing  or- 
ganic acid,  of  such  texture  as  will  act  as  a cleanser. 

Anatomy  of  the  Pancreas  and  a Case  of  Pancreatic 
Cyst.  By  Dr.  J.  T.  Mason.  He  gave  the  history  of 
the  patient,  showing  that  preoperative  diagnosis 
had  been  impossible  and  described  the  technic  of 
operation. 

Dr.  Lensman,  in  discussion,  stated  diagnosis  de- 
pends on  chemical  tests  of  the  stools,  plus  radio- 
graphs after  infiation  of  the  stomach  and  colon. 

Dr.  E.  O.  J'ones  showed  a postmortem  specimen 
from  a case  of  acute  hemorrhagic  pancreatitis, 
showing  destruction  of  the  pancreatic  tissue  and 
fatty  necrosis.  The  stomach  showed  a healed  and 
a fresh  ulcer  and  was  adherent  to  the  pancreas. 
He  believes  the  case  is  one  of  pancreatic  apoplexy 
from  the  acute  gastric  ulcer. 

Dr.  Miles  called  attention  to  the  extreme  danger 
of  extravasation  of  the  contents  of  these  cysts  and 
said  exploratory  laparotomy  was  always  indicated. 

CuNiCAL  Cases. 

Dr.  W.  C.  Kintner  showed  a small  boy  with  com- 
pound fracture  of  the  femur,  in  whom  correction  of 
the  deformity  had  been  difficult,  but  persistent  ef- 
forts were  finally  rewarded. 

Dr.  C.  Parker  reported  a case  of  streptostaphyloc- 
occic  infection  of  the  hand.  He  discussed  the  dif- 
ficulties of  differential  diagnosis  in  hand  infections 
and  symptomatology  of  lymphangitis,  tenosynovitis 
and  fascial  space  infection. 

Drs.  D.  S.  Baughman,  C.  Cohoon,  Samuel  Stusser, 
J.  Lacey,  H.  F.  Cleaves  were  elected  to  membership. 
The  application  of  Dr.  J.  R.  Peterson  was  read. 


PACIFIC  COUNTY  MEDICAL  SOCIETY. 
Pres.,  O.  R.  Nevitt,  M.  D.;  Sec.,  E.  R.  Perry,  M.  D. 

The  annual  meeting  of  the  Pacific  County  Medical 
Society  was  held  April  1 at  Hotel  Raymond,  Ray- 
mond, Wash.,  with  a full  attendance. 


June,  1916. 
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The  following  officers  were  elected  for  the  en- 
suing year:  President,  Dr.  E.  R.  Perry,  Raymond; 

Vice-President,  Dr.  F.  W.  Anderson,  South  Bend; 
Secretary-Treasurer,  Dr.  A.  L.  Maclennon,  Ray- 
mond; Delegate  to  State  Meeting,  Dr.  O.  R.  Nevitt, 
Raymond;  Alternate,  Dr.  W.  Gruwell,  South  Bend. 
The  annual  dinner  was  held  at  this  time. 


PIERCE  COUNTY  MEDICAL  SOCIETY. 

Pres.,  E.  A.  Rich,  M.  D. ; Sec.,  E.  C.  Wheeler,  M.  D. 

A regular  meeting  of  Pierce  County  Medical  So- 
ciety was  held  at  Tacoma,  Wash.,  May  2,  1916. 

Clinicai.  Cases. 

Dr.  Mary  Perkins  presented  a case  of  aneurism 
of  the  arch  of  the  aorta  in  a woman,  age  35. 

Pathologic  Specimens. 

Ovarian  Cyst  with  Twisted  Pedicle.  By  Dr.  W. 
D.  Reed.  Five  weeks  previous  to  operation  patient 
had  a severe  pain  in  the  right  side  with  vomiting. 
On  operation  ovarian  dermoid  cyst  with  two  full 
twists  in  the  pedicle  was  found.  On  the  left  side 
was  a second  dermoid  cyst.  Two  ounces  of  ether 
were  left  in  the  culdesac  and  abdomen  closed  with- 
out drainage. 

Ectopic  Pregnancy.  By  Dr.  H.  G.  Willard.  Patient 
35,  III  para.  Scanty  menstruation  at  normal  time 
and  intermittent  flow  for  a month  afterward. 
Typical  history  of  acute  pain  in  the  right  side, 
rapid  pulse  and  distended  abdomen. 

Dr.  Cary,  superintendent  of  the  Mountainview 
Sanatorium,  asked  for  donations  of  books  for 
library  for  the  sanatorium. 

Dr.  C.  H.  Kinnear  asked  if  steps  could  not  be 
taken  to  prosecute  the  Viavi  company  for  illegal 
practice  of  medicine. 

Papers. 

Attitude  of  Hospitals  in  Reference  to  Operations 
Upon  Unruptured  Ectopic  Pregnancy.  By  Dr.  B. 
H.  Foreman.  (See  page  206). 

Dr.  A.  M.  Flynn  spoke  on  viewpoint  of  Catholic 
Church  in  ectopic  pregnancy.  In  his  opinion  the 
decision  of  whether  to  operate  or  not  in  unruptured 
ectopic  pregnancy  should  be  left  to  the  conscience 
of  the  reputable  surgeon.  He  quoted  extensively 
from  articles  by  Wm.  Whelan,  Professor  of  Medi- 
cal Jurisprudence  in  Creighton  Medical  College, 
and  Bishop  O’Dea. 

Discussion  by  Drs.  Karshner,  Elwin  Brown,  Kin- 
near,  Read,  W.  B.  McCreery,  Gammon,  Libby,  C.  R. 
McCreery. 

Application  of  Dr.  J.  L.  Courtwright  for  member- 
ship was  read. 

It  was  voted  that  during  meetings  in  June,  July 
and  August  a special  chairman  and  secretary  be 
appointed  for  each  meeting  to  have  entire  charge 
of  the  program. 

Dr.  H.  J.  Whitacre  reported  a great  interest  in 
the  recent  social  hygiene  exhibit.  The  grand  total 
attendance  was  3,750. 


The  second  regular  meeting  held  at  Tacoma 
Hotel,  May  16.  Dr.  E.  W.  Janes,  presiding,  called 


the  meeting  to  order  at  8 o’clock,  about  fifty  being 
present. 

Dr.  E.  A.  Rich,  recently  appointed  Health  Offi- 
cer, told  the  plans  of  the  Health  Department.  An 
advisory  medical  board  will  be  formed,  consisting 
of  three  members  from  this  society  who  should 
serve  without  pay.  He  spoke  particularly  of  the 
proposed  supervision  of  the  milk  supply.  He  ap- 
pealed to  the  medical  profession  to  take  a more 
active  part  in  matters  of  legislation.  He  asked 
that  a committee  be  appointed  to  consider  the 
First  Aid  bill. 

Dr.  Montague,  who  has  been  appointed  acting 
health  officer,  asked  that  every  doctor  present 
should  register.  He  asked  for  more  care  in  making 
out  certificates  and  appealed  for  cooperation  to 
get  appropriation  for  a children’s  ward  at  the 
Mountain  View  Tuberculosis  Sanatorium. 

Dr.  W.  N.  Keller  was  introduced  as  superinten- 
dent of  the  Fort  Steilacoom  Hospital  for  the  Insane. 
He  mentioned  institutions  under  the  State  Board 
of  Control  and  gave  a brief  history  of  the  early 
insane  in  Washington,  also  describing  briefly  dif- 
ferent forms  of  insanity.  He  described  the  work 
done  at  Steilacoom,  commenting  on  the  cost  to  the 
state. 

Dr.  Spiro  Sargentish  spoke  at  some  length  upon 
his  experience  in  the  European  war,  telling  of  the 
terrible  conditions  in  Servia. 

Dr.  Case  presented  resolutions  on  the  death  of 
Dr.  E.  M.  Brown  as  follows: 

The  Pierce  County  Medical  Society  has  suffered 
a deep  and  deplorable  loss  in  the  death  of  our  be- 
loved friend  and  colleague.  Dr.  E.  M.  Brown. 

It  is  a regrettable  fact  that  it  is  not  until  we 
are  deprived  of  a privilege  that  we  arrive  at  a 
true  understanding  of  its  value.  So,  in  this  cir- 
cumstance, we  are  just  learning  to  appreciate 
what  Dr.  Brown  meant  to  us  as  a friend  and  com- 
rade. 

We  have  long  loved  and  esteemed  Dr.  Brown  as 
one  of  the  noblest  representatives  of  our  profes- 
sion. His  devotion  to  duty,  his  loving  kindness 
and  cheerful  optimism  in  the  face  of  adversity  and 
deep  suffering,  have  marked  him  as  a hero  and 
highest  example  of  man. 

We  feel  that  as  time  goes  on  we  shall  appreciate 
ever  more  strongly  the  loss  that  we  have  suffered 
in  his  death. 

We  therefore  direct  that  this  expression  of  our 
loving  remembrance  and  sorrow  be  spread  upon 
our  minutes,  and  a copy  of  the  same  be  sent  to  his 
bereaved  widow  and  family. 

C.  E.  CASE, 

P.  P.  SWEARINGEN, 
JAMES  R.  YOCUM, 

Committee. 

Application  of  Dr.  Hall,  of  McKenna,  for  member- 
ship, was  referred  to  the  censors. 


PUGET  SOUND  ACADEMY  OF  OPHTHALMOL- 
OGY AND  OTO-LARYNGOLOGY. 

Pres.,  C.  B.  Wood,M.D.;  Sec.,  W.  F.  Hoffman,  M.  D. 

The  May  meeting  of  the  Academy  was  held  on 
the  22nd,  in  the  rooms  of  the  Metropolitan  club, 
with  the  members  of  the  King  County  Dental  So- 
ciety as  guests. 
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Papers. 

Fundamental  Causes  of  Dental  Disorders  in 
Special  Relations  to  the  Nose,  Throat  and  Ears, 
By  Dr.  H.  C.  Puckett. 

Diseases  of  the  Mouth. 

Vincents  Angina.  By  A.  T.  Wanamaker. 

Malignant  Growths.  By  Copeland  Plummer. 

Syphilis  of  the  Mouth.  By  L.  H.  Klemptner. 

Tuberculosis  of  the  Mouth.  By  Hamilton  Still- 
son. 

Dr.  Puckett  presented  some  original  ideas  in 
regard  to  the  development  of  the  teeth  and  their 
influence  on  the  growth  of  the  maxillary  bones 
and  made  a strong  plea  for  the  care  and  preser- 
vation of  the  deciduous  teeth. 


BOOK  REVIEWS 

Edited  by  Kenelm  Winslow,  M.  D. 

Cancer  of  the  Stomach.  A Clinical  Study  of  921 
Operatively  and  Pathologically  Demonstrated 
Cases,  by  Frank  Smithies,  M.  D.,  Gastro-enter- 
ologist  to  Augustana  Hospital,  Chicago.  With  a 
Chapter  on  the  Surgical  Treatment  of  Gastric 
Cancer,  by  Albert  J.  Ochsner,  M.  D.,  Professor  of 
Clinical  Surgery  in  the  University  of  Illinois. 
Octavo  of  522  pages  with  106  illustrations.  Phil- 
adelphia and  London:  W.  B.  Saunders  Company, 

1916.  Cloth,  $5.50,  net;  half  morocco,  $7,  net. 

This  is  an  epochal  contribution  on  gastric  cancer, 
based  on  the  critical  analysis  of  921  operatively 
and  pathologically  known  cases.  The  great  and 
recent  knowledge  of  the  etiology  of  cancer  of  the 
stomach  is  that  it  follows  ulcer  in  71  per  cent,  of 
cases,  as  shown  by  microscopic  section  of  opera- 
tive cases;  and  by  well  defined  ulcer  histories  in 
54  per  cent,  of  Smithies’  cases.  How  many  of  the 
patients  also  had  ulcer  in  whom  were  no  previous 
gastric  symptoms  (32  per  cent.)  and  among  those 
in  whom  there  were  only  ill  defined  gastric  troubles 
(9  per  cent.),  it  is  impossible  to  say.  The  essential 
division  between  ulcer  and  gastric  history  occurs 
when  the  symptoms  become  continuous,  and  pro- 
gressive loss  of  weight  and  strength  begin.  This 
is  the  initial  stage  of  cancer.  So  that  while  it  is 
possible  to  affirm  positively  that  a large  percentage 
of  gastric  cancers  have  their  beginnings  in  chronic 
ulcers  (nearly  8 per  cent,  proving  cancerous  on 
microscopic  section  without  any  clinical  signs  of 
cancer),  it  is  not  possible,  on  the  other  hand,  to 
state  what  proportion  of  gastric  ulcers  become 
carcinomatous.  The  relative  incidence  of  cancer 
of  the  stomach  in  the  sexes  is  just  that  seen  in 
ulcer — both  are  three  times  more  common  in 
men. 

Smithies  may  possibly  create  some  surprise  in 
his  assertion  that  the  x-ray  is  not  of  much  value 
in  the  early  diagnosis  of  cancer  and  that  this  must 
be  made  clinically  and  chemically.  That  is,  it  is 
impossible  to  localize  ulcer  by  x-ray  until  some 
complication  occurs,  such  as  enough  scar  tissue  to 
make  a lesion  1 to  3 cm.  in  diameter.  Or  until 
deformities,  stenoses  and  alterations  of  shape  and 


position  of  the  stomach  appear — and  these  are  re- 
garded as  secondary  and  late  symptoms  of  malig- 
nant ulcer  or  of  latent  ulcer.  The  location  of  ulcer 
by  x-ray  in  the  duodenum  is,  however,  of  great 
diagnostic  importance,  because  cancer  of  the 
duodenum  only  occurred  7 times  in  1000  cases  of 
duodenal  ulcer.  The  great  moral  to  be  drawn  from 
the  book  is  the  importance  of  surgical  treatment 
of  chronic,  calloused  gastric  ulcer,  and  Smithies 
believes  (although  an  internist)  that  exploratory 
abdominal  section  should  be  done  much  more  fre- 
quently in  obscure  chronic  digestive  disorders.  The 
book  is  a masterly  production  and  goes  into  the 
most  minute  detail  in  regard  to  etiology,  statistics, 
symptomatology,  diagnosis,  pathology  and  medical 
treatment,  while  the  surgical  treatment  is  by 
Ochsner  and  equally  authoritative.  Winslow. 


Pulmonary  Tuberculosis.  By  Maurice  Fishberg,  M. 
D.,  Clinical  Professor. of  Tuberculosis,  University 
and  Bellevue  Hospital  Medical  College;  Attend- 
ing Physician,  Moritefiore  Home  and  Hospital  for 
Chronic  Diseases,  New  York.  Octavo,  639  pages, 
with  91  engravings  and  18  plates.  Cloth,  $5.00 
net.  Lea  & Febiger,  Publishers,  Philadelphia  and 
New  York,  1916. 

Eighteen  years  experience  with  the  tuberculosis 
problem  in  New  York  City  has  convinced  the 
author  that  the  physician  can  and  should  do  more 
to  recognize  early  phthisis  or  the  pretuberculous 
stage;  that  incipient  does  not  always  mean  curable 
tuberculosis  and  that  advanced  cases  are  not  al- 
ways hopeless;  that  institutional  treatment  is  not 
the  only  effective  method  of  treatment  and  even, 
if  it  were,  and  all  patients  should  consent  to  it,  it 
would  not  accommodate  10  per  cent,  of  eligible 
patients;  and  that,  most  important  of  all,  “there  is 
hardly  a living  person  in  a large  city  who  does  not 
harbor  tubercle  bacilli,  despite  of  the  rigorous  and 
costly  efforts  which  have  been  made  in  the  last 
thirty  years.’’  Great  stress  has  been  laid  on  the 
fact  that  not  every  one  infected  with  tubercle  bacilli 
is  likely  to  become  sick  and,  since  it  is  impossible 
to  reinfect  a tuberculous  animal  or  man,  tuber- 
culous individuals  hardly  constitute  a menace  to  the 
community  except  to  infants.  He  speaks  of  the 
rarity  of  conjugal  phthisis  and  concludes  that 
prophylaxis  must  be  shifted  to  the  child.  He  con- 
tinues by  saying  that  “recent  research  endows  the 
tuberculous  organism  with  a certain  degree  of 
resistance  or  even  immunity’’  and  speaks  frequently 
Oi  the  “tuberculous  carrier,’’  meaning  pretty  nearly 
everybody  at  certain  periods  of  life,  the  obvious  im- 
possibility of  quarantining  the  whole  human  race, 
and  their  infectiousness  to  infants.  If  this  be  true, 
and  it  seems  to  be  well  grounded,  it  would  seem  as 
if  the  actual  eradication  of  the  disease  were  quite  a 
hopeless  problem.  He  calls  attention  to  the  marked 
differences  in  the  clinical  picture  of  the  disease  in 
infants  as  compared  to  children  and  describes  the 
two  main  types  in  adults,  the  ulcerative  form  as 
oistinguished  from  fibrosis  (the  wets  and  the  drys), 
important  points  most  frequently  overlooked.  This 
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book  is  not  a compilation  of  facts  already  to  be 
found  on  the  same  subject  in  other  works,  but  a 
treatise  fairly  teeming  with  new  material.  So 
many  of  the  quotations  are  from  recent  journals 
and  Public  Health  bulletins  that  those  of  us  who 
follow  the  subject  closely  are  treated  to  continual 
surprises  as  to  the  significance  of  recent  scientific 
work  on  the  subject  gathered  from  all  parts  of  the 
world.  While  written  for  the  general  practitioner 
it  is  equally  valuable  for  the  student  or  the  special- 
ist and  should  have  an  especially  wide  circulation. 

Paschall. 


Treatise  on  Fractures.  By  John  B.  Roberts,  A.  M., 
M.  D.,  F.  A.  C.  S.,  Professor  of  Surgery  in  the 
Philadelphia  Polyclinic,  etc.  and  James  A.  Kelly, 
A.  M.,  M.  D.,  Attending  Surgeon  to  St.  Joheph’s 
Hospital,  etc.  909  illustrations,  price  $6.  J.  B. 
Lippincott  Company,  Philadelphia  and  London. 

This  is  a comprehensive,  complete,  judicial 
treatise,  discussing  the  subject  thoroughly,  interest- 
ingly and  instructively.  There  is  so  much  to  com- 
mend, particularly  in  the  general  discussion,  in 
which  prognosis  and  results  of  treatment,  general 
rules,  massage,  functional  treatment  are  considered 
in  detail;  in  the  chapters  on  small  operative  surg- 
ery; spinal  fracture,  with  indications  for  operative 
treatment,  that  one  finds  his  criticisms  confined  to 
slight  errors  escaping  the  eyes  of  the  proof-reader. 
Thus  on  page  256,  second  paragraph,  the  word 
sternum  should  read  ribs;  on  top  of  page  424,  word 
case  should  read  base;  on  pages  355,  377  and  462, 
14.3,  0.25,61.04  should  be  1.43,0.85.104  and  on  page 
476  the  sentence  beginning,  “in  impacted  fractures,” 
needs  recasting.  That  one  needs  call  attention  to 
such  in  order  to  find  something  to  criticize,  merely 
accentuates  the  opinion  that  this  is  the  best  book 
the  reviewer  has  yet  seen  on  this  important  topic. 

Stukgis. 

The  Clinics  of  John  B.  Murphy,  M.  D.  At  Mercy 
Hospital,  Chicago.  Vol.  IV.,  No.  5,  1915;  and  Vol. 
V.,  Nos.  1 and  2,  1916.  Published  Bi-Monthly, 
Paper,  $8.00.  Cloth,  $12.00.  W.  B.  Saunders  Co., 
Philadelphia  and  London. 

Space  does  not  permit  us  to  review  in  detail 
these  publications  as  their  importance  deserves. 
Vol.  IV.,  No.  5,  is  largely  given  over  to  discus- 
sions and  operations  on  bones  and  joints.  In  it, 
however.  Dr.  Murphy  describes  the  treatment  of 
inoperable  sarcoma,  including  the  use  of  sodium 
cacodylate,  x-ray  and  Coley’s  serum.  Dr.  Coley 
describes  his  cure  of  one  of  Murphy’s  patients  of 
inoperable  cancer  of  the  face.  Murphy  is  a great 
believer  in  sodium  cacodylate  subcutaneously  in 
place  of  salvarsan  in  syphilis  and  advocates  grad- 
ual increase  of  the  dose,  beginning  with  2,  3 or 
4 grains  daily  and  increasing  the  dose  to  10  grains 
every  3rd  or  4th  day.  The  same  treatment  is 
useful  in  inoperable  sarcoma. 

The  February  number  (No.  1,  1916)  is  also  largely 
devoted  to  Murphy’s  wonderful  work  on  the  bones 
and  joints.  A case  is  reported  of  ankylosis  of 
the  knee-joint  in  a male  of  23  which  possesses 


wide  interest  because  of  the  most  serious  involve- 
ment of  several  bones  following  the  squeezing  of 
pus  out  of  a boil.  Murphy  quotes  other  serious 
cases  of  osteomylelitis  from  similar  causes 
and  emphasizes  the  dangers  of  this  common  prac- 
tice in  boils. 

In  the  April  number  (No.  2,  1916)  there  is  a 
most  instructive  review  by  Murphy  of  surgery  of 
the  tendons  and  tendon  sheaths,  including  wounds 
and  division  of  the  tendons.  Following  this  is  a 
general  discussion  of  cervical  ribs,  taking  up  in 
detail  all  the  clinical  aspects  of  this  anomaly. 
There  are  lectures  on  two  nervous  cases  of  un- 
usual interest,  in  which  the  diagnosis  are  analyzed 
and  discussed  by  Dr.  Mix  in  the  most  admirable 
manner.  The  Murphy  Clinics  are  as  absorbingly 
interesting  as  they  are  instructive  and  valuable. 

Winslow. 

Diseases  of  the  Throat,  Nose  and  Ear.  By  William 
H.  Kelsor,  M.  D.,  B.  S.,  F.  R.  C.  S.  (Eng.)  Sur- 
geon London  Throat  Hospital,  etc.  Octavo  271 
pr’.'-cs;  89  illustrations  (6  colored  plates).  Cloth, 
$3.00  Oxford  University  Press,  London  and 
New  York. 

This  book  is  written  as  a textbook  for  medical 
students  and  a guide  for  general  practitioners.  The 
whole  subject  is  well  covered,  including  symptoms 
and  treatment,  with  description  of  the  simple 
operations.  Etiology  and  pathology  are  not  gone 
into  extensively.  The  matter  of  tonsils  and 
adenoids  with  the  operations  is  treated  somewhat 
differently  from  the  teachings  in  this  country  and 
might  be  open  to  criticism  from  our  standpoint. 
The  diction  is  odd  to  say  the  least,  and  some  of 
the  author’s  sentences  would  be  hard  to  analyze, 
but  the  meaning  is  clear  and  the  many  quaint  ex- 
pressions are  interesting.  Seelye. 


Infant  Feeding.  A Handbook  by  Lawrence  T. 
Royster,  M.  D.,  Attending  Physician  Romrey 
Home  for  Girls  and  Foundling  Ward  for  the  Nor- 
folk Society  for  the  Prevention  of  Cruelty,  to 
Children,  etc.  150  pages;  cloth  $1.25.  C.  V.  Mosby 
Co.,  St.  Louis,  1916. 

A compact  and  helpful  handbook  for  the  general 
practitioner.  The  chapters  on  breast  feeding, 
growth  and  development,  care  of  the  premature  in- 
fant and  the  stools  in  infancy,  a chapter  contributed 
by  John  Lovett  Morse,  are  particularly  valuable. 
Dr.  Royster,  in  his  discussion  of  artificial  feeding, 
sticks  to  the  percentage  methods.  Figuring  per- 
centages and  trying  to  think  in  terms  of  percent- 
ages when  writing  a formula  is  too  complicated  a 
process  for  the  average  man  who  is  not  doing  it 
every  day.  This  teaching  is  very  largely  re- 
sponsible for  the  very  bad  feeding  which  has  been 
current  in  this  country  for  the  past  ten  years. 
The  simpler  methods  of  whole  milk  dilutions,  as 
taught  by  Grulle,  Dennett  and  other  modern  writ- 
ers, are  bringing  confidence  and  success  to  many 
men  who  had  despaired  of  knowing  anything  of 
infant  feeding  and  resorted  to  the  proprietary  foods 

Duband. 
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ORIGINAL  CONTRIBUTIONS 

CLINICAL  CONSIDERATION  AND 
CLASSIFICATION  OF  DIARRHEA 
AND  CONSTIPATION  * 

By  Frederick  Epplen,  M.  D., 

SPOKANE,  WASH. 

It  is  not  the  purpose  of  this  paper  to  take  up 
in  extenso  such  specific  diarrheas  as  those  caused 
by  the  Shiga  bacillus  or  the  ameba  histolytica,  nor 
is  chronic  intestinal  obstruction  to  be  considered 
in  the  nature  of  a constipation,  except  in  shaping 
a working  classification. 

Diarrhea,  a term  so  frequently  confused  with 
enteritis,  or  perhaps  it  would  be  better  to  reverse 
this  and  say  that  enteritis,  a term  often  used 
synonymously  with  diarrhea,  gives  an  erroneous 
conception,  and  has  led  to  practically  all  the  con- 
fusion existing  in  the  minds  of  the  average  prac- 
titioner. Diarrhea  is  a symptom  pure  and  simple ; 
its  nature  must  still  be  determined.  Enteritis  is 
a specific  term  indicating  an  inflammatory  reac- 
tion somewhere  in  the  intestinal  canal,  of  which 
diarrhea  is  a prominent  symptom. 

For  the  purposes  of  this  paper  we  have  adopted 
the  following  classification  of  diarrheas: 
Fermentative  diarrheas 

’Read  before  the  Third  Triennial  Meeting  of  the  State  Medi- 
cal Associations  of  Idaho,  Washington  and  Oregon,  Lewiston, 
:.ia.,  Oct.  13-15,  1915. 


C Achylia 
^ Carcinoma 
[ Pyloric  Stenosis 
f Localized 
-{  Generalized 
I Bacillary 
[ Amebic 
(colica  mucosa) 

( Tuberculous 
] Non-specific  ulcerations 
f Nephritic 
I Grave’s  Disease 
\ Chronic  pulmonary  tuber- 
I culosis  without  ulcera- 
I tion 
[ Amyloidosis 
Diarrheas  dependent  upon  intestinal 
stenosis. 

Fermentative  diarrheas.  Fermentative  diarrhea 
constitutes  a group  which  was  first  described  by 
Schmidt  of  Halle  a.  S.  It  manifests  itself  usually 
by  a rather  slow  onset  with  chronic  abdominal  dis- 
comfort, sometimes  gradual,  but  more  often  inter- 
mittent, and  is  associated  with  a great  deal  of 
gurgling  and  rumbling  in  the  abdomen.  The  pa- 
tient complains  of  general  malai.se  and  anorexia. 
There  is  some  slight  loss  in  weight.  The  stools 
are  at  first  very  characteristic ; are  rather  frequent, 
two  to  three  a day ; are  discharged  in  porridge- 
like masses,  at  times  semi-solid;  are  pale  yellow 


Gastrogenic 
diarrheas : 

Enteritic 

diarrheas: 

Mucous  colitis 

Ulcerative 
diarrheas : 

Toxic 

diarrheas : 
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in  color,  and  contain  throughout  a great  many 
gas  bubbles;  are  of  a very  sour  and  rancid  odor, 
and  on  microscopic  or  chemical  examination  are 
found  to  contain  a great  deal  of  undigested  starch ; 
in  fact  at  times  undigested  masses  of  potatoes  or 
bread  may  be  seen  and  recognized  with  the  naked 
e}’e.  This  at  once  gives  the  clue  to  the  nature  of 
the  disturbance.  It  is  essentially  a carbohydrate 
indigestion.  Fats  and  proteids  do  not  appear,  ex- 
cepting as  they  may  be  unduly  rushed  through  the 
intestinal  canal,  when  the  stools  are  very  frequent. 

If  these  cases  come  under  observation  at  this 
time  the  process  is  very  easily  remedied  by  re- 
moval of  carbohydrates  and  cellulose  from  the  diet. 
If,  however,  diarrhea  of  this  kind  be  allowed  to 
continue,  the  frequency  of  the  stools,  the  irritation 
of  the  undigested  starch  and  the  acid  produced 
by  fermentation  of  the  same,  lead  to  a great  deal 
of  irritation  of  the  enteric  mucous  membrane,  and 
secondary  enteritis  results.  At  this  time  the  stools 
become  much  more  watery  in  character ; much 
mucous  is  intermingled,  usually  in  small  shreds. 
They  assume  a more  or  less  putrid  character  and 
as  a result  of  altered,  less  efficient  digestive  fluids, 
fat  and  proteids  suffer  decomposition  and  putrefac- 
tion. These  are  passed  either  undigested  in  the 
form  of  meat  fibers  and  fat  droplets,  or  they  un- 
dergo putrid  decomposition,  as  does  also  some  of 
the  excessive  secretion.  If  the  patient  be  seen  at 
this  time.  It  Is  often  very  difficult  to  determine  the 
primary  nature  of  this  diarrhea,  since  the  compli- 
cating enteritis  serves  to  deceive  the  examiner. 

The  etiology  of  this  condition  is  not  understood. 
It  is  probably  dependent  upon  some  functional  dis- 
turbance of  starch  digestion,  verj^  probably  in  most 
cases  temporary,  tho  In  some  It  may  last  for  a very 
long  time.  Several  theories  have  been  advanced. 
The  most  satisfactory  is  that  of  Schmidt,  who  sug- 
gests that  it  is  diametrically  the  opposite  to  con- 
stipation, in  that  instead  of  a hyperdigestion  of  cel- 
lulose, as  it  occurs  in  that  condition,  there  is  in 
this  an  Inability  to  handle  this  substance  at  all, 
while  the  dlsaccharides  are  well  taken  care  of. 
It  must  be  borne  In  mind,  however,  that  Schmidt 
is  a strong  believer  in  disturbances  of  the  contents 
of  the  Intestinal  canal  as  causes  of  diarrhea,  or 
constipation  in  all  disorders  of  motility  rather 
than  in  disturbances  of  the  organs  themselves. 

Very  probably  there  is  some  constitutional  anom- 
aly in  carbohydrate  digestion,  since  In  a few  of 
these  cases  it  becomes  necessary  to  withdraw  them 


permanently.  It  might  be  looked  upon  as  a sort 
of  intestinal  diabetes  mellitus,  if  the  term  be  per- 
missible. Certainly  a great  many  people  cannot 
eat  raw  cellulose  as  it  appears  in  tomatoes,  cucum- 
bers and  radishes.  However,  neither  explanation 
is  very  satisfactory. 

Gastrogenic  diarrheas.  That  the  chronic  gastric 
achylias  are  very  frequently  associated  with  di- 
arrhea, either  continuous  or  Intermittent,  is  well 
known  by  most  physicians,  but  a fact  very  often 
overlooked.  For  many  reasons  It  is  very  important 
that  this  oversight  should  not  occur.  In  the  first 
place,  if  they  continue  sufficiently  long  they  even- 
tually become  chronic  and  incurable,  as  the  result 
of  the  secondary  enteritis,  and,  in  the  second  place, 
because  achylia  gastrica  should  be  discovered  as  a 
result  of  searching  for  the  cause  of  a given  di- 
arrhea. We  are  putting  this  this  way  because 
the  chronic  achylias  with  diarrhea  bear  a most 
important  relationship  to  anemia. 

At  the  outset  or  shortly  after  the  diarrhea  be- 
gins, the  patients  are  very  likely  to  become  quite 
anemic,  usually  of  a secondary  type,  but  after 
continuing  for  years  this  anemia  sometimes  takes 
on  the  characteristics  of  a primary  pernicious  ane- 
mia. The  association  of  chronic  gastric  achylia 
with  pernicious  anemia  has  been  known  since  Add- 
ison first  described  the  latter  disease,  and  even 
by  him  was  looked  upon  as  a possible  primary 
cause.  While  this  has  frequently  been  denied, 
there  is  nevertheless  much  food  for  thought  in 
Addison’s  original  statements  and  those  of  many 
men  since  then.  Schmidt,  for  example,  is  strongly 
Impressed  with  the  association. 

Crofton  of  Chicago  treats  his  pernicious  ane- 
mias with  enormous  doses  of  concentrated  hydro- 
chloric on  the  basis  that  its  absence  is  the  primary 
cause  of  the  anemia.  With  the  present  revival 
of  the  infective  theory  of  so  many  diseases  whose 
etiology  was  formerly  obscure,  there  certainly  is 
a very  alluring  suggestion  in  the  loss  of  the  anti- 
septic properties  of  the  stomach  in  chronic  gastric 
achylia  as  a cause  both  of  the  diarrhea  and  of  the 
anemia,  since  all  sorts  of  bacteria  pass  through  the 
stomach  uninjured  and  have  splendid  opportuni- 
ties to  proliferate  In  the  various  nooks  and  crannies 
of  the  intestinal  canal  below.  It  would  be  only 
too  simple  for  some  hemolytic  streptococcus  to  es- 
tablish a colony  which  eventually  overpowers  the 
Individual  by  its  continuous  toxic  products,  and 
pernicious  anemia  may  eventually  result. 
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To  return  from  our  digression,  the  diarrhea 
associated  with  gastric  achjdia  is  usually  quite  in- 
termittent at  first,  although  it  may  begin  grad- 
ually. Secondary  enteritis  may  or  may  not  occur; 
in  fact  there  seems  to  be  a tendency,  in  a good 
many  of  these  cases,  for  the  achylia  to  spread 
downward  involving  frequently  the  intestine, 
causing  a loss  of  the  succus  entericus  and  not  in- 
frequently also  the  pancreatic  juices.  The  probable 
cause  at  the  onset  rests  in  the  physiologic  fact  that 
connective  tissue  is  digested  in  the  stomach  and 
there  only.  Meat  fiber,  which  is  still  enclosed  in 
its  connective  tissue  capsule,  cannot  be  attacked  by 
the  pancreatic  juices.  They,  therefore,  constitute 
a foreign  body  even  when  tryptic  digestion  is  still 
active,  and  still  more  so  after  the  pancreas  has 
become  involved.  They  are,  therefore,  rejected  as 
foreign  bodies  exactly  as  the  starch  is  in  the  fer- 
mentative diarrhea.  Putrefactive  and  enteritic 
processes  and  many  other  secondary  changes  are 
not  at  all  infrequent.  The  appearance  of  these 
stools  is  not  quite  so  characteristic  as  those  of 
fermentative  diarrhea,  but  the  presence  of  con- 
nective tissue  shreds  and  undigested  meat  fibers 
is  quite  characteristic. 

That  the  American  table  abounds  in  rare  roasts, 
smoked  pork  in  the  form  of  ham  and  bacon,  and 
many  other  forms  of  food  digested  with  difficulty 
is  a well  known  fact,  and  accounts  for  much  of 
the  disturbance  that  this  particular  type  of  gastric 
disease  is  subject  to.  The  wonder  is  that  so  many 
achylias  seem  to  have  developed  a compensatory 
mechanism  of  some  kind  or  other  somewhere  in 
the  digestive  canal  below'  the  pylorus. 

Inordinate  constipation,  on  the  other  hand, 
seems  to  be  quite  as  common  in  chronic  achylia 
as  is  diarrhea,  though  very  frequently  is  not  im- 
pressed upon  the  physician,  because  patients  are 
much  more  likely  to  view'  constipation  than  di- 
arrhea w'ith  indifference.  This  fact  has  led  some 
writers  to  consider  achylia  gastrica  as  quite  harm- 
less until  secondary  changes  in  the  pancreas  and 
small  bow'd  have  occurred,  looking  upon  the  di- 
arrhea as  dependent  entirely  on  the  absence  of  all 
compensatory  powers. 

Another  type  of  diarrhea  dependent  upon  achy- 
lia is  that  occurring  in  connection  with  carcinoma 
of  the  stomach.  Its 'pathogenesis  is  the  same  as 
that  just  described,  w'ith  the  added  factor  of 
putrid  admixture  to  the  food  w'hen  there  is  ulcera- 
tion. Putrefaction  is,  therefore,  more  likely  to 


occur  early,  and  to  be  more  marked  when  present. 

In  direct  contrast  to  those  of  chronic  achylia 
with  an  incompetent,  wide-open  pylorus,  are  the 
diarrheas  occurring  in  association  with  pyloric 
stenosis.  These  cases  are  rare  but  reports  and 
diagnoses  are  more  frequent  since  Boas  reported 
several  cases  some  three  years  ago.  They  are 
associated  with  painful,  colicky  attacks  followed, 
within  an  hour,  by  several  watery  stools.  These 
occur  in  attacks  on  several  succeeding  days,  and 
then  may  be  entirely  absent  for  as  many  days  or 
even  weeks.  Since  the  complaints  of  the  patient 
are  all  in  connection  with  his  diarrhea,  the  pyloric 
stenosis  may  be  entirely  overlooked.  They  may 
occur  also  in  pyloric  spasm  of  obscure  origin,  as 
well  as  in  genuine  stenosis.  To  explain  the  patho- 
genetic relationship  of  the  stenosis  is  difficult. 
There  is  probably  some  reflex  exaggeration  of 
peristalsis  of  the  entire  canal,  as  a result  of  that 
in  the  stomach  itself.  These  feces  often  contain 
many  sarcinae  and  yeast  cells,  a finding  classed 
by  Boas  as  pathognomonic. 

Enteritic  diarrheas.  Generalized  enteritic  di- 
arrheas, aside  from  those  that  are  specific,  are 
quite  frequent  as  acute  manifestations,  dependent 
usually  upon  some  form  of  food  poisoning.  As 
chronic  disturbances  they  are  extremely  rare,  un- 
less they  belong  to  one  of  the  specific  groups, 
either  the  bacillary  or  amebic,  which  we  do  not 
propose  to  take  up  here.  Secondary  chronic  entri- 
tides  are  not  at  all  rare  in  connection  with  either 
of  the  types  of  diarrhea  previously  described,  the 
pathogenesis  of  which  was  pretty  well  discussed 
there. 

Localized  enteritis  about  the  ileocecal  valve  is 
not  rare,  and  rather  interesting  from  the  stand- 
point of  pathologic  physiology.  If  it  be  borne  in 
mind  that  bacterial  activity,  virulence  and  popu- 
lation are  all  greatest  in  the  cecal  pouch,  the 
ease  with  vchich  infective  processes  may  be  lighted 
up  in  that  neighborhood  is  very  evident,  and  cer- 
tainly bears  some  direct  relationship  to  that  com- 
mon lesion,  appendicitis.  The  cecum  and  begin- 
ning colon,  and  the  last  eighteen  to  tw'enty  inches 
of  the  ileum  are  seats  of  predilection  for  all  sorts 
of  infective  processes,  typhoid  fever,  actinomycosis, 
tuberculosis,  low  grade  perityphilitic  processes  and 
also  of  carcinoma. 

The  probable  explanation  for  this  morbidity 
in  the  low'er  ileum  lies  in  the  fact  that  under 
normal  conditions  this  is  certainly  a temporary 
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(halting  place  for  its  contents,  as  things  are  ad- 
justing themselves  in  the  cecum  for  their  recep- 
tion. The  slightest  distention  at  this  point  may 
cause  localized  irritations  that  soon  result  in  in- 
flammations. A thickened  ileocecal  valve  tends 
to  become  incompetent,  letting  hordes  of  colonic 
bacteria  regurgitate.  Conditions  for  an  intense 
reaction  are  ripe,  small  bowel  putrefaction  occurs 
and  then  often  spreads  to  the  colon.  The  new 
(small  bowel)  culture  medium  having  increased 
the  virulence  of  the  colonic  bacteria,  they  are 
then  pathogenic  in  the  colon.  Further  pathogen- 
etic relations  are  too  self-evident  to  need  elucida- 
tion. These  processes  often  ascend  into  the  colon 
and  progress  there,  or  they  may  retrograde  and 
cause  considerable  small  bowel  enteritis. 

The  stools  in  these  cases  contain  mucus,  both 
small  and  large  masses;  are  very  likely  to  be 
putrid,  but  contain  very  little  undigested  food,  un- 
less very  far  advanced.  The  symptoms  are  likely 
to  be  very  indefinite.  Usually  there  is  abdominal 
discomfort,  some  flatulence,  with  more  or  less  pain 
and  tenderness  in  the  right  lower  quadrant  of  the 
abdomen.  This  symptom  often  leads  to  the  diag- 
nosis of  chronic  appendicitis,  and  not  altogether 
incorrectly,  as  the  appendix  is  often  involved,  but 
operation  does  not  cure  these  cases;  they  are  pri- 
marily medical.  It  is  well  then  to  treat  chronic 
appendicitis,  associated  with  diarrhea,  on  a medi- 
cal basis:  rest  in  bed,  several  days  starvation,  hot 
applications,  and  later  bland  diet.  Frequently  all 
disturbances  will  disappear  and  permanently.  Be 
it  distinctly  understood,  however,  that  we  believe 
absolutely  in  operative  treatment  of  all  primary 
appendicitis.  It  is  only  those  cases  in  association 
with  localized  enteritis  for  which  we  are  advocat- 
ing medical  treatment. 

Mucous  colitis  (colica  mucosa).  Membranous 
colitis  or  colica  mucosa  is  a condition  very  diffi- 
cult to  classify  in  a paper  of  this  kind.  Person- 
ally we  believe  that  it  belongs  to  the  constipations, 
but,  as  it  is  often  associated  with  the  passage  of 
liquid  mucous  stools,  we  will  take  it  up  at  the 
present  time. 

That  this  is  clearly  not  a neurosis,  we  think  is 
pretty  generally  accepted  by  most  authorities.  We 
believe  that  a large  percentage  of  these  cases  have 
their  origin  in  the  injudicious  use  of  cathartics  in 
breaking  a chronic  constipation  by  violence,  as  it 
were.  ‘ The  use  of  such  cathartics  as  compound 
cathartic  pills,  calomel,  aloes,  etc.,  over  long  pe- 


riods of  time  are  a source  of  chronic  irritation 
which  produces  such  results  as  are  sometimes  seen 
in  what  is  clinically  called  membranous  colitis. 
A great  many  other  causes  probably  contribute: 
pericolic  membranes,  mal-positions  of  the  cecum 
or  transverse  colon,  irritation  of  the  splanchnic 
nerves  by  stretched  mesenteries  in  visceroptotics, 
and  probably  also  such  cases  as  partially  healed 
localized  inflammations  in  and  around  the  ileocecal 
valve.  Many  cases  of  ulcerative  colitis  have  as  an 
end  result,  after  healing,  a mucous  colitis.  A great 
many  other  cases  we  admit  seem  to  be  entirely 
free  from  any  etiologic  factor,  but  we  believe  that 
this  is  rather  a lack  of  pathologic  knowledge  and 
does  not  justify  our  classifying  them  as  neuroses 
pure  and  simple.  Many  of  the  patients  become 
neurotic  largely  because  of  the  disease  from  which 
they  are  suffering. 

Our  own  treatment  of  these  cases  has  always 
been  confined  to  that  of  a spastic  constipation  and, 
where  we  have  had  success  in  these  cases,  it  has 
always  been  on  this  basis,  and  never  on  a basis 
of  antidiarrheal  therapy. 

Ulcerative  diarrheas.  Those  of  tuberculous  or- 
igin may  immediately  be  divided  into  two  general 
classes:  those  that  occur  so  often  in  early  child- 
hood, but  are  by  no  means  limited  to  that  age, 
namely,  the  widespread  extensive  ulcerations  with 
rapid  emaciation  and  marked  watery  fetid  diarrhea 
that  represents  the  terminal  stage  of  a pulmonary 
tuberculosis.  In  these  there  is  no  tendency  to  heal, 
extension  is  rapid,  and  ulcers  may  extend  from 
the  jejunum  to  the  rectum;  indeed  even  the  skin 
about  the  anus  may  be  involved.  The  diagnosis 
can  scarcely  be  difficult. 

The  second  type  of  ulceration  is  located  in 
either  side  of  the  ileocecal  valve,  sometimes,  but 
certainly  not  always  associated  with  diarrhea. 
This  type  is  relatively  benign  and  shows  a marked 
tendency  to  heal.  The  symptoms  are  those  of 
indefinite  abdominal  distress  or  pain,  tenderness, 
with  very  fetid,  at  times  diarrheal,  stools.  The 
presence  of  such  ulcers  is  often  overlooked  entirely 
and  may  heal  with  the  parent  pulmonary  tubercu- 
losis, though  some  dyspeptic  symptoms  probably 
always  persist.  Pus,  mucus  and  blood  can  usually 
be  found  if  careful  feces  examinations  are  made,, 
though  symptoms  are  usually  so  vague  that  this 
is  not  done.  Given  a case  of  pulmonary  tubercu- 
losis, the  finding  of  tubercle  bacilli  is  not  prima 
facie  evidence  of  tuberculous  ulcers;  they  may  be 
swallowed  in  sputum  and  reappear  in  the  feces. 
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, Amebic  dysentery  is  a rare  lesion  in  our  climate. 
Some  papers  have  appeared  recently  in  which  such 
cases  are  reported,  but  we  have  seen  but  one  that 
appeared  to  be  clear-cut  and  beyond  question.  It 
was  that  of  a nurse  who  acquired  her  diarrhea  in 
central  Ohio,  following  the  floods  there  two  years 
ago.  It  yielded  promptly  to  exhibition  of  ipecac 
and  its  derivatives.  We  have  seen  several  cases 
of  diarrheas  in  achylics  who  carried  amebae  in 
their  feces.  Doubtless  these  have  been  mistaken 
at  times  for  sporadic  amebic  dysenteries.  The  dif- 
ferential diagnosis  is  exceedingly  difficult  and  we 
freely  admit  our  inability  to  differentiate  ameba 
histolytica  from  ameba  coli. 

Stercoral  ulceration  of  the  colon  is  common 
though  usually  latent.  It  is  not  always  associated 
with  diarrhea,  and  if  so  it  is  usually  intermittent 
in  character,  strongly  suggesting  that  type  usually 
looked  upon  as  nature’s  effort  to  correct  a consti- 
pation. They  usually  occur  in  individuals  well 
along  in  years,  are  associated  with  poor  nutrition 
and  sallow  complexion.  We  have  been  very  much 
impressed  with  the  frequency  of  its  association  with 
small  joint  arthritis  and  other  t}q)es  of  chronic 
toxic  invalidism. 

Toxic  diarrheas.  This  type  need  be  merelj 
mentioned  in  passing.  The  associated  disease  is 
usually  too  well  marked  to  escape  observation  and 
little  diagnostic  acumen  is  necessary  to  locate  the 
cause. 

That  of  amyloidosis  perhaps  needs  some  empha- 
sis, as  it  is  often  entirely  overlooked  or  misinter- 
preted. We  have  seen  but  one  case  and  it  was 
completely  misinterpreted,  and  we  might  add  that 
the  cause  of  the  amyloidosis  was  not  found  at  au- 
topsy; it  was  presumed  to  be  due  to  a latent  syph- 
ilitic infection. 

Stenotic  diarrhea.  There  are  certainly  cases  of 
chronic  intestinal  stenosis,  usually  carcinoma  of 
the  distal  one-third  of  the  colon,  which  are  asso- 
ciated with  frequent  small,  mucus  bearing,  bloody 
evacuations.  Diarrhea  has  become  a necessity  and 
therefore  exists. 

CONSTIPATION. 

Much  has  been  written  in  recent  years  on  classi- 
fication of  this  condition,  usually  based  upon 
roentgenologic  studies  or  critical  reviews  of  Lane’s 
writings.  After  all  is  said  and  done,  but  very 
little  has  been  added  to  our  former  knowledge 
which  was  indeed  very  limited.  Hertz’s  concep- 
tion of  a type  dependent  upon^  inefficient  defeca- 


tion is  probably  the  one  valuable  addition  in  our 
recent  literature.  Upon  this  thought  is  based  the 
following  classification : 


Atonic  constipation. 

Spastic  constipation. 

Dyschezia  including  hysterical  retention. 
Absence  of  an  efficient  reflex. 

Fecal  inpactions. 
Incomplete  stenoses, 
especially  in  sigmoid 
and  rectum. 

Tumors. 

Medical  opinion  is  divided  sharply  between  two 
views  regarding  this  disorder.  One  is  that  of 
Schmidt  and  his  followers  who  consider  an  abnor- 
mal intestinal  content  as  the  primary  difficulty. 
According  to  them  fecal  material  is  much  dimin- 
ished in  all  forms  of  constipation,  in  part  because 
of  improper  choice  of  diet,  but  largely  because 
of  hyperdigestion  of  that  food  taken,  especially 
the  cellulose.  Hertz  has  aptly  spoken  of  this  as 
dependent  upon  a “greedy  colon.”  Most  consti- 
pated people  have  a hyperacidity;  the  albuminous 
cement  material  in  plants  is  unduly  well  digested ; 
individual  masses  of  cellulose  are  liberated  to  a 
greater  than  normal  extent,  and  it  is  more  com- 
pletely destroyed  by  digestive  as  well  as  bacterial 
action. 

Strasburger,  who  studied  the  stools  of  consti- 
pated individuals  some  ten  or  twelve  years  ago, 
found  that  food  residue,  intestinal  secretion,  bac- 
teria and  fecal  water  were  all  diminished  by  from 
forty  to  fifty  per  cent,  as  compared  with  normal 
stools,  the  first  two  because  of  hyperdigestion,  the 
bacteria  because  of  lessened  culture  medium,  and 
the  water  by  prolonged  absorption.  Similar  de- 
crease occurs  only  in  the  water  content  in  consti- 
pation artificially  produced  in  normal  individuals 
by  administering  opium.  While  an  understanding 
based  on  these  data  alone  is  faulty,  there  is  much 
truth  in  the  teaching. 

The  other  group  looks  upon  all  cases  as  some 
form  of  disordered  peristalsis.  In  general  they 
divide  them  into  those  with  an  abnormally  long 
colon,  in  which  the  fecal  column  is  solid  and  its 
diameter  average  or  greater  than  average.  This 
is  called  the  hypotonic  and  usually  corresponds  to 
the  clinical  atonic  ttpe.  In  the  other  the  colon 
is  of  normal  length,  the  fecal  column  narrow,  and 
cut  into  many  small,  round  scybalous  masses;  it 
usually  corresponds  to  the  spastic  variety,  and  is 
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called  roentgenologically  the  hyper-  or  dyslcinetic 
type.  It  may  be  said  in  criticism  that  the  ter- 
minologA'  of  the  roentgenologist  is  based  upon  the 
theory  that  he  sees  types  of  peristalsis.  As  a 
matter  of  fact,  what  is  seen  is  the  result  of  peris- 
talsis and  not  the  movement  itself  and,  further- 
more, by  no  manner  of  imagination  can  he  ex- 
plain the  cause  of  the  disordered  peristalsis,  if 
indeed  there  be  such.  As  in  all  great  contro- 
versies, there  is  probably  truth  in  both  explana- 
tions. 

Atonic  and  spastic  constipation.  These  two  va- 
rieties are  becoming  increasingly  difficult  to  sep- 
arate clinically,  w’hile  roentgenologically  their  dis- 
tinction seems  somewhat  artificial.  Probably  all 
forms  are  at  times  associated  with  spasm.  It  is, 
therefore,  very  possibe  that  the  latter  is  only  an 
incident  occurring  in  the  former.  Certainly  both 
types  are  associated  with  neurasthenic  symptoms ; 
therefore,  a distinction  on  this  basis  cannot  be 
made. 

In  general,  the  atonic  type  embraces  those  indi- 
viduals who  are  debilitated  either  by  age  or  dis- 
ease, whose  musculature  is  flabby,  especially  in 
the  anterior  abdominal  wall,  and  who  often  come 
from  a family  of  constipated  individuals  Fat, 
indolent  constipants  usually  belong  here. 

The  spastic  t}'pe  depends  less  upon  a deficient 
power  of  intestinal  contraction  than  upon  a de- 
ficient freedom  of  relaxation.  It  occurs  usually 
in  highly  neurotic  individuals,  often  leading  a high 
tension  business  or  professional  life,  who  are  usu- 
ally rather  emaciated  or  soon  become  so.  They 
have  usually  been  constipated  for  years,  but  sooner 
or  later  begin  to  suffer  from  attacks  characterized 
by  a dull  ache  in  the  abdomen,  with  tenesmus  at 
stool,  passage  of  small  ribbon-like  stools  that  fail 
to  give  a satisfactory  sense  of  relief.  The  feces 
are  rather  dry'  and  may  be  molded  high  up  in  the 
colon,  but  more  often  are  produced  by  associated 
sphincteric  spasm.  This  type  sooner  or  later  de- 
velops a mucomem.branous  colitis,  especially  if 
drastic  cathartics  are  indulged  in.  Attacks  may 
last  from  several  days  to  weeks  and  are  often  de- 
pendent upon  the  state  of  mind. 

Because  the  pain  is  sometimes  located  in  the 
right  lower  quadrant,  many  of  these  cases  pass 
through  the  hands  of  aggressive  surgeons  and  are 
operated  on  but  fail  to  get  relief.  We  think  that 
the  majority  we  see  have  been  so  operated  on  be- 
fore they  fall  into  our  hands.  While  no  material 


harm  has  been  done,  it  yet  behooves  the  surgeon 
to  learn  to  understand  these  cases.  Usually  pain 
and  tenderness  along  the  course  of  the  colon  at 
a distance  from  the  appendix,  the  ribbon-like 
stools,  the  absence  of  temperature  and  typical 
“ acute  attacks,  and  the  history  of  prolonged  con- 
stipation with  a retracted  abdomen,  give  abundant 
clues  as  to  the  true  nature  of  the  disorder.  Cases 
have  been  reported  which  have  attacks  resembling 
intestinal  obstruction,  but  they  are  never  con- 
vincing in  their  sj'mptomatology. 

Dyschezia.  The  normal  rectum  is  empty  ex- 
cept while  feces  are  passing  through.  When  pres- 
ent, feces  cause  a strong  desire  to  stool.  If  the 
calls  of  nature  are  habitually  ignored,  the  rectum 
soon  becomes  insensitive  to  the  presence  of  feces 
and  the  delicate  mechanism  of  defecation  is  de- 
ranged. It  is  folly  to  diet  these  patients,  as  they 
are  delivering  normal  feces  to  the  rectum  but  fail 
to  evacuate  them.  These  cases  require  oil  or  de- 
creasing soap-suds  enemata,  or  glycerin  supposi- 
tories. Naturally  some  of  these  cases  are  asso- 
ciated with  atonic  constipation ; such  coexistence 
of  the  two  types  is  readily  determined  by  radio- 
logic  study  and  much  valuable  time  saving  in- 
formation is  obtained. 

Constipation  dependent  upon  absence  of  efficient 
peristaltic  reflex.  Various  depressions  of  the  ner- 
vous s}'stem,  especially  in  the  mental  alienations, 
are  associated  with  deficient  peristaltic  activity. 

Food  with  insufficient  residue  to  stimulate  the 
intestine  belongs  to  this  group.  The  concentrated 
foods  during  the  convalescence  from  typhoid  pro- 
duce this  type  t}q)ically. 

We  saw  a typical  case  of  tabes  dorsalis  with 
Charcot  joints  who  never  had  a stool  without 
enemata.  We  concluded  that  there  was  a total 
absence  of  peristaltic  reflex  but  in  spite  of  this 
opinion  he  was  operated  upon  by  his  surgeons  for 
chronic  obstruction,  a diagnosis  based  upon  im- 
properly interpreted  radiologic  studies.  Needless 
to  say  the  operation  was  fruitless. 

Mechanical  obstructions.  Mechanical  obstruc- 
tions constitute  a very  large  proportion  of  all 
constipations.  Often  they  are  merely  contributing 
factors  in  the  course  of  one  of  atonic  origin.  Thus 
fecal  impactions  are  incidents  only  in  other  types 
of  constipation.  Pericolic  membranes  of  obstruc- 
tive types.  Lane’s  kinks,  abnormal  angulations, 
visceroptoses,  mobile  cecums,  and  various  other 
mechanical  disturbances  are  often  only  factors  in 
and  not  the  whole 'cause  of  the  constipation. 
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NERVE  BLOCKING  AS  A PRACTICAL 
xMETHOD  OF  ANESTHESIA  FOR 
ABDOMINAL  OPERATIONS.* 

By  Everett  O.  Jones,  M.  D. 

SEATTLE,  WASH. 

Every  surgeon  of  experience  has  encountered 
cases  presenting  urgent  need  of  surgical  interven- 
tion, in  which  the  general  physical  condition  was 
so  grave  because  of  serious  heart  lesions,  kidney 
insufficiency,  severe  anemia,  profound  toxemia,  etc., 
the  administration  of  an  anesthetic  became  a 
serious  question  and  perhaps  furnished  sufficient 
additional  risk  to  determine  a fatal  outcome.  To 
avoid  this  risk  many  substitutes  for  general  anes- 
thesia have  been,  from  time  to  time,  advocated. 
German  surgeons  have  been  more  active  in  these 
investigations  than  others,  largely  because  the  art 
of  skilfully  administering  ether  has  probably  been 
less  developed  there  than  in  most  countries. 

Spinal  anesthesia  has  been  the  most  ambitious 
substitute  but  experience  has  shown  that  it  car- 
ries with  it  quite  as  large  an  element  of  danger  as 
does  ether  narcosis  and  unfortunately  in  those  very 
cases  where  ether  is  fraught  with  greatest  danger  it 
has  also  furnished  the  most  fatalities. 

Local  infiltration  anesthesia  has  shown  itself 
quite  devoid  of  danger  and  with  a careful  and 
painstaking  technic  its  field  of  usefulness  has  been 
greatly  extended,  but  certain  definite  limits  have 
been  reached  which  seem  to  be  practically  unsur- 
mountable.  In  the  field  of  abdominal  surgery  it 
has  been  found  that  the  skin,  abdominal  muscles 
and  parietal  peritoneum  can  be  very  satisfactorily 
anesthetized,  but  no  method  of  local  infiltration 
thus  far  devised  has  been  able  to  anesthetize  the 
sensitive  portion  of  the  abdominal  viscera. 

The  idea  of  blocking  the  thoracic  and  lumbar 
nerves  at  their  points  of  exit  from  the  vertebral 
column  and  thus  obtain  an  analgesia  of  the  area 
supplied  by  them  first  occurred  to  Sellheim  in  1906. 
He  applied  the  method  in  several  abdominal  opera- 
tions and  herniotomies  but,  owing  to  inaccurate 
technic  and  to  not  having  a satisfactory  anesthetiz- 
ing solution,  his  results  were  not  satisfactory.  In 
1911  Kaffis  again  attacked  the  problem  and  by 
improving  the  accuracy  of  the  injection  and  using 
a one  per  cent,  and  a half  per  cent,  solution  of 
novocain  with  the  addition  of  adrenalin  he  suc- 
ceeded in  doing  such  satisfactory  paravertebral 
nerve  blocking  that  he  was  enabled  to  operate  pain- 
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lessly  both  in  the  upper  and  lower  abdomen.  The 
technic  has  been  further  perfected  by  that  master 
of  local  anesthesia,  Heinrich  Braun.  In  this  coun- 
try M.  L.  Harris,  of  Chicago,  has  been  most  active 
in  employing  and  advocating  this  method. 

The  studies  of  Lennander,  Kapps,  Bier,  Braun, 
Wilms  and  other  investigators  have  shown  that 
the  parietal  peritoneum  is  exquisitely  sensitive  but 
the  visceral  peritoneum  is  largely  insensitive.  The 
entire  mucosa  of  the  alimentary  tract  from  the 
pharynx  down  to  the  rectum  is  quite  insensitive. 
The  stomach,  intestines,  liver  and  spleen  with  their 
peritoneal  coverings  are  insensitive  to  crushing,  cut- 
ting or  burning,  but  the  gastrohepatic  and  gas- 
trocolic omentum  and  the  mesentery  are  very  sensi- 
tive. The  sensitiveness  of  the  mesentery  has  been 
found  to  vary  in  different  individuals,  reaching 
sometimes  as  far  out  as  the  bowel  attachment,  in 
other  cases  being  confined  to  the  proximal  half. 


The  gallbladder  is  insensitive,  but  the  cystic  duct, 
common  duct  and  the  portal  vessels  are  sensitive. 
Dragging  on  the  kidney  and  ureter  produces  pain, 
though  there  is  no  sensation  in  the  substance  of 
the  kidney  itself.  Therefore,  in  order  to  produce 
a satisfactory  anesthesia  for  an  abdominal  opera- 
tion, it  is  necessary  to  completely  anesthetize  the 
skin,  abdominal  muscles,  parietal  peritoneum,  mes- 
entery, the  gastrohepatic  and  the  gastrocolic 
omentum. 

In  order  to  understand  how  by  paravertebral 
nerve  blocking  it  is  proposed  to  attain  this  result, 
a brief  review  of  the  innervation  of  the  abdominal 
cavity  is  necessary  (Fig.  1 and  2).  The  abdomi- 
nal cavity  receives  branches  from  the  spinal  nerves 
and  from  the  sympathetic.  The  spinal  nerves,  as 
soon  as  they  emerge  from  the  intervertebral 
foramina,  give  off  the  rami  communicantes  which 
run  to  the  corresponding  ganglia  of  the  sympathetic 
system.  The  spinal  nerve  then  divides  into  the 
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anterior  and  posterior  branches.  The  posterior 
branches  supply  the  muscles  of  the  back  and  in- 
nervate the  skin  to  the  right  and  left  of  the  mid 
line.  The  anterior  branches  in  the  dorsal  region 
run  forward  as  the  intercostal  nerves  and  from  the 
sixth  intercostal  downward  they  innervate  the 
various  layers  of  the  abdominal  wall.  In  then- 
progress  forward  toward  the  midline  they  tend  to 
deviate  downward,  the  more  superficial  branches 
descending  rather  more  rapidly  than  the  deeper 
ones.  Thus,  just  below  the  ensiform  the  skin  and 
anterior  sheath  of  the  rectus  are  supplied  by  the 
eighth  intercostal,  while  the  posterior  sheath  and 
parietal  peritoneum  are  innervated  by  the  sixth. 
At  the  level  of  the  umbilicus  the  superficial  layers 
receive  their  nerve  supply  from  the  ninth  and  tenth, 
and  the  deeper  layers  immediately  beneath  from 
the  seventh  and  eighth.  Therefore,  for  a success- 
ful anesthesia  one  must  go  two  vertebrae  higher 
than  the  nerve  supply  of  the  skin  of  the  area  to  be 
operated  on. 

The  intercostal  nerves  as  far  forw-ard  as  the 
angle  of  the  ribs  lie  between  the  pleura  and  the 
intercostal  fascia.  The  lumbar  nerves  lie  between 
the  transverse  processes  of  the  lumbar  vertebrae. 
The  iliohypogastric  and  the  ilioinguinal,  which 
are  branches  of  the  first  lumbar,  run  forward  be- 
tween the  internal  and  external  oblique  muscles. 

Through  the  sympathetic  system  the  abdomi- 
nal viscera  receive  both  true  sympathetic  fibers 
and  fibers  from  the  cerebrospinal  system,  these  lat- 
ter supplying  the  viscera  w-ith  sensation.  These 
enter  the  sympathetic  system  through  the  rami 
communicants.  From  the  sixth  intercostal  down 
the  fibers  of  the  rami  communicants  pass  over  the 
tops  of  the  corresponding  thoracic  ganglia  without 
fusing  with  them  and  then  join  the  branches  which 
go  to  form  the  splanchnic  nerves.  Branches  from 
the  sixth  to  the  ninth  form  the  greater  splanchnic 
and  from  the  tenth  to  the  twelfth,  the  lesser.  These 
nerves  pierce  the  diaphragm  and  fuse  with  the  solar 
plexus,  branches  from  which  supply  the  viscera 
from  the  stomach  dowm  to  the  hepatic  flexure  of 
the  colon.  From  this  point  down  the  innervation 
comes  from  the  inferior  mesenteric  ganglion  which 
receives  sensory  fibers  from  the  first  tw’o  lumbar 
nerves.  The  viscera  get  all  their  sensory  fibers 
from  the  communicating  rami  of  the  spinal  nerves. 
It  is  true  that  the  vagus  contains  afferent  fibers 
but  these  are  not  true  sensory  fibers,  as  is  shown 
by  the  fact  that,  wFen  the  spinal  cord  is  severed 


above  the  level  of  the  sixth  dorsal,  the  abdominal 
viscera  are  left  w-holly  insensitive  to  pain.  If, 
then,  the  rami  communicants  and  anterior  branches 
of  the  spinal  nerves  from  the  sixth  dorsal  to  the 
second  lumbar  can  be  thoroughly  blocked,  the 
abdominal  w^alls  and  viscera  w’ill  be  made  anes- 
thetic. 

This  has  been  accomplished  by  injecting  suffi- 
cient quantities  of  a freshly  prepared  half  per  cent, 
solution  of  novacain,  to  which  is  added  adrenalin 
in  the  proportion  of  five  drops  to  the  ounce.  The 
quantity  required  is  from  six  to  eight  ounces.  The 
procedure  is  best  carried  out  with  the  patient  in 
the  sitting  posture  but,  if  the  physical  condition 
precludes  this,  it  can  be  very  well  done  in  the 


Fig.  3. 


lateral  position  with  the  body  bent  slightly  for- 
ward. 

The  process  is  at  best  tedious  and  therefore  try- 
ing, but  by  carrying  out  the  following  technic  it 
need  not  cause  the  patient  any  pain  because  of  the 
numerous  needle  punctures  which  are  required.  At 
the  level  of  the  sixth  dorsal  vertebra  and  three 
fingers’  breadth  from  the  mid  line  a fine  hypoder- 
mic needle  is  inserted  into  the  skin  but  not  through 
it,  a few  drops  of  the  solution  are  forced  in  and 
a w'heal  is  formed  which  is  immediately  anesthetic. 
Through  this  wheal  a long  needle  is  inserted  and 
pushed  downward  just  under  the  skin  and  in  a 
line  parallel  wn’th  the  spinous  processes,  the  solu- 
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tion  being  deposited  as  it  is  pushed  along.  This 
anesthetizes  the  overlying  skin  so  that  the  subse- 
quent needle  punctures  are  not  felt.  Then  a 
shorter  and  larger  calibered  needle  is  taken  and 
inserted  through  the  wheal  and  pushed  vertically 
in,  seeking  for  the  point  where  the  rib  joins  the 
transverse  process  which  is  one  and  a half  inches 
from  the  midline.  When  the  point  is  felt  to  slip 
over  the  lower  edge  of  the  rib,  3 cc.  of  the  solu- 
tion is  injected.  Then  the  syringe  is  deflected 
about  ten  degrees,  so  that  the  point  is  directed 
toward  the  vertebra.  The  needle  is  pushed  in 
1 cm.  farther  and  3 cc.  more  deposited.  This  pro- 
cedure is  repeated  with  as  many  nerves  as  neces- 
sary (Fig.  3). 

In  operation  on  the  gallbladder,  ascending  colon 
or  appendix  only  one  side  need  be  blocked.  For 
midline  operations  or  where  extensive  exploration 
is  necessary,  the  injection  must  be  carried  out  on 
both  sides. 

In  this  manner  during  the  past  year  the  writer 
has  performed  ten  operations,  there  being  three 
cholecystotomies,  three  gastroenterostomies,  one 
gastrostomy,  two  appendectomies  and  one  resection 
of  an  ovarian  tumor.  In  nine  of  the  cases  the 
anesthesia  produced  was  perfectly  satisfactory,  the 
patients  stating  that  they  experienced  no  pain  or 
no  particular  discomfort.  In  these  cases  no  gen- 
eral anesthetic  was  administered. 

In  one  case,  in  which  a gastroenterostomy  was 
done,  the  anesthesia  was  almost  a complete  failure. 
The  patient,  a man  of  forty,  had  a continuous  and 
persistent  hemorrhage  from  a duodenal  ulcer  until 
he  was  well  nigh  exsanguinated. . The  skin  and 
superficial  la}'ers  of  the  abdominal  wall  were  fairly 
well  anesthetized  but,  when  the  parietal  peritoneum 
was  reached,  patient  complained  so  bitterly  of  pain 
that  ether  had  to  be  resorted  to.  I am  unable 
to  ascribe  the  reason  for  this  failure.  The  same 
solution  was  used  and  the  same  care  in  technic 
was  observed  as  in  the  other  cases.  This  experi- 
ence seems,  however,  to  be  more  or  less  general,  a 
number  of  published  reports  recording  failures, 
ranging  from  five  to  ten  per  cent.  No  adequate 
explanation  for  this  has  been  advanced,  so  far  as 
I have  been  able  to  find. 

In  the  gallbladder  cases  the  anesthesia  seemed 
to  be  particularly  successful,  the  operation  in  each 
case  being  facilitated  by  the  remarkable  relaxation 
of  the  abdominal  muscles,  much  more  than  is 
generally  encountered  in  ether  narcosis. 


In  the  case  of  ovarion  tumor  the  anesthesia  was 
so  very  satisfactory  and  the  case  itself  was  so  un- 
usual that  it  merits  a brief  description. 

The  patient,  a Siwash  Indian  squaw,  eighty- 
three  years  of  age,  was  referred  to  me  by  Dr. 
Tinney,  of  Bremerton.  For  the  preceding  four 
years  her  abdomen  had  been  steadily  enlarging  so 
that  during  the  last  six  months,  because  of  its  size 
and  weight,  she  had  been  unable  to  get  about 
(Fig.  4.)  More  recently  increasing  dyspnea  com- 
pelled her  to  remain  in  a semi-sitting  posture.  The 
abdomen  w'as  enormously  distended  and  entirely 
filed  by  a smooth-walled,  fluctuating  tumor.  The 
growth  extended  upward  under  the  costal  arch. 
The  lower  ribs  were  flared  out  almost  to  a 
right  angle  by  the  pressure  of  the  tumor.  The 
area  of  hepatic  dullness  was  continuous  with  that 
of  the  tumor.  The  apex  beat  was  at  the  fourth 
interspace  in  the  anterior  axillary  line.  The 
aortic  second  sound  was  loudly  accentuated.  All 
the  superficial  arteries  felt  like  pipe  stems.  The 
lower  extremities  were  edematous.  Vaginal  ex- 
amination disclosed  a small  atrophied  uterus  below 


Fig.  4. 


the  tumor  mass.  The  urine  contained  a large 
amount  of  albumin  and  hyaline  and  granular  casts. 

An  incision  was  made  from  the  umbilicus  to  the 
symphysis.  The  mass  which  was  reduced  in  size 
by  tapping  was  then  delivered  through  this  open- 
ing. The  fluid  content  was  dark  brown  in  color 
and  filled  with  cholesterin  crystals.  The  total 
weight  of  the  tumor  was  74  pounds.  It  was  a 
multilocular  ovarian  cyst.  Until  the  mass  was 
delivered  from  the  abdomen,  the  operation  had  to 
be  conducted  with  the  patient  propped  up  almost 
in  a sitting  posture  because  of  the  dyspnea. 

The  patient  convalesced  with  remarkable  rapid- 
ity and  is  now  quite  well,  considering  her  age  and 
the  presence  of  an  interstitial  nephritis.  The  pecu- 
liar deformity  of  the  lower  ribs  still  remains. 

The  objection  has  been  raised  against  nerve 
blocking  that  the  large  quantities  of  novocain  re- 
quired must  contain  an  element  of  danger.  It 
must  be  remembered  that  novocain  is  dangerous 
in  direct  proportion  to  the  strength  of  the  solution 
used.  So  far  as  I have  been  able  to  search  the 
literature,  I have  not  found  reported  a single 


226 


UTERINE  PROLAPSE PETTIT 


Vol.  XV,  No.  7. 


fatality  from  its  use  in  any  quantity  when  the 
strength  of  the  solution  did  not  exceed  one  per 
cent. 

It  has  been  claimed  that  in  paravertebral  nerve 
blocking  there  is  danger  of  the  needle  puncturing 
the  pleura.  This  risk  seems  to  me  more  fanciful 
than  real.  If  the  needle  should  enter  the  pleural 
cavity,  the  patient  would  almost  certainly  give 
warning  by  coughing  so  that  the  operator  could 
withdraw  the  point  a short  distance  before  making 
the  injection. 

It  has  been  further  objected  to  on  account  of  a 
great  many  patients  suffering  severely  from  after- 
pains.  My  experience  is  that  this  occurs  about  as 
often  as  in  any  form  of  local  anesthesia,  that  is, 
in  about  a fourth  of  the  cases.  I have  never  seen 
pain  so  severe  that  a small  dose  of  morphin  would 
not  relieve  it.  It  is  my  custom  to  order  an  eighth 
of  morphin  to  be  given  two  hours  after  the 
operation. 

Theoretically  nerve  blocking  operations  are  ot 
two  sorts,  the  one  called  endoneural,  in  which  the 
needle  actually  penetrates  the  nerve  trunk  and 
deposits  the  solution  within  the  sheath,  and  the 
other  the  so-called  perineural,  in  which  the  solu- 
tion is  deposited  in  the  immediate  vicinity  of  the 
nerve  and  the  blocking  results  from  permeation. 
Practically  the  second  form  is  the  one  that  usually 
takes  place  and  this  of  necessity  requires  some 
time.  It  is  stated  that  at  least  twenty  minutes 
must  be  allowed  for  the  drug  to  act,  but  it  is  my 
experience  that  thirty  minutes  are  required  more 
often  than  twenty. 

The  smoothness  of  the  operation  depends  very 
much  on  its  moral  effect  on  the  patient.  If  the 
first  skin  incision  be  made  without  pain,  the  pa- 
tient’s natural  fears  are  allayed,  his  confidence  is 
increased  and  thereafter  everything  goes  smoothly 
but,  if  the  first  incision  be  painful,  the  patient  is 
so  utterly  demoralized  that,  even  though  the  sub- 
sequent steps  be  without  actual  pain,  every  sensa- 
tion of  contact  (which  is  never  destroyed)  is  ex- 
aggerated by  his  fears  into  the  most  exquisite 
agony. 

In  conclusion  it  may  be  said  that  this  method 
of  anesthesia  is  not  proposed  as  a general  substitute 
for  ether  narcosis  but  in  those  cases  in  urgent  need 
of  surgical  interference  where  ether  is  contra- 
indicated by  reason  of  the  increased  risk  to  life, 
it  will  be  found  in  the  majority  of  cases  to  be 
perfectly  satisfactory  and  always  absolutely  safe. 
508  Cobb  Building. 


A SURGICAL  CONSIDERATION  OF 
UTERINE  PROLAPSE.* 

By  J.  A.  Pettit,  M.  D.,  F.  A.  C.  S. 

PORTLAND,  ORE. 

So  much  has  been  written  in  one  way  or  another 
regarding  the  relief  of  uterine  prolapse  that  any- 
thing further  along  this  line  should  almost  be 
prefaced  by  an  apology.  The  contentions  as  to 
the  best  methods  of  relief  are  almost  as  various 
as  those  advanced  for  the  relief  of  retroversion. 
The  one  point  of  unanimity  of  opinion  is  the  im- 
portance of  a restoration  of  the  musculature  of  the 
pelvic  floor  to  as  near  a normal  form  as  possible 
in  any  existing  case. 

What  are  the  dynamics  of  a typical  uterine  pro- 
lapse? What  are  the  forces  which  exert  an  influ- 
ence to  prevent  it  ? Shall  we  agree  with  some  that 
the  so-called  intra-abdominal  pressure  is  only  over- 
come by  the  pelvic  floor?  If  such  be  the  case, 
how  are  we  to  explain  the  existence  of  large  lacer- 
ations without  either  cystocele  or  rectocele,  on  the 
one  hand,  and  the  further  condition  of  the  exist- 
ence of  rectocele  and  cystocele  without  uterine 
prolapse?  The  liver,  the  heaviest  organ  within 
the  abdominal  cavity,  lies  in  the  upper  part  with- 
out any  support  from  below,  being  maintained  in 
position  by  its  own  peritoneal  ligaments.  All  of 
the  alimentary  tract  would  gravitate  into  the  pel- 
vis excepting  for  the  strong  support  of  the  peri- 
toneal folds. 

Because  the  uterus  lies  at  the  bottom  of  the 
pelvic-abdominal  cavity  it  does  not  mean  that,  like 
Atlas,  supports  the  world  above  on  its  shoulders; 
nor  does  it  mean  that  it  rests  its  own  weight  upon 
the  pelvic  floor  without  being  held  up  by  the 
extensive  lateral,  anterior,  and  posterior  peritoneal 
folds  thrown  out  to  it  from  the  circumference  of 
the  pelvis.  Is  it  not  more  probable  that  a rectocele 
pulls  down  the  posterior  and  a cystocele  pulls  down 
the  anterior  peritoneal  supports  of  the  uterus  than 
that  the  uterus  produces  these  two  conditions? 
Whichever  is  the  primary  factor,  it  is  not  to  be 
doubted  that  the  general  principle  applies  here  as 
elsewhere  that  one  evil  influence  increases  another 
and,  to  be  certain  of  a good  outcome  of  any  pro- 
cedure of  relief,  it  is  important  to  carefully  repair 
all  the  evil  factors  associated  with  the  condition. 
Therefore,  in  considering  a surgical  remedy  for 
uterine  prolapse  neither  the  pelvic  floor  nor  the 

"Read  before  the  Pan-American  Medical  Congress,  San  Fran- 
cisco, Cal.,  June,  1915. 


July,  1916. 


UTERINE  PROLAPSE — PETTIT 


227 


peritoneal  intra-abdominal  supports  of  the  uterus 
should  be  neglected. 

Formerly  it  was  customary  in  considering 
the  treatment  of  these  cases  to  classify  them 
into  three  degrees  of  prolapse.  Some  years  ago 
Mayo  made  the  classification  of  age,  viz:  First, 
below  forty  years;  second,  forty  to  fifty-five; 
and  third,  beyond  fifty-five ; the  first  representing 
the  child-bearing  period,  the  second  including  that 
time  during  and  just  after  the  climacteric,  when 
the  uterus  is  usually  large,  and  the  third  the 
period  when  atrophy  of  all  the  structures  has  set 
in.  A classification  similar  to  this  seems  to  be  the 
best,  in  that  each  one  calls  for  an  entirely  different 
line  of  procedure.  It  would  seem  even  better, 
however,  to  go  a little  further  than  this,  elimi- 
nating the  milestones  of  years  and  classifying  them 
as  uterine  prolapses  that  occur,  first,  during  the 
child-bearing  period,  when  the  proper  course  of 
procedure  must  be  perineal  repair  and  some  form 
of  round  ligament  suspension ; second,  that  period 
when  further  child-bearing  is  not  a consideration, 
the  case  usually  presenting  a large  uterus,  a condi- 
tion generally  giving  the  most  ideal  results  from 
the  Watldns-Shauta  interposition  procedure;  third, 
the  period  of  life  where  atrophy  of  the  uterus  has 
set  in  with  a general  attenuation  of  the  tissues,  call- 
ing for  some  form  of  radical  treatment  best 
adapted  to  the  particular  case. 

In  all  three  groups  of  cases  a careful  repair  of 
the  perineal  musculature  is  important.  Probably 
the  former  so-called  cosmetic  mucous  membrane 
repair  of  the  perineum  is  rarely  used.  A dissec- 
tion of  the  mucous  membrane  and  a suture  of  the 
submucous  and  mucous  tissues  gives  a very  good 
appearance  at  the  time,  but  soon  stretches  out  to 
the  original  condition.  Even  a skillful  muscular 
approximation  will  stretch  out  to  a slight  degree. 
The  proper  procedure  of  perineal  repair  is  com- 
paratively easy  with  a correct  understanding  of  the 
myology  of  the  region.  As  a matter  of  fact,  the 
student  who  learns  the  technic  of  a good  perineal 
repair  should,  as  a finishing  touch  to  his  surgical 
skill,  turn  to  the  pages  of  anatomy  and  study 
again  the  musculature  of  the  perineum. 

Those  cases  with  laceration  of  many  years  dura- 
tion show  an  attenuation  of  the  muscle  fibers. 
Especially  is  this  true  in  rather  elderly  subjects  and 
a proper  perineorraphy  is  difficult.  It  is  especially 
in  these  cases  that  a superficial  suturing  will  grad- 
ually stretch  out  to  its  original  degree  of  separation. 


In  some  advanced  cases  of  considerable  age  a vagi- 
nectomy is  justifiable,  dissecting  out  all  of  the 
mucous  membrane  except  a sufficient  amount  about 
the  urinary  meatus.  In  such  a vaginectomy  it  is 
understood  that  hysterectomy  is  also  necessary. 

During  the  first  period  it  would  seem  that  the 
uterus  should  only  be  supported  by  some  form  of 
round  ligament  procedure.  Without  stepping  into 
the  arena  of  dispute  regarding  the  relative  merits 
of  various  forms  of  round  ligament  suspension,  let 
ir  be  stated  that  the  operator  must  take  his  choice 
of  that  procedure  which  has  given  him  the  best 
results  in  cases  of  marked  retroversion  and  partial 
prolapse.  It  has  always  seemed  to  me  that  one 
form  of  procedure  should  not  be  applied  to  all 
cases.  Each  individual  case  should  be  treated  by 
a method  which  would  seem  to  best  fulfill  the 
requirements  of  that  particular  case,  when  it  is 
viewed  with  the  abdomen  open  and  the  body  of 
the  uterus  lying  in  its  abnormal  position  in  the 
particular  pelvis. 

In  some  cases  the  plane  of  the  round  ligament 
at  the  internal  inguinal  opening  is  on  a level  with 
the  uterus  instead  of  being  higher.  Again  the 
round  ligament  will  appear  to  leave  the  uterus 
nearer  a point  opposite  the  internal  os  than  the 
fundus.  With  a tacking  forceps  grasping  each 
round  ligament  about  its  center  and  a vulsellum 
in  the  fundus  of  the  uterus,  the  round  ligaments 
can  be  drawn  over  to  various  positions  upon  the 
fundus  and  body  of  the  uterus,  the  operator  meas- 
uring with  his  eye  the  best  points  of  advantage 
for  attachment  in  order  to  secure  the  uterus  in  a 
maximum  position  in  the  particular  case,  just  as 
a mechanic  would  make  his  measurements  and 
fittings  in  the  construction  of  whatever  he  has  in 
hand. 

It  has  always  seemed  to  us  that  one  of  the  most 
important  things  in  this  procedure  is  to  make  a 
broad  and  extensive  attachment  of  the  peritoneal 
reflections  in  plicating  the  round  ligaments  on  the 
surface  of  the  uterus.  The  muscle  fibres  of  the 
round  ligament  will  gradually  draw  away.  This 
has  been  shown  upon  inspection  of  cases  undergoing 
a subsequent  operation  for  other  conditions.  After 
all  it  is  the  peritoneal  fold  which  sustains  the 
weight. 

A small  point  of  attachment  of  the  round  liga- 
ments with  a few  sutures  affords  a much  greater 
opportunity  for  failure  than  a carefully  studied  and 
extensive  attachment  of  the  peritoneal  reflections 
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of,  th^  roynd  l.igament  to  the  uterine  surface. 

The  second  class  of  cases,  those  in  which  the 
child-bearing  period  is  a past  consideration  and  the 
uterus  is  large,  the  majority  of  which  present  a 
marked  cystocele,  we  have  two  courses  of  pro- 
cedure. The  cystocele,  so  far  as  the  patient  is 
concerned,  is  the  major  evil  of  this  condition.  It 
is  the  cystocele  which  gives  the  patient  the  bulk  of 
her  discomfort  and  pain.  The  bladder  lies  below 
the  uterus  and  the  weight  of  the  uterus,  combined 
with  that  of  the  urine  forces  the  bladder  beyond 
the  vagina,  even  hindering  the  emptying  of  it 
in  some  cases  without  replacing  the  structures.  The 
Watkins-Shauta  procedure,  the  details  of  which 
are  well  known,  seems  to  be  the  preeminent  pro- 
cedure for  this  class  of  cases.  The  bladder  and 
the  uterus  then  simply  “swap”  positions,  the  pos- 
terior surface  of  the  bladder  resting  upon  the 
posterior  surface  of  the  uterus  instead  of  the 
uterus  crowding  down  upon  the  anterior  surface 
of  the  bladder.  Why  does  this  hold  it  up  ? The 
uterus  in  this  somersault  position  partly  plays  the 
role  of  a pessary,  but  more  important  is  the  fact 
that  the  broad  and  round  ligaments,  which  were 
lax  and  long  in  the  former  position  of  the  uterus, 
are  now  made  taut  in  its  somersault  attitude.  Ac- 
companied by  a careful  perineorraphy  (and  an  am- 
putation of  the  cervix,  if  it  has  too  great  a length 
to  rest  in  the  hollow  of  the  sacrum)  makes  this 
a very  satisfactory  operation. 

The  second  in  choice  for  this  period  of  prolapse 
is  the  procedure  first  described  by  Mayo  some 
years  ago  and  called  the  vagino-pelvic  fixation. 
With  a uterus  too  small  to  properly  carry  out  the 
role  of  the  Watkins  method  this  procedure  gives 
a very  satisfactory  result.  The  first  steps  are 
those  of  an  ordinary  vaginal  hysterectomy,  fol- 
lowed by  a careful  approximation  of  the  broad 
ligament  fold.  The  important  point  in  this  pro- 
cedure is  not  only  to  carefully  approximate  the 
broad  ligament  folds  so  that  they  will  hold,  but 
to  take  advantage  of  the  round  ligaments  at  the 
upper  angle  and  firmly  secure  a broad  surface  of 
the  apex  of  the  vagina  to  this  newly  formed  trans- 
verse peritoneal  suspensory  ligament.  This  newly 
constructed  transverse  ligament  not  only  sustains 
the  vagina  high  up  in  the  pelvis,  but  also  holds  up 
the  bladder,  overcoming  the  tendency  to  future 
cystocele. 

In  the  third  class  of  cases  with  atrophy  of  the 
structures  the  vagino-pelvic  fixation  is  the  method 


of  choice  in  the  majority  of  cases.  If  the  steps  are 
carefully  carried  out  as  described  by  its  originators, 
the  average  case  will  yield  a satisfactory  result. 
Other  procedures  indicated  in  extreme  cases  are 
the  operation  of  Kocher,  consisting  of  transplanting 
the  body  of  the  uterus  beyond  the  fascia  of  a 
laparotomy  incision,  and  suturing  the  fascia  about 
the  internal  os.  This  leaves  the  uterus  as  a 

rounded  mass  in  the  subcutaneous  tissue. 

A modification  of  this  by  Murphy  consists  or 
splitting  the  uterus  anteroposterially,  stripping  out 
the  endometrium,  and  spreading  out  each  half  on 
the  external  surface  of  the  fascia.  This  has  the 
advantage  in  thin  subjects  that  there  is  little  palp- 
able mass  in  the  subcutaneous  tissue.  A further 
modification  of  this  procedure  has  been  brought  out 
by  Mayo,  making  a supracervical  hysterectomy 
and  sewing  the  cervix  to  the  under  surface  of  the 
fascia  at  the  line  of  the  laparotomy  incision.  The 
only  contraindication  for  these  procedures  is  a 
short  vagina.  Any  one  of  these  three  procedures 
carefully  carried  out  gives  a very  firm  ventro- 
fixation without  any  of  the  danger  which  accom- 
panies the  original  Kelly  ventrosuspension. 

In  conclusion  we  should  consider  the  three 
periods  rather  than  the  three  degrees  of  uterine 
prolapse. 

(1) .  In  the  child-bearing  age  a conservative 
procedure  should  be  carried  out  which  will  not 
interfere  with  the  integrity  of  future  pregnancies. 

(2) .  In  the  second  period,  if  the  uterus  be  of 
the  proper  size,  the  Watkins  procedure  is  probably 
better  than  the  vagino-pelvic  fixation  method, 
although  its  application  is  not  any  more  universal 
nor  does  it  give  any  better  results. 

(3) .  In  the  third  period  the  vagino-pelvic 
method  is  distinctly  the  procedure  of  choice  in  the 
vast  majority  of  cases. 

(4) .  In  extreme  conditions,  with  advanced 
atrophy  and  attenuation  of  the  external  structures, 
one  of  the  three  forms  mentioned  of  ventro- 
suspension is  possibly  more  reliable. 

(5) .  The  importance  of  a careful  reconstruc- 
tion of  the  musculature  of  the  perineum  should  be 
considered  in  all  three  classes  of  cases. 

(6) .  In  constructing  any  round  ligament  sup- 
port for  the  uterus  in  the  first  group  of  cases,  it  is 
important  to  make  a broad  and  extensive  peri- 
toneal attachment. 

(7) .  It  would  seem  to  be  of  advantage  in 
each  particular  case  to  make  a round  ligament 
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peritoneal  attachment  which  seems  best  suited  to 
the  case  as  measured  and  inspected  at  the  opera- 
tion, rather  than  to  follow  any  conventional  type 
of  operation  in  all  cases. 

THE  TREATMENT  OF  UTERINE 
HEMORRHAGE.* 

By  H.  P.  Marshall,  A.  B.,  M.  D. 

SPOKANE,  WASH. 

Uterine  hemorrhage  is  so  often  the  presenting 
symptom,  in  fact,  the  only  symptom  the  patient 
complains  of,  that  a thoro  understanding  of  its 
various  causes  and  the  best  methods  of  its  treat- 
ment are  very  necessary  to  most  of  us. 

Three  facts  caused  me  to  choose  this  subject 
for  discussion : ( 1 ) Many  general  practitioners 

are  inclined  to  curette  routinely.  (2)  Not  a 
few  surgeons  are  inclined  routinely  to  perform 
hysterectomy.  (3)  The  laity  tend  to  postpone 
treatment  too  long,  which  is,  as  you  know,  ex- 
tremely dangerous  at  the  time  of  the  menopause 
and  thereafter. 

We  may  divide  the  cases  of  uterine  hemorrhage 
into  (a)  those  due  to  diseases  of  the  genital  ap- 
paratus, and  (b)  those  of  non-genital  origin. 

Genital  Origin.  (1)  Cancer,  (2)  fibroid,  (3) 
endometrial  disease,  (4)  myometrial  disease,  (5) 
displacements,  (6)  tubo-ovarian  disease. 

Non-Genital  Origin.  (1)  Blood  dyscrasiae, 
(2)  disturbances  of  the  endocrinous  glands,  (3) 
essential  (idiopathic). 

CANCER. 

On  account  of  the  vast  importance  of  an  early 
diagnosis  in  uterine  cancer,  all  cases  of  hemor- 
rhage, especially  in  women  over  thirty  years  of 
age  and  if  intermenstrual  in  time,  should  be  con- 
sidered cancer  until  proved  otherwise.  If  a case 
of  cervical  cancer  is  seen  early  a panhysterectomy 
should  be  done.  If  seen  later,  the  Wertheim 
operation  gives  the  best  results  in  the  hands  of 
those  capable  of  doing  it. 

In  the  advanced,  so-called  inoperable  cases  of 
carcioma  with  fixation  of  the  uterus,  the  Percy 
cautery  method  offers  the  best  hope  for  prolonga- 
tion of  life  and  minimization  of  discomfort.  If 


*Rea<l  before  the  Spokane  County  Medical  Society,  Spokane, 
Wash.,  June  8,  1916. 

no  radical  operation  is  chosen  and  one  simply  de- 
sires to  check  the  hemorrhage  and  concomitant 
foul  discharge,  curettage  of  the  sloughing  area 
and  the  application  of  the  Paquelin  cautery  is 
very  efficacious.  Gellhorn’s  method  consists  in 


curetting  away  the  friable  cancerous  tissue  and, 
with  the  hips  elevated,  pouring  into  the  vault  of 
the  vagina,  through  a Ferguson  speculum,  one 
ounce  of  acetone.  The  acetone  is  allowed  to  re- 
main thirty  minutes  and  is  then  decanted.  Then 
a strip  of  gauze  wet  in  acetone  is  packed  into 
the  cancer  crater.  Before  pouring  in  the  acetone 
the  vagina  and  vulva  should  be  smeared  with 
sterile  vaseline.  These  treatments  are  repeated 
every  three  or  four  weeks,  no  anesthetic  being 
required  except  for  the  first  treatment. 

Powdered  sugar  is  very  highly  recommended  by 
Berczellar  for  the  control  of  the  uterine  hemor- 
rhage. The  cervix  is  dried  and  the  vagina  filled 
with  powdered  sugar  thru  a cylindrical  speculum. 
These  treatments  are  repeated  about  once  a week. 

Radium  and  mesothorium  have  been  highly  ex- 
tolled by  many  writers  in  the  treatment  of  uterine 
cancer,  but  I assume  that  most  of  you  like  myself 
will  not  have  the  opportunity  to  use  them  in  the 
near  future,  so  I shall  not  go  into  detail. 

FIBROIDS. 

For  fibromyoma  of  the  uterus  with  excessive 
hemorrhage  I am  very  strongly  in  favor  of  hys- 
terectomy. 

No  less  an  authority  than  Pfahler  says  that 
uterine  hemorrhage  from  fibroids  is  controlled  in 
practically  every  case  by  giving  large  doses  of 
roentgen  ray.  Mohr  succeeded  in  completely  cur- 
ing 5.3  per  cent,  of  796  cases  of  uterine  fibroid 
with  the  x-ray,  i.  e.,  causing  their  complete  dis- 
appearance. 

Radium  has  been  used  with  very  excellent  re- 
sults by  many  European  and  a few  American  gyne- 
cologists. Howard  Kelly  believes  that,  with  in- 
creased experience,  radium  will  control  all  hemor- 
rhages due  to  fibroids  of  the  uterus  and  in  90  per 
cent,  of  the  cases  it  will  cause  complete  disap- 
pearance of  the  tumor. 

ENDOMETRIAL  DISEASE. 

Wagner,  Abler,  Hitschman  and  Liepman  do 
not  believe  that  endometritis  can  cause  uterine 
hemorrhage.  An  exception  to  this  statement  is 
polypoid  endometritis. 

Whether  the  above  statement  be  too  extreme 
or  not  I can  not  say,  but  I do  know  that  curettage 
rarely  permanently  cures  excessive  uterine  hemor- 
rhage. Wagner  found,  in  600  cases  of  uterine 
hemorrhage,  that  only  10  per  cent,  were  controlled 
by  curettage. 

In  gonorrheal  endometritis  curettage  is  con- 
traindicated, as  it  can  do  nothing  but  harm. 
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In  polypoid  endometritis  curettage  is  indicated, 
followed  by  swabbing  with  pure  formalin. 

MYOMETRIAL  DISEASE. 

Dalche  and  Jaworskl  emphasize  the  importance 
of  remembering  that  uterine  bleeding  may  depend 
upon  syphilis  of  the  uterus.  These  cases  yield 
to  antisyphilitic  treatment,  unless  allowed  to  per- 
sist so  long  that  marked  arteriosclerosis  and  fibro- 
sis uteri  result. 

Theilhaber  and  Hirsch  say  that  excessive  men- 
strual flow  and  even  intermenstrual  bleeding  in 
elderly  women  is  usually  due  to  muscular  insuf- 
ficiency of  the  uterus.  They  have  obtained  ex- 
cellent results  by  injecting  one  gram  of  ergot  into 
the  cervix  daily  for  three  or  four  days.  Koch 
prefers  pituitrin,  using  from  one  to  twenty  cc.  every 
twelve  to  twenty-four  hours,  until  the  hemorrhage 
is  controlled. 

In  advanced  cases  of  arteriosclerosis  with 
marked  fibrosis  uteri  hj'sterectomy  is  to  be  recom- 
mended. 

Some  cases  of  climacteric  hemorrhage  are  evi- 
dently due  to  endometrial  change,  as  Gerstenberg 
has  had  good  results  with  the  intrauterine -appli- 
cation of  pure  formalin. 

UTERINE  DISPLACEMENTS. 

That  uterine  displacements  are  not  at  all  un- 
common as  a causative  factor  in  the  production  of 
excessive  menstrual  flow  is,  I believe,  easily  dem- 
onstrated. Of  the  various  operations  suggested 
for  retrodisplacemf.nts  I believe  that,  in  the  child- 
bearing period,  the  modified  Gilliam  is  the  best. 
In  correcting  a displacement  one  must,  of  course, 
alwaj'^s  see  that  the  perineum  is  reconstructed,  if 
previously  lacerated.  In  ascribing  uterine  hemor- 
rhage to  a displacement  one  must  be  extremely 
careful  to  eliminate  any  other  cause  for  the  bleed- 
ing, or  if  present  one  must  correct  it  also.  Other- 
wise the  result  would  be  disappointing. 

TUBO-OVARIAN  DISEASE. 

Inflammatory  tubo-ovarian  disease  is  not  an  un- 
common cause  of  uterine  hemorrhage.  In  cases 
of  large  gonorrheal  pus  tubes  I believe  the  ovary 
on  that  side  should  also  be  removed  as,  if  left,  it 
will  usually  have  to  be  removed  later.  If  the  con- 
dition be  bilateral,  which  it  usually  is,  both  ovaries 
must  be  removed.  During  the  time  that  the 
patient  has  kept  the  ovary  it  has  done  her  nervous 
system  more  harm  thru  the  pain  which  it  has 
caused  than  the  loss  of  its  internal  secretion  would 
have  done  in  the  case  of  removal. 

Some  observers  have  maintained  that  cystic 


ovaries  are  a common  cause  of  excessive  menstrual 
flow.  Personally  I believe  that  the  excision  of 
ovarian  cysts  alone  rarely  puts  a permanent  stop 
to  uterine  hemorrhage. 

BLOOD  DYSCRASIAE. 

Excessive  menstrual  flow  may  accompany  the 
various  types  of  anemia,  leukemia,  splenic  anemia 
and  the  hemorrhagic  diathesis.  In  these  cases  the 
control  of  the  hemorrhage  depends  upon  our 
ability  in  an  individual  case  to  control  the  under- 
lying blood  condition.  The  details  of  treatment 
need  not  to  be  gone  into  here. 

DISTURBANCES  OF  THE  ENDOCRINOUS  GLANDS. 

Weil  maintains  that  quite  a percentage  of 
hemorrhages  at  the  climacteric  is  due  to  hypo- 
function  of  the  thyroid.  In  these  cases  thyroid 
extract  works  very  well.  At  this  period  of  life 
one  must  be  very  careful  to  exclude  some  serious 
local  disease,  more  especially  cancer,  before  assum- 
ing that  the  bleeding  is  due  to  hypothyrosis. 

Pituitrin  works  almost  specifically  in  the  cases 
of  uterine  hemorrhage  at  puberty.  The  pituitrin 
should  be  given  subcutaneously  in  one  cc.  doses 
once  daily  for  about  fifteen  days  and  repeated  at 
a later  date  if  necessary. 

Sometimes  corpus  luteum  will  quickly  control 
uterine  hemorrhage.  Its  use  is  purely  empirical 
and  we  can  not  say  in  advance  whether  it  will 
work  well  in  a given  case  or  not. 

ESSENTIAL  ( IDIOPATHIC ) . 

Many  gynecologists  have  recently  emphasized 
the  fact  that  some  cases  of  apparently  idiopathic 
uterine  hemorrhage  are  due  to  hypocoagulability 
of  the  menstrual  blood.  Arthur  H.  Curtis,  of 
Chicago,  has  successfully  treated  this  condition  by 
the  injection  of  whole  blood.  His  technic  is  as 
follows:  “A  20  cc.  or  larger  ground-glass  syringe 
is  sterilized,  preferably  by  the  dry  method,  and 
the  inner  surface  lubricated  with  sterile  petrola- 
tum. Blood  is  withdrawn  in  the  usual  manner 
from  a cubital  vein  of  the  donor;  the  needle  is 
then  inserted  beneath  the  subcutaneous  tissues  of 
the  back  of  the  patient  and  the  blood  injected.” 
This  may  be  repeated  in  fwenty-four  or  forty- 
eight  hours. 

Thwaits  has  got  equally  as  good  results  by 
using  from  10  to  50  cc.  of  serum  made  from  the 
mother’s  blood.  Kaiser  has  got  verj"  good  results 
by  employing  20  cc.  of  horse  serum.  In  employ- 
ing blood  and  serum  therapy  one  must  be  thoroly 
acquainted  with  the  subject  of  anaphylaxis. 
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SOME  POINTS  OF  INTEREST  IN  CERE- 
BRAL LOCALIZATION  TO  THE 
GENERAL  PRACTITIONER.* 

By  J.  Tate  Mason,  M.  D., 

SEATTLE,  WASH. 

A consideration  of  cerebral  lesions  necessitates, 
first,  a knowledge  of  the  brain,  and,  second,  an 
understanding  of  the  physiologic  functions  of 
many  of  the  centers.  Lesions  are  not  always 
accurately  diagnosed  for  two  reasons.  First,  they 
may  be  in  a part  whose  functions  are  unknown, 
so-called  silent  areas;  second,  a tumor  may  be  so 
large  as  to  give  great  difficulty  in  differentiating 
between  immediate  pressure  and  that  which  arises 
some  distance  away,  resulting  from  indirect  pres- 
sure. Tumors  of  the  brain  may  be  infected  granu- 
loma, carcinoma,  sarcoma,  glioma,  benign  cysts  of 
simple  or  parasitic  origin. 

With  the  exception  of  carcinoma,  the  growths 
tend  to  occur  before  middle  life.  Gummata  nearly 
always  arises  from  the  cerebral  membranes  and 
only  rarely  are  found  deep  in  the  substance  of  the 
brain,  the  most  common  seat  being  the  base  and 
cortex  of  the  cerebrum.  Tuberculous  deposits 
occur  more  often  in  the  cerebellum  than  any  other 
part  of  the  brain.  They  seem  to  have  a predilec- 
tion for  this  part. 

The  general  s\raptoms  of  any  tumor  of  the 
brain  are  headache,  vomiting,  vertigo,  optic  neu- 
ritis, slow  pulse,  subnormal  temperature,  with  pos- 
sibly slight  or  severe  convulsions,  and  change  in 
field  of  vision.  Mental  changes  are  usually  due 
to  the  rise  of  pressure  within  the  skull. 

The  surface  of  the  brain  is  thrown  into  folds, 
causing  fissures  and  convolutions.  The  fissures 
are  main  and  subsidiary.  The  five  main  fissures 
are  longitudinal  which  separates  the  hemispheres, 
transverse  which  separates  the  cerebrum  from  the 
cerebellum,  the  fissure  of  Sylvius  which  separates 
the  parietal  from  the  temporosphenoidal  lobe,  fis- 
sure of  Rolando  which  separates  the  frontal  and 
parietal  lobes,  parietooccipital  between  the  parietal 
and  occipital  lobes,  as  its  name  implies. 

The  cerebral  hemispheres  are  composed  of  four 
lobes:  frontal,  parietal,  occipital  and  temporal. 

The  frontal  comprises  all  of  that  area  in  front 
of  the  fissure  of  Rolando,  with  longitudinal  fissure 
to  the  inner  side  and  the  anterior  part  of  the  Syl- 
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vian  fissure  below.  Laterally  are  seen  the  superior 
middle  and  inferior  frontal  convolutions. 

The  functions  of  the  anterior  part  of  these  gyri 
are  regarded  as  being  mainly  connected  with  the 
intellect.  In  the  most  posterior  part  of  the  in- 
ferior frontal  convolutions  is  Broca’s  motor  area 
for  speech.  Just  above  Broca’s  area,  and  the  most 
posterior  part  of  the  middle  and  superior  frontal 
convolution,  is  the  area  for  certain  movements  of 
the  eyelids  and  turning  the  head  to  the  opposite 
side. 

The  precentral  convolution,  running  upward 
and  backward,  forms  the  anterior  portion  of  the 
Roland ic  area.  This  is  the  area  which  gives  rise 
to  most  of  the  voluntary  movements  of  the  body. 
When  affected,  it  gives  positive  symptoms  of 
almost  complete  paralysis  or  contraction  of  the 
muscles  connected  with  it.  This  is  the  region 
most  frequently  affected  by  injuries,  due  to  its 
close  proximity  to  the  middle  meningeal  artery. 
The  upper  portion  is  concerned  in  the  movement 
of  the  toes.  Following  below  are  the  centre  for  the 
ankles,  knees,  hips,  trunk,  shoulders,  elbows,  wrists, 
fingers,  thumbs,  eyelids,  angle  of  mouth,  lips, 
tongue,  larynx. 

The  parietal  lobe  extends  from  the  fissure  of 
Rolando  in  front  to  the  occipitoparietal  behind, 
from  the  longitudinal  fissure  above  to  the  posterior 
part  of  the  Sylvian  fissure  below.  The  postcentral 
convolution  just  back  of  the  fissure  of  Rolando 
is  the  great  sensory  convolution.  Here  the  sen- 
sory area  is  supposed  to  be  just  opposite  the  motor, 
coinciding  across  the  fissure  anteriorly.  Running 
from  above  downward  are  affected  the  toes,  ankle, 
knee,  hip,  trunk,  shoulder,  elbow,  hand,  thumb, 
eyelid,  angle  of  mouth,  lips,  tongue  and  larynx. 

In  the  superior  parietal  gyrus,  which  lies  next 
to  the  longitudinal  fissure,  is  the  stereognostic 
area,  or  the  power  of  recognizing  the  form  of 
objects  touched  and  handled.  Just  below  this  is 
the  gyrus  angularis.  This  is  the  center  for  word 
blindness.  The  patient  may  understand  when 
spoken  to  but  not  a written  word.  The  supra- 
marginal convolution,  which  skirts  the  Sylvian 
fissure,  also  bears  a slight  part  in  word-deafness, 
i.  e.,  the  spoken  word  that  is  missed  while  the 
written  is  understood. 

The  occipital  lobe  is  the  most  posterior  part  of 
the  brain,  extending  backward  from  the  parieto- 
occipital notch.  There  are  two  gyri,  the  caudate 
and  lingualis.  They  are  divided  by  the  calcarine 
fissure.  The  cuneate  lobe  and  the  calcarine  fissure 
are  the  visual  area.  On  the  outer  side  and  along 
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the  calcarine  fissure  the  optic  thalmus  and  superior 
quadrigeminal  body  arc  the  lower  visual  cen- 
ters, while  farther  in  and  into  the  most  posterior 
part  of  the  angular  gyrus  are  the  higher  visual 
centers. 

j Xhe  temporal  lobe  occupies  all  of  that  area 
below  the  Sylvian  fissure  and  back  to  the  occipito- 
parietal fissure.  It  has  a superior,  middle  and 
inferior  temporal  convolution.  Under  the  bottom 
is  the  fourth  temporal  convolution  and  farther  in 
is  the  gyrus  hippocampi. 

The  center  for  hearing  is  located  in  the  su- 
perior and  middle  convolutions.  A lesion  in  this 
region  would  give  word  deafness.  The  sense  for 
taste  is  supposed  to  be  located  on  the  under  sur- 
face of  the  fourth  temporal  convolution.  The 
sense  of  smell  is  supposed  to  be  in  the  most  dorsal 
part  of  the  hippocampal  gyri,  or  what  is  often 
called  the  uncinate  gjTus. 

The  island  of  Reil  can  only  be  seen  when  the 
Sylvian  fissure  is  pulled  apart.  It  represents  that 
part  of  the  brain  whose  growth  did  not  keep  apace 
with  the  rest,  hence  its  submergence  by  them.  It 
seems  to  be  an  association  center,  connecting  to- 
gether the  receptive  sense-areas  relating  to  the 
understanding  of  written  and  spoken  words;  in 
other  words,  a center  for  language  arrangement. 
This  is  most  active  in  the  left  hemisphere  in  right- 
handed  people,  and  vice  versa. 

Medial  surface.  Just  above  and  parallel  with 
the  corpus  callosum  is  the  gyrus  cingularis  which 
is  the  center  for  most  of  the  cutaneous  muscular 
sense.  Above  this  is  the  marginal  gyrus ; in  front 
the  mental  and  posteriorly  the  centers  for  trunk 
and  thighs,  while  back  of  this  is  the  quadrate 
gyrus  which  is  the  center  for  stereognosis.  Pos- 
terior to  this  is  the  occipital  lobe,  divided  into  two 
convolutions  by  the  calcarine  fissure,  the  upper  of 
which  is  the  cuneate  and  the  center  for  lowei 
vision. 

All  of  the  external  area  that  we  have  consid- 
ered is  covered  with  gray  matter  which  receives 
impressions  from  and  transmits  impulses  to  all 
parts  of  the  body.  The  cortex  encloses  the  white 
or  medullary  substance.  An  injury  to  this  destroys 
the  paths  to  and  from  the  centers.  The  white 
matter  is  composed  of  three  sets  of  fibres ; asso- 
ciation which  join  together  the  same  portion  of 
a hemisphere,  commissural  joining  one  hemisphere 
with  another  and  projection  which  connect  the 
cortex  with  the  lower-lying  parts  of  the  brain. 


Passing  down  comes  the  corona  radiata,  internal 
capsule,  crus  cerebri,  pons  and  medulla.  On  each 
side  of  the  internal  capsule  are  the  basal  ganglia. 
They  are  the  corpus  striatum  and  optic  thalamus. 

The  exact  functions  of  the  corpus  striatum, 
which  is  composed  of  the  caudate  and  lenticular 
nuclei,  are  not  known.  With  the  optic  thalamus, 
however,  it  is  different,  its  functions  being  nu- 
merous. Here  a great  many  of  the  sensory  fibres 
are  relayed.  The  fibres  from  the  optic  tract  run- 
ning through  the  pulvinar  are  here,  as  well  as  the 
fibres  from  the  center  for  hearing.  It  is  the  sup- 
posed center  for  emotion  and  movements  follow- 
ing rage  or  extreme  temper.  It  also  exerts  inhibi- 
tory action,  keeping  many  emotions  from  the  cor-i 
tex.  It  is  probably  the  most  wonderful  part  of 
the  brain.  There  will  be  a great  deal  more  learned 
concerning  it  as  time  goes  on. 

Base  of  Brain.  We  have  the  cranial  nerves. 


Fi?.  L Principal  fissures  and  lobes  of  the  cerebrum  viewed 
laterally.  The  Frontal  lobe  is  shown  in  green,  the  Parietal 
in  yellow,  the  Occipital  in  red,  the  Temporal  in  blue,  the  Cere- 
bellum below  in  gray. 

The  Central  fissure  (fissure  of  Rolando)  is  situated  about 
the  middle  of  the  convex  surface.  Coursing  obliquely  latero- 
frontal,  intervening  between  the  frontal  and  parietal  lobes,  it 
is  about  four  inches  long.  The  Sylvian  fissure  proper  separates 
the  temporal  lobe  wholly  from  the  frontal  and  partly  from  the 
parietal.  It  usually  ends  in  an  upturned  manner,  in  the  pari- 
etal lobes,  as  can  be  seen  in  this  case.  The  Occipital  fissure, 
not  so  well  marked,  divides  the  temporal  from  the  occipital  lobes. 

Fig.  2.  The  Cerebral  hemispheres  viewed  from  above.  The 
Frontal  lobe  is  shown  in  green,  the  Parietal  in  yellow,  the 
Occipital  in  red. 

The  Central  fissure  can  he  seen  separating  the  frontal  from 
the  parietal  lobe.  The  Occipital  fissure  separates  the  parietal 
from  the  occipital  lobe.  The  green  longitudinal  fissure  can  be 
seen  running  from  before  backward,  dividing  the  cerebrum  into 
two  equal  parts. 

Fig.  3.  Mesal  aspect  of  a brain  sectioned  in  the  median 
sagittal  plane.  Here  we  see  frontal  lobe  in  blue,  the  parietal 
in  yellow,  the  occipital  in  red,  the  temporal  in  green,  the  cere- 
bellum in  purple.  Below  is  the  beginning  of  the  medulla  ob- 
longata, above  which  is  the  pons.  Lying  between  the  pons  and 
the  cerebellum  is  the  fourth  ventricle.  Leading  from  this  into 
the  third  ventricle  is  the  aqueduct  of  Sylvius.  Just  above  the 
aqueduct  and  outlined  in  yellow  is  the  quadrigeminal  lamina. 
Above  the  entrance  of  the  aqueduct  into  third  ventricle  can  be 
seen  the  posterior  commissure.  Just  above  the  anterior  quad- 
rigemina  and  outlined  in  green  is  the  pineal  body.  Above  the 
pineal  body,  outlined  in  red,  is  a small  piece  of  the  choroid 
plexus.  The  foramen  of  Monro  can  be  seen  in  the  anterior  part 
of  the  third  ventricle. 

In  front  of  the  pons  and  at  the  bottom  of  the  third  ventricle 
is  the  corpus  albicans  which  is  outlined  in  red.  A little  an- 
terior is  seen  the  optic  nerves,  between  which  can  be  seen 
a small  canal  which  is  the  infundibulum  or  stalk  of  the  pituitary 
body.  I nfortunately  the  pituitary  body  was  torn  away  when 
the  brain  was  removed. 

Fig.  4.  Basal  aspect  of  the  brain,  showing  the  superficial 
origin  of  the  cranial  nerves.  The  basilar  artery  can  be  seen 
running  down  over  the  pons,  forming  the  posterior  part  of  the 
Circle  of  Willis.  Just  behind  the  optic  chiasm  and  outlined  in 
green  is  the  pituitary  body.  This  picture  has  the  frontal  lobe 
in  red,  temporal  in  green,  cerebellum  in  blue. 

Fig.  5.  Horizontal  section  through  the  cerebrum.  The  vari- 
ous structures  are  shown  in  their  natural  a'  pearance.  The 

internal  capsule  can  be  seen  running  between  caudate  nucleus 
and  lenticular  nucleus,  anteriorly  and  posteriorly  between  len- 
ticular nucleus  and  optic  thalamus. 

Fig.  0.  This  shows  a diagonal  cut  separating  the  fissure 

of  Rolando,  the  pons  and  medulla.  Just  in  front  of  this  cut 
we  have  the  precentral  lobe  and  all  of  the  motor  area.  Behind 

the  cut  is  the  postcentral  lobe  and  area  for  sensation.  This 

demonstrates  the  fact  that  the  area  of  the  brain  we  are  com- 
pel'ed  to  use  constantly  when  awake,  has  the  most  direct  route 
to  the  spinal  cord. 


July,  1916. 


TREATMENT  OF  TUBERCULOSIS KINNEY 


233 


frontal  and  temporal  lobes,  pons,  medulla,  cerebel- 
lum, internal  carotid  and  basilar  arteries,  making 
the  circle  of  Willis,  tuber  cinereum,  corpora  al- 
bicantia. 

The  deep  origin  of  the  cranial  nerves.  The  ol- 
factory passes  back  to  the  hippocampal  gyrus.  The 
optic  nerve  goes  to  the  optic  chiasm,  optic  tract, 
external  geniculate  body,  superior  quadrigeminal 
body,  pulvinar  body  which  are  the  lower  visual 


Fia:.  10. 


centers,  the  main  tract  passing  to  the  occipital  lobe 
through  the  optic  radiation.  Third  and  fourth 
arise  from  the  floor  of  the  aqueduct  of  Sylvius. 
The  nerves  from  the  fifth  to  eleventh  inclusive  and 
part  of  the  twelfth  arise  from  floor  of  fourth  ven- 
tricle and  upper  part  of  medulla. 

Kronlein’s  method  of  determining  different  gyri 
and  centers  of  the  brain  is  so  simple  and  easy  of 
application  that  I reproduce  them  in  a practical 
demonstration  (fig.  10).  Two  horizontal  lines 
are  drawn,  the  first  beginning  at  the  lower  border 
of  the  orbit  and  running  through  the  upper  border 
of  the  extenal  m.eatus;  a second  line  running  paral- 

Fie.  7.  The  brain  with  the  spinal  cord  attached.  The  dura 
mater  ha.s  not  been  removed.  The  middle  meningeal  artery  is 
traced  in  red.  Note  that  the  anterior  and  [losterior  branches 
run  just  in  front  and  behind  of  the  location  of  the  fissure  of 
Ho'ando. 

Fig.  8.  The  pons  and  first  portion  of  the  medulla  sectioned 
from  side  to  side.  The  white  fibres  can  be  seen  running  to- 
gether in  the  medulla  where  thej'  decussate,  90  per  cent,  going 
to  the  opposite  side. 

Fig.  9.  Horizontal  section  through  the  cerebrum  at  the 
upper  part  of  the  lateral  ventricles.  In  each  ventricle  can  be 
seen  the  choroid  plexus  outlined  in  red. 


lei  to  this,  beginning  at  the  supraorbital  ridge. 
Three  vertical  lines  are  drawn:  first  at  middle  of 
the  zygoma,  second  at  the  angle  of  the  jaw,  third 
from  the  posterior  border  of  the  mastoid  process. 
A line  is  drawn  from  the  intersection  of  the  first 
vertical  and  second  horizontal  line  to  the  top  of 
the  third  vertical.  This  corresponds  to  the  fis- 
sure of  Rolando.  By  bisecting  this  triangle  we 
have  the  Sylvian  fissure.  Where  the  first  and 
third  vertical  lines  cross  the  second  horizontal  are 
the  points  for  anterior  and  posterior  branches  of 
middle  meningeal.  In  abscess  of  the  temporal 
lobe  place  the  trephine  between  the  outer  hori- 
zontal and  vertical  lines. 


THE  RATIOiNAL  TREATMENT  OF 
TUBERCULOSIS.* 

By  August  M.  Kinney,  M.  D., 

ASTORI.'^,  ORE. 

There  are  only  tw’o  methods  by  which  we  may 
attempt  to  kill  off  bacteria  from  the  interior  of 
an  organism : by  the  introduction  of  antiseptic  or 
chemical  drugs  and  substances  (chemotherapy), 
or  we  may  try^  to  eradicate  them  through  the 
agency  of  protective  products  produced  by  the 
organism  itself.  Chemotherapy  up  to  the  present 
day  has  been  an  utter  disappointment.  It  has 
been  tried  out  on  the  most  extensive  scale  and 
has  failed.  It  has  in  particular  failed  in  tuber- 
culosis. The  elaborate  and  extensive  works  of 
Wells  and  Hedenburg,  Boehnche,  Goldmann, 
Schulemann  and  other  investigators  has  shown  be- 
yond a shadow  of  doubt  that  chemotherapy  of 
tuberculosis  is  based  upon  erroneous  ideas. 

H.  G.  Wells,  in  his  article  published  in  Inter- 
state Medical  Journal,  of  May,  1914,  in  which 
he  gives  results  obtained  after  investigation  with 
intravenous  use  of  chemicals  in  the  treatment  of 
tuberculosis,  at  Sprague  Memorial  Institute  and 
Pathological  Laboratory  of  University  of  Chi- 
cago, has  the  following  to  say:  “Empiricism 

stumbled  on  quinine  and  mercury;  scientific  chem- 
otherapy, under  the  inspiration  and  guidance  of 
Ehrlich,  has  devised  a number  of  compounds 
which  will  destroy  in  the  living  animal  body 
several  varieties  of  trypanosomes  and  spirochaetes, 
but  we  have  yet  to  hear  of  a compound  of  equal 
potency  in  a bacterial  infection.” 

The  alternative  method  of  treating  tuberculosis 
is  that  of  vaccine  therapy  and  this  method,  when 

•Road  before  Clatsop  County  Medical  Society,  Astoria,  Ore., 
March  5.  1916. 
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applied  by  those  well  trained  in  its  application, 
has  given  uniformly  excellent  results.  By  the 
vaccine  treatment  of  tuberculosis  we  mean  the 
introduction  into  the  organism  of  substances  which 
produce  an  elaboration  of  tuberculo-trophic  ele- 
ments (opsonins,  phagocytes,  etc.).  This,  then, 
is  nature’s  method.  No  recovery  can  take  place 
in  an  individual  afflicted  with  an  acute  or  chronic 
bacterial  disease  unless  it  be  by  the  production  of 
protective  substances  in  his  organism ; likewise,  no 
protection  against  any  particular  bacterial  disease 
can  be  produced  in  any  manner  except  that  of 
immunization,  natural  or  acquired. 

The  vaccine  treatment  of  tuberculosis  is  not 
associated  with  empiricism ; on  the  contrary,  it  is 
based  upon  absolute  scientific  facts  and  deductions. 
It  is  due  to  Sir  A.  E.  Wright  that  a method  was 
made  known  whereby  the  degree  of  tuberculo- 
trophic  element  elaborated  in  the  blood  stream  and 
tissues  of  the  body  may  be  measured  and  varia- 
tions noted,  following  the  introduction  of  bac- 
terial vaccines  and,  while  most  workers  will  agree 
that  the  technic  of  the  opsonic  index  is  too  com- 
plicated for  practical  purposes  and,  unless  carried 
out  under  the  most  favorable  conditions,  errors  in 
calculation  are  frequent,  Wright  and  his  asso- 
ciates have  at  least  paved  the  way  for  a better 
understanding  of  the  clinical  symptoms  and  signs 
occurring  during  the  various  phases  of  the  index 
and  their  interpretation,  thus  rendering  the  treat- 
ment of  the  disease  by  the  clinician  a much  easier 
task. 

Although  tuberculin  has  been  used  for  a quarter 
of  a century,  it  appears  singular  that  up  to  recent 
years  there  were  no  generall}'  accepted  ideas  about 
it.  We  are  all  aware  of  the  therapeutic  sins  that 
were  committed  in  the  early  stages  of  tuberculin 
therapy,  the  ignorant,  haphazard  selection  of  cases, 
the  violent  reactions  from  excessive  dosage,  and 
the  pitiful  exhibition  of  bad  judgment  on  the  part 
of  those  using  it.  Then  there  followed  inevitable 
disappointment,  the  storm  of  denunciation  and 
abuse,  and  the  consignment  of  tuberculin  to  the 
limbo  of  discredited  failures. 

Even  during  this  period  of  disappointment  and 
reckless  administration,  many  careful  observers 
held  to  the  fixed  belief  that  in  tuberculin  w’e  pos- 
sessed an  agent  of  potential  good  in  the  treatment 
of  tuberculosis.  Among  those  observers  who  early 
believed  in  its  true  value  and  who,  during  that 
period  when  tuberculin  was  being  discredited,  ob- 


tained excellent  results  in  its  use  by  following  a 
cautious  method  of  dosage  and  a careful  study 
of  reactions,  was  Dr.  Augustus  C.  Kinney,  de- 
ceased. To  him  among  others  the  profession  is 
largely  indebted  for  the  institution  of  a rational 
tuberculin  therapy.  In  the  treatment  of  pulmon- 
ary tuberculosis  it  was  our  custom  a few  years 
ago  to  use  the  plan  of  giving  gradually  increasing 
frequent  doses  of  tuberculin  and  with  success,  but 
severe  reactions  caused  us  to  diminish  the  size 
of  doses  and  give  them  further  apart,  with  more 
and  more  success  with  the  change. 

We  have  found  that  tuberculin  as  we  now  use 
it  in  extremely  small  doses  has  crowned  our  efforts 
with  striking  success.  The  one  thing  most  neces- 
sary in  the  successful  therapy  of  tuberculosis  is 
a thorough  study  of  each  individual  case.  This 
requires  time  and  plenty  of  notes.  The  next  most 
important  point  is  the  study  of  the  dose  and  its 
effect  upon  the  physical  signs  and  symptoms.  One 
must  be  ever  on  the  watch  for  changes  taking 
place  in  the  foci  of  infection  as  the  result  of 
tuberculin  inoculation,  as  they  bear  directly  upon 
the  course  of  treatment  that  is  to  follow. 

As  our  own  observations  continue,  we  are  more 
and  more  impressed  with  the  fact  that  the  ma- 
chinerj-  of  immunization  can  be  brought  into 
action  by  very  small  stimuli,  that  it  can  easily  be 
overtaxed  and,  acting  accordingly,  it  is  our  aim 
to  employ  in  every  case  the  smallest  dose  of  tuber- 
culin that  will  elicit  a satisfactory  response,  to 
repeat  the  dose  only  when  the  effect  of  the  pre- 
ceding inoculation  is  passing  off  and  to  increase 
the  dose  very  minutely  when  the  dose  previously 
emplo}^ed  has  ceased  to  evoke  a sufficient  response. 

Of  the  various  tuberculins  employed,  we  have 
been  partial  to  Von  Ruck’s  watery  extract  of 
tubercle  bacilli,  although  equally  good  results  have 
been  obtained  with  other  toxins,  and  it  is  difficult 
to  state  which  is  best  to  use.  This  depends  en- 
tirely upon  the  case  at  hand.  Some  preparations 
seem  to  give  better  results  in  individual  cases  than 
others.  In  conjunction  with  tuberculin  we  have 
found  that  the  use  of  an  appropriate  autogenous 
vaccine  gives  better  results  in  most  cases  than 
when  tuberculin  alone  is  employed. 

The  following  selections  have  been  made  from 
several  hundred  case  records  on  hand  as  illustrat- 
ing results  obtained.  Some  of  these  cases  are 
incipient,  others  moderately  advanced  and  still 
others  far  advanced : 
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Case  1.  H.  H.,  male,  age  26,  fisherman.  Came 
under  my  care  Sept.  20,  1915.  Family  history 
of  tuberculosis.  Not  able  to  work  for  six  months. 
Considerable  cough  and  expectoration.  Frequent 
night  sweats.  Loss  of  20  lbs.  weight  in  last  six 
months.  Present  weight  145  lbs.  Temperature 
taken  for  several  days  previous  to  initial  treat- 
ment showed  afternoon  rise  of  99  2/5°,  pulse  110. 
Three  months  previously  had  pleurisy  with  effu- 
sion which  was  tapped  by  another  physician  and 
a pint  of  hemorrhagic  fluid  removed.  Refused 
treatment  by  physician  as  incurable.  Occasionally 
spits  a little  blood. 

Sputum  shows  numerous  tubercle  bacilli,  leu- 
cocytes and  staphylococci.  Blood  shows  Hb.  80 
per  cent.,  reds  3,500,000,  whites  32,000.  Exami- 
nation shows  consolidated  areas  in  upper  lobes  of 
both  lungs  with  dulness  and  bronchial  breathing. 

Sept.  25 — Initial  dose  of  1-100,000  mg.  K.  O. 
T.  given. 

Feb.  11,  1916.  Patient  comes  in  for  examina- 
tion and  treatment.  Since  the  beginning  eighteen 
injections  in  all  have  been  given  with  a maximum 
dose  of  1-50,000  mg.  Temperature  has  been 
norm.al  for  three  months.  Pulse  80.  All  symp- 
toms disappeared.  Sputum  entirely  free  of  tubercle 
bacilli.  Blood  shows  Hb.  85  per  cent.,  reds 

4.470.000,  whites  10,000.  Examination  shows 
disappearance  of  all  active  tuberculous  disease. 

I consider  this  case  cured  and  upon  my  advice 
patient  will  resume  his  occupation  as  salmon  fish- 
erman when  the  season  opens  in  the  spring. 

Case  2.  N.  L.,  age  25,  female,  school  teacher. 
First  visit  Sept.  8,  1915.  One  brother  died  of 
pulmonary  tuberculosis.  One  sister  was  treated 
and  cured  of  the  disease  by  us  two  years  previously. 
No  cough  or  expectoration.  Loss  of  20  lbs.  weight 
in  six  months.  Easily  fatigued.  Weight  132  lbs. 
Afternoon  temperature  99°,  pulse  88,  pain  in  epi- 
gastrium. Stomach  contents  show  hyperacidity. 
Blood  shows  Hb.  70  per  cent.,  reds  3,200,000, 
whites  13,000.  Examination  show’s  prolonged  ex- 
piration and  interrupted  inspiration  at  apex  left 
lung  posteriorly,  slight  dulness  and  diminished 
breath  sounds  lower  lobe  right  lung.  No  bacilli 
in  sputum. 

Sept.  10.  Initial  dose  of  Von  Ruck’s  watery 
extract  of  tubercle  bacilli  2-10  cc.  No.  0 given. 

Feb.  15,  1916.  Patient  came  in  for  examina- 
tion and  treatment.  Since  her  first  appearance 
sixteen  injections  in  all  have  been  given  with  a 
m.aximum  dose  of  4-10  cc.  of  same  vaccine.  All 
symptoms  have  disappeared.  Present  weight  170 
lbs.  Strength  better  than  ever  before.  Blood  now 
shows  Hb.  80  per  cent.,  reds  4,300,000,  whites 

12.000.  No  active  signs  of  tuberculosis  found 
upon  examination.  Temperature  normal,  pulse 
normal. 

The  patient  had  not  been  able  to  teach  school 


for  one  year  but  will  resume  that  occupation  at 
beginning  of  next  semester. 

Case  3.  S.  O.,  female,  age  24,  single.  Was 
called  to  see  her  May  24,  1915,  at  which  time 
I found  her  in  bed  with  a temperature  of  103°. 
History  showed  this  temperature  had  been  run- 
ning with  slight  variations  for  two  months.  Had 
previously  treated  with  two  reputable  physicians 
of  this  city  who  gave  bad  prognosis.  Examina- 
tion showed  involvement  of  apices  and  upper  lobes 
of  both  lungs  with  consolidation  and  cavitation 
and  numerous  mixed  rales.  Temperature  103°, 
pulse  130.  Sputum  full  of  tubercle  bacilli  and 
elastic  fibers.  Blood  showed  Hb.  60  per  cent., 
reds  3,600,000,  whites  11,000.  Weight  90  lbs. 
I gave  the  family  of  this  patient  very  little  encour- 
agement as  regards  prognosis. 

Treatment  was  begun  with  extremely  small 
doses  of  K.  O.  T.  (1-500,000)  and  an  autogenous 
vaccine  obtained  from  the  sputum.  After  a few 
injections  with  absolute  rest  in  bed  the  patient 
responded  very  quickly.  Within  two  months  from 
the  beginning  of  treatment  temperature  showed 
99°  as  highest  and  she  was  removed  to  a farm 
near  Astoria,  placed  in  a tent  and  treatments  con- 
tinued there.  Three  months  from  beginning  tem- 
perature had  assumed  the  normal. 

Feb.  10,  1915.  Patient  came  to  my  office  for 
treatment.  Eighteen  injections  in  all  have  been 
given  with  a maximum  dose  of  K.  O.  T.  of 
1-50,000  mg.  Temperature  has  been  normal  for 
the  last  five  months,  even  after  hard  exertion.  No 
cough  or  expectoration.  No  signs  of  active  tuber- 
culosis upon  examination.  Weight  133  lbs.  Blood 
shows  Hb.  85  per  cent.,  reds  4,200,000,  whites 
12,000. 

While  I consider  this  case  relatively  cured,  1 
shall  continue  treatment  at  infrequent  intervals 
for  the  next  year.  Patient  is  now  hard  at  work 
cooking  for  thirty  hungry  loggers  in  a camp  near 
this  city.  This  case  is  one  of  the  most  interesting 
that  I have  ever  had  occasion  to  observe  because 
of  the  rapidity  with  which  it  responded  to  treat- 
ment, it  not  being  often  that  such  an  advanced 
case  responds  so  readily. 

Case  4.  E.  B.,  female,  age  45,  housewife. 
Formerly  a patient  of  Dr.  Augustus  C.  Kinney, 
deceased,  who  first  observed  her  July  1,  1902,  at 
which  time  examination  showed  advanced  tuber- 
culosis in  upper  lobes  of  both  lungs,  with  a large 
cavity  in  upper  left  lobe  below  clavicle.  Daily 
afternoon  temperature  100-102°.  Pulse  100-120. 
Weight  100  lbs.  Sputum  showed  numerous  tu- 
bercle bacilli  and  elastic  fibers. 

Tuberculin  treatment  commenced  in  July  with 
minute  (1-400,000)  dose  of  K.  O.  T.  Improve- 
ment was  quite  marked  from  the  beginning.  After 
three  months  consistent  treatment  with  patient  in 
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bed,  temperature  did  not  exceed  normal  and  con- 
dition much  improved,  though  considerable  signs 
of  tuberculous  activity  still  remained. 

After  the  death  of  Dr.  Augustus  C.  Kinney, 
patient  came  under  our  care  and  on  Sept.  17, 
1907,  treatrrient  was  begun  under  our  observation. 
At  this  time  temperature  showed  slight  afternoon 
rise.  Weight  113  lbs.  Sputum  showed  moderate 
number  of  tubercle  bacilli.  Examination  showed 
moderate  degree  of  activity  of  foci  in  lungs.  Ini- 
tial dose  of  W.  E.  T.  2-10,  No.  0,  given,  combined 
with  an  appropriate  dietetic  and  hygienic  treat- 
ment. 

During  1908-11  patient  received  small  doses  of 
this  same  vaccine  at  infrequent  intervals  and  in 
addition  an  autogenous  vaccine  of  staphylococcus, 
streptococcus  and  micrococcus  catarrhalis  made 
from  sputum,  though  after  one  and  one-half  years 
of  treatment  in  our  hands  no  active  signs  of  tuber- 
culosis could  be  discovered. 

Jan.  19,  1916.  Patient  came  in  upon  request 
for  examination.  Sputum  examination  on  this 
date  shows  it  absolutely  free  of  bacilli  and  upon 
examination  no  activity  can  be  found  in  lungs, 
the  area  of  cavitation  showing  contraction  and 
completely  healed.  This  patient  is  positively  well 
but  insists  on  coming  in  every  month  or  two  for  a 
treatment  as  a matter  of  satisfaction  to  herself. 

Case  5.  F.  R.,  age  54,  male.  Formerly  patient 
of  Dr.  Pottenger,  Monrovia,  Cal.  First  visit 
Sept.  19,  1910.  History  showed  recent  severe 
hemorrhages,  cough,  expectoration,  night  sweats, 
afternoon  rise  of  temperature,  husky  voice  and 
loss  of  35  lbs.  in  weight.  Present  weight  140  lbs. 
Sputum  shows  numerous  tubercle  bacilli,  elastic 
fibers  and  other  bacteria.  Blood  examination 
shows  marked  anemia.  Physical  examination  shows 
consolidated  areas  in  both  upper  lobes  and  small 
cavity  in  upper  left  lobe  posteriorly,  also  slight 
involvement  of  lower  left  lobe  anteriorly. 

Sept.  26.  Initial  dose  W.  E.  T.  1-10  cc.  given. 
During  the  next  few  months  patient  was  very 
irregular  in  coming  for  his  treatments  and  at 
times  drank  to  excess. 

April  14,  1911.  After  heavy  drinking  patient 
had  several  hemorrhages  which  necessitated  his 
confinement  in  bed  for  two  weeks  and  greatly  de- 
layed his  progress  toward  recovery.  During  this 
year,  however,  he  refrained  from  the  use  of  liquor 
and  came  in  at  regular  intervals  and  his  improve- 
ment became  marked. 

Jan.  30,  1913.  After  two  years  consistent 
treatment  with  tuberculin  and  autogenous  vac- 
cines all  active  signs  of  tuberculosis  had  disap- 
peared. Sputum  free  of  bacilli.  Temperature  and 
pulse  normal.  Gain  in  weight  35  lbs.  Maximum 
dose  used,  W.  E.  T.  4-10  cc.  No.  0. 

Feb.  5,  1916.  Upon  request  patient  came  in 


for  examination.  No  return  of  the  disease  noted. 
He  is  strong,  robust  and  hard  at  work. 

The  last  two  cases  were  selected  from  a group 
of  similar  advanced  ones  because  they  have  been 
under  observation  for  several  years  after  cure 
was  pronounced  and  have  shown  no  return  of  the 
disease.  This  we  consider  complete  evidence  of 
the  efficacy  of  the  treatment  employed.  It  has 
been  our  experience  in  cases  of  uncomplicated  tu- 
berculosis that  have  not  progressed  beyond  the 
softening  of  lung  tissue,  that  with  proper  control 
of  the  patient  and  consistent  and  intelligent  treat- 
ment, close  to  one  hundred  per  cent,  of  cures  may 
be  expected. 

CONCLUSIONS. 

After  years  of  experience  in  the  treatment  of 
tuberculosis  we  have  arrived  at  the  following  con- 
clusions : 

( 1 ) There  is  no  treatment  nor  influence  that 
is  at  all  comparable  with  the  effectiveness  of  the 
vaccine  treatment  (skillfully  handled),  in  addition 
to  proper  dietetic  and  hygienic  treatment  in  tuber- 
culosis uncomplicated  with  other  affections. 

(2)  Using  the  treatment  above  outlined  with 
the  patient  under  proper  control,  almost  every 
case  of  incipient,  a large  number  of  moderately 
advanced  and  many  of  the  far  advanced  cases  of 
tuberculosis  can  be  permanently  cured. 

(3)  The  use  of  an  appropriate  autogenous 
vaccine  as  an  adjunct  to  tuberculin  has  decided 
advantages. 

(4)  Tuberculin  should  be  given  with  great 
caution  by  a physician  well  trained  in  vaccine  and 
serum  therapy  and  one  who  is  a thoro  examiner 
of  the  lungs. 

(5)  The  doses  of  the  vaccine  heretofore  used 
and  recommended  and  the  frequency  of  dosage 
should  both  be  greatly  reduced  in  order  that  the 
best  results  are  obtained.  Size  of  doses  and  in- 
tervals between  doses  can  only  be  determined  by 
a thoro  study  of  each  individual  case.  Begin  with 
an  exceedingly  small  dose  and  do  not  reinoculate 
until  all  time  for  reaction  has  passed.  Success 
comes  by  guarding  against  the  excessive  stimula- 
tion of  diseased  tissue. 

(6)  While  we  do  not  in  any  way  wish  to  dep- 
recate sanatoria,  it  is  our  experience  that  the 
majority  of  cases  amenable  to  cure  respond  equally 
as  well  if  not  better  under  a well  regulated,  rou- 
tine, home  treatment. 
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THE  TREATMENT  OF  ABSCESSES  IN 
THE  COURSE  OF  TUBERCULOUS 
DISEASE  OF  JOINTS  AND 
BONES.* 

By  E.  A.  Rich,  M.  D., 

TACOMA,  WASH. 

There  is  an  old  medical  saw  that  “wherever 
you  have  pus  it  should  be  let  out.”  This  adage 
is  so  much  a part  of  all  modern  medicine  that 
it  is  next  to  sacrilege  to  attack  it.  Yet  for  a 
span  of  years,  equal  to  the  life  of  the  past  genera- 
tion, a group  of  orthopedists  have  attacked  the 
axiom  as  it  related  to  the  many  phases  of  their 
work,  and  will  probably  have  to  continue  the 
attack  for  generations  longer. 

The  object  of  this  discussion  is  to  call  attention 
again  to  the  rational  treatment  of  abscesses  that 
have  their  origin  in  othopedic  diseases,  for,  I take 
it  the  general  surgeons  and  physicians  in  this  sec- 
tion do  not  turn  all  their  tuberculous  bone  cases 
over  to  the  orthopedist  for  treatment  any  more 
generally  than  they  do  in  other  parts  of  the  west. 
In  approaching  fhis  subject  I am  aware  of  many 
a difference  of  opinion  in  regard  to  the  subject 
treated  and,  while  I know  that  strong  men  are 
allied  on  opposite  sides,  I shall  try  to  present  to 
you  a consensus  of  othopedic  opinion — an  opinion 
emanating  from  the  surgeons  doing  the  bulk  of  the 
bone  work. 

If  there  be  one  axiom  that  orthopedic  surgeons 
do  all  believe  in  it  is  this.  “Tuberculous  abscesses 
should  never  be  opened.”  Some  go  so  far  as  to 
add  that  “opening  such  abscesses  opens  the  door 
through  which  death  too  often  enters.” 

CHARACTERISTICS  OF  COLD  ABSCESSES. 

Most  of  the  tuberculous  infections  of  joints  are 
supposed  today  to  be  of  the  bovine  type  of  bacillus, 
or  that  type  which  particularly  tends  to  moist  de- 
generations. In  the  process  of  the  joint  invasion 
there  ensues,  due  especially  to  the  breaking  down 
of  the  tuberculous  granulations,  destruction  and 
liquefaction.  And,  as  a result  of  late  conditions, 
we  have  abscess  formation. 

Taylor  has  computed  that,  in  tuberculosis  of 
the  hip,  the  total  of  all  observers  find  abscesses  in 
about  50  per  cent,  of  all  cases.  In  Pott’s  disease, 
Tubby  believes  that  abscess  occurs  in  about  one 
patient  in  five.  It  is  true  that  in  spinal  disease 
the  liability  of  abscess  of  the  various  regions  of 

’Read  before  Portland  City  and  County  Medical  Society, 
Portland,  Ore.,  March  1,  1916. 

the  spine  increases  from  above  (the  cervical  re- 


gion) downward.  One  further  observes  that, 
whenever  there  is  bony  tuberculosis,  there  results 
a collection  of  fluid  detritus  large  or  small.  The 
size  of  this  collection  seems  to  bear  no  definite 


Fie.  1.  I.nnibar  sinuses  after  incision  of  abscesses.  Pott's 
disejise.  This  woman  secretes  two  pints  of  pus  in  a day. 
Lesion  not  e.xtensive  in  dorsal  spine.  Patient  dying  of 
lardaceous  disease. 


Fig.  2.  Diagram  showing  the  course  of  a psoas  abscess. 
(C'alot.) 

relation  to  the  size  of  the  tuberculous  focus.  In 
fact,  a tiny  focus  often  produces  a tremendous 
collection  of  pus,  while  great  destruction  may  be 
accomplished  by  no  discernable  abscess. 
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PRESSURE  FUNCTION  OF  THE  COLD  ABSCESS. 

One  should  always  bear  in  mind  that  the  ab- 
scess of  tuberculous  origin  is  usually  a late  symp- 
tom, and  appears  at  about  the  subsidence  of  the 
acute  symptoms.  The  abscess  of  itself  is  cold. 
The  bacilli  contained  are  generally  considered  inert 
if  present  at  all,  and  usually,  if  not  too  big,  the 
abscess  gives  rise  to  no  symptom  of  any  impor- 
tance. This  is  what  happens:  A small  pocket 

in  the  vicinity  of  the  focus  usually  bursts  its 
bounds  in  the  course  of  time ; it  invades  foreign 
structures  and  in  doing  so  pushes  between  muscle 
sheathes  and  gravitates  in  the  line  of  least  resist- 
ance. The  whole  process  is  very  slow  and  so  grad- 
ual ard  free  from  pain  that  the  patient  is  ordi- 
narily most  surprised  when  the  abscess  tumor 
makes  its  appearar.ee.  As  all  know,  we  have  re- 


Vig.  3.  Patient  exhibiting  the  end  results  of  multiple  incisions 
of  a local  hip  abscess.  Eight  secreting  sinuses. 

Fig.  4.  Multiple  sinuses  from  sacroiliac  abscess.  No  incising 
was  done  nor  aspiration  resorted  to.  Openings  resulted 
from  failure  to  aspirate. 

on  the  same  level  as  the  great  trochanter  of  the 
femur  on  the  lateral  aspect  of  the  thigh.  Often 
it  follows  both  courses  in  the  sanee  side.  Locally 
about  any  of  the  joints  of  the  limbs  there  appears 
suiting,  in  the  cervical  region,  the  postpharyngeal 
abscess ; in  the  dorsal  region,  the  dorsal  abscess 
(fig.  1),  and  in  the  lower  spine  the  lumbar  or 
psoas  abscess  (fig.  2).  The  latter  follows  down 
either  sheath  of  the  psoas  muscle  and  appears,  if 
it  comes  above  the  muscle,  in  the  groin  below  and 
beneath  Poupart’s;  or,  if  it  follow  the  posterior 


sheath  of  the  muscle,  it  appears  just  in  front  and 
the  appropriate  abscess,  as  the  white  swelling  of 
the  knee,  hip,  sacroiliac  and  ankle  (figs.  3 and  4). 

All  of  these  abscesses,  while  slow  in  formation 
and  migration,  contain  pus  under  some  pressure. 
Resulting,  then,  we  have  the  forward  pressure  that 
causes  them  to  seek  new  fields,  and  the  back  pres- 
sure that  seems  to  exert  a discouraging  influence 
upon  the  causative  focus  that  is  about  spent.  The 
fact  that  about  20  per  cent,  of  all  these  big  ab- 
scesses spontaneously  absorb  and  entirely  disappear, 
coincident  with  repair  of  the  bony  lesion,  leads 
those  who  think  about  it  to  believe  that  the  back 
pressure  in  the  abscess  cavities  does  exert  a favor- 
able influence.  How  slow  is  the  primary  accu- 
mulation in  a psoas  abscess  and  how  exceedingly 
rapid  does  the  cavity  of  the  abscess  refill  after 
evacuation  ? Certainly  back  pressure  diminishes 
pus  formation. 

We  have,  therefore,  in  the  tuberculous  abscess 
a more  or  less  harmless  accumulation  with  a real 
function,  if  one  can  look  at  it  in  that  light.  The 
microbic  contents,  if  any,  have  long  since  pro- 
duced their  antibodies.  The  only  harm  in  the 
ordinary  abscess  is  the  pain  from  internal  pressure 
that  sometimes  is  present.  This  really  is  not  very 
common.  On  account  of  the  gradual  production 
and  encroachment  of  the  abscesses  I have  seen  some 
of  imm.ense  proportions  form  without  any  particu- 
lar discomfort  and  not  anywhere  near  the  local 
discomfort  one  would  expect  from  the  great  tu- 
mors in  the  thigh  or  back. 

RATIONAL  TREATMENT  OF  COLD  ABSCESSES. 

We  insist  on  protection  of  the  abscess.  The 
small  abscess  must  be  absolutely  regarded  as  a 
“hands  off”  proposition.  Any  reasonable  degree 
of  keenness  suggests  the  relation  of  the  abscess  to 
a tuberculous  process  somewhere,  and  points  a 
warning  finger  to  greater  fixation  and  enforced 
rest.  The  big  abscess  demands  guarding  as  one 
would  a life.  Dean  Lyons,  of  the  University  of 
Minnesota,  calls  the  blunders  of  medical  men  that 
are  inexcusable  by  the  plain  term  of  murder  in  a 
recent  article,  and  it  is  real  murder  to  fail  to 
guard  a tuberculous  abscess;  it  is  worse  than  mur- 
der to  incise  and  infect  one.  The  only  indication 
for  any  operative  procedure  is  such  an  increase  of 
abscess  pressure  as  to  cause  intolerable  pain  and 
then  the  only  procedure  that  is  justifiable  is  aspi- 
ration under  the  most  rigorous  asepsis.  Aspiration 
is  indicated  to  relieve  pressure  and  not  to  evacuate 
the  I'rvitv. 

Then  there  is  a second  need  for  the  aspirating 
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needle.  There  are  old  chronic  cases  that  persist 
without  absorption  for  years  after  the  subsidence 
of  the  disease.  These  must  be  more  thoroughly 
aspirated  and  the  cavities  treated  to  external  pres- 
sure. 

INFECTED  COLD  ABSCESSES. 

Every  incised  abscess  is  doomed  to  infection.  The 
patient  is  subject  to  such  disastrous  sequelae  as 
prolonged  septicemia  or  death  from  exhaustion 
or  lardaceous  disease.  Even  in  those  cases  that 
do  not  suffer  such  dire  calamities  the  infection  will 
surely  cause  symptoms  of  a germ  infection,  pain, 
fever,  chills,  etc.  The  openings  will  persist  for 
years  and  will  discharge  constantly  through  the 
original  and  fistulous  openings  a quantity  of  pus 
that  necessitates  dressings  and  attention  through- 
out the  remainder  of  life.  This  continual  dis- 
charge not  only  is  most  annoying  but  it  is  more  or 


Fig.  5.  Diagram  (from  Calot)  showing  danger  from  the  direct 
aspiration  of  an  abscess  and  ease  of  sinus  formation;  and 
the  value  of  oblique  puncture  through  healthy  tissue  in 
preventing  sinuses. 


less  depleting.  Why  is  it  that  medical  men  will 
persist  in  plunging  the  knife  into  these  abscesses, 
only  to  bring  chaos  down  upon  their  heads? 

ASPIRATION. 

A certain  antipathy  seems  to  attain  against  the 
aspirating  needle,  as  evidenced  by  eleven  cases  that 
I am'  familiar  with  in  the  past  four  years  in  a 
neighboring  city,  eleven  cases  that  have  suffered 
foolish  and  meddlesome  surgical  interference  with 
already  a mortality  of  five,  due,  I believe,  entirely 
to  secondary  infection.  I am  confident  that  each 
one  of  the  five  cases  would  have  been  alive  today, 
had  it  not  been  for  the  knife.  The  cases  in  ques- 
tion later  came  under  my  observation  and  I doubt 
very  much  that  any  one  of  the  five  would  have 
died  from  the  primary  disease. 


A very  common  practice  is  the  incision  of  post- 
pharyngeal abscesses  through  the  mouth.  While 
this  act  is  the  least  dangerous  of  all  tuberculous 
abscess  incisings,  yet  it  is  to  be  condemned.  I 
have  in  mind  two  cases  of  tuberculosis  of  the  vocal 
chords  that  were  undoubtedly  infected  from  pus 
of  an  opened  postpharyngeal  abscess.  From  the 
same  cause  I recall  an  infection  of  the  throat  that 
finally  ended  fatally  in  a tuberculous  meningitis. 
Would  it  not  have  been  just  as  easy,  and  infinitely 
better,  to  have  aspirated  once  or  a score  of  times 
and  saved  a life? 

Just  a word  in  regard  to  technic  of  aspiration. 
The  needle  used  should  be  a common  large-cali- 
bred  one,  about  the  size  of  No.  13  or  14  wire,  or 
about  the  size  generally  used  for  hypodermoclysis. 


Fi".  6.  Illustrating  the  method  of  locating  a postpharyngeal 
abscess  behind  the  sternocleido  muscle. 


attempt  should  be  made  to  empty  the  cavity.  Pus 
is  allowed  to  flow  until  the  pressure  within  is  re- 
duced sufficiently  to  relieve  the  symptoms.  If  the 
needle  becomes  plugged  a plunger  wire  relieves 
the  condition,  the  needle  is  rapidly  withdrawn 
A trocar  should  not  be  used.  In  introducing  the 
needle  into  the  tissues  in  search  of  the  cold  abscess, 
it  is  best  to  gain  a positive  idea  of  the  location  of 
the  abscess  by  palpation  and  then  enter  from 
without  the  limits  of  the  tumefaction  by  means  of 
an  oblique  puncture  (fig.  5).  Obviously  asepsis 
must  be  positive  and  only  the  safest  entrances  are 
made  in  dangerous  zones.  At  the  first  puncture  no 
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and  the  first  puncture  is  at  an  end.  External 
dressings  are  applied  under  pressure — bandaging 
to  cause  approximation  of  the  abscess  walls,  but  I 
doubt  whether  external  pressure  is  of  much  value. 

Very  much  later  in  the  course  of  the  chronicity 
of  the  abscesses,  those  that  do  not  tend  to  disappear 
are  treated  with  subsequent  punctures.  Here  the 
aspirating  apparatus  of  the  various  kinds,  such  as 
the  bottle  or  Bier’s  suction  cups,  can  be  applied 
over  the  aspirating  needle,  thereby  removing  more 
of  the  cavity  contents. 

I believe  that  the  postpharyngeal  abscess  should 
never  be  opened  by  incision.  In  big  palpable  ab- 
scesses of  this  character  it  is  often  possible  to  enter 
them  from  the  outside  of  the  neck  (fig.  6).  If 
so  they  should  be  treated  when  the  internal  pres- 
sure becomes  too  extreme,  exactly  as  one  would 
a psoas  abscess,  by  aspiration  to  relieve  pressure 
only.  If  smaller  in  size  and  not  so  easily  palpable, 
the  abscess  need  not  be  touched,  as  it  often  disap- 
pears with  appropriate  treatment  of  the  underlying 
disease.  Should  It  be  necessary  to  open  the  post- 
pharyngeal abscess  through  the  mouth,  it  should 
be  done  with  a needle  attached  to  an  aspirating 
bottle  and  under  no  circumstances  should  open 
drainage  be  permitted  through  the  mouth.  I speak 
with  considerable  conviction  because  of  my  firm 
belief  in  the  principle. 

In  an  experience  that  is  fairly  general  I have 
never  seen  an  infection  from  the  aspirating  needle. 
Neither  have  I seen  a fistula  or  sinus  follow  such 
a puncture,  except  in  cases  where  the  operator 
used  the  trochar  and  cannula  Instead  of  the  smaller 
needle.  In  the  other  hand,  I have  observed  the 
disappearance  of  numerous  abscesses  with  no  treat- 
ment whatever,  and  the  gradual  absorption  and 
disappearance  of  a great  many  abscesses  after  punc- 
tures. 

In  concluding  this  phase  of  our  subject  I wish 
to  state  that  the  lot  of  the  orthopedist,  who  finally 
has  these  cases  wished  onto  him,  would  be  infinite- 
ly less  tedious  if  the  family  physician  would  imme- 
diately desist  from  cutting  operations  on  cold 
abscesses,  and  he  who  has  a real  interest  in  his 
patient  should  never  resort  to  them. 

THE  TREATMENT  OF  TUBERCULOUS  SINUSES. 

Since  the  contributions  of  Emil  Beck  with  his 
bismuth  paste  injections,  little  has  been  added  to 
the  literature  regarding  the  treatment  of  tuber- 
culous sinuses.  We  have  been  confronted  with 
numerous  fistulae  of  old  standing  and  have  had 
some  small  success  with  Beck’s  paste.  We  have 
cent. 


had  many  failures.  It  is  true  that  many  of  the 
fistulae  cannot  be  closed  by  any  one  of  the  many 
injections  advocated.  Calot  has  returned  to  his 
old  injections  of  creosote  and  iodoform  or  napthol- 
camphor  and  glycerine.  I am  divided  between 
Hoft’a’s  injections  of  silver  nitrate  50  per  cent,  and 
Beck’s  bismuth  paste.  I believe  that  any  injection 
Is  perfectly  futile  unless  the  focus  is  entirely  quies- 


GOVERNMENTAL  CONTROL  OF  MED- 
ICINE AND  THE  PREVENTION 
OF  QUACKERY.* 

By  Edgar  L.  White,  M.  D. 

LEWISTON,  IDA. 

In  the  medical  college  our  professor  of  ethics 
gave  us  a lecture  one  day  concerning  the  power 
of  the  medical  profession.  “Boys,  the  power  of 
the  medical  profession  can  never  be  known 
politically,  morally,  as  well  as  medically,  until 
we  unite,  forget  our  petty  jealousies  and  all 
work  for  the  common  good.  I dare  say  our 
power  with  the  laity  is  due  to  our  nearness  to 
the  hearth-stone  and,  should  we  work  in  unison, 
we  could  even  control  the  election  of  the  presi- 
dent of  the  United  States.  All  I ask  of  you  is 
that,  when  you  go  your  several  ways  for  your 
life  work,  do  your  part  in  cementing  this 
fraternalism  and  close  fellowship  among  the 
profession,  making  us  one  large  family  which 
can  wield  the  power  for  the  greatest  good  of 
the  nation — health,  strength  and  vitality.’’ 

The  profession  getting  together  the  way  the 
professor  mapped  out,  we  can  wield  enough  pow- 
er to  bring  about  almost  any  kind  of  legisla- 
tion which  will  perfect  this  plan,  you  may  say 
radical,  which  I am  proposing  in  the  interest  of 
the  profession  and,  in  the  long  run,  of  inestim- 
able value  for  the  welfare  of  mankind. 

The  title  of  this  paper  may  be  a misnomer 
but  for  the  sake  of  trying  to  create  some  interest, 
as  w'ell  as  to  incite  discussion,  I have  taken  this 
subject,  altho  our  material  may  not  be  a scientific 
exposition  of  it.  The  plan  is  as  follows: 

The  medical  profession  shall  all  belong  to  an 
army  of  doctors,  under  the  title  of  the  Medical 
Department  of  the  United  States  (we  might  in- 
clude the  dentists.  If  they  so  desire),  just  as  we 
have  the  Forestry  Department,  the  Postal  De- 
partment, etc.  You  will,  no  doubt,  say  this 
is  socialistic  and  you  want  nothing  to  do  with  it, 
but  we  should  have  a hearing  concerning  it,  bc- 

•Read  before  the  Third  Triennial  Meeting  of  State  Medical 
Associations  of  Idaho,  Oregon  and  Washington,  Lewiston,  Ida., 
Oct.  13-15,  1915. 
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cause  we  believe  it  will  be  a most  important 
economic  question  to  the  nation  and  the  nation 
deals  with  economic  questions  without  being 
socialistic. 

Roughly  outlining  the  plan,  there  shall  be 
one  United  States  Medical  College  in  each  state 
which  will  take  care  of  all  students  desiring  to 
train  for  the  medical  service.  All  medical  col- 
leges of  the  present  day  will  be  abolished  by  the 
United  States.  The  student  will  have  several 
preliminary  examinations  before  he  can  enter 
the  college:  First,  as  a junior  in  the  high  school, 

then  again  as  a graduate;  if  he  pass  this,  he 
will  enter  the  State  University  for  two  years  for 
a special  preparatory  college  course  (private 
schools  and  colleges  could  also  have  their  students 
try  in  these  preliminary  examinations)  ; passing 
this  he  enters  the  medical  college  of  his  state. 
From  then  he  will  be  taken  care  of,  financially 
and  otherwise,  in  the  same  way  as  the  Army  and 
Navy  cadets,  providing  he  holds  a certain  stand- 
ard in  his  work. 

After  taking  the  four  years  regular  course 
he  will  be  sent  to  the  chief  medical  centers  for 
further  specialization  in  adaptable  subjects  and 
a hospital  service.  After  completion  of  his  train- 
ing he  will  be  examined  to  determine  the  branch 
of  the  service  he  will  be  adapted  to,  as  the 
regular  service  representing  the  general  prac- 
titioner, the  specialties,  scholastic  department — the 
research  department,  the  department  of  health 
and  vital  statistics.  All  services  will  hold  as  near 
as  possible  the  same  advantage  of  advancement. 

All  will  start  on  their  professional  career  as 
commissioned  officers — say  second  lieutenant;  and 
the  regular  steps  of  advancement  will  be  as  in 
the  United  States  Army  according  to  ability  and 
the  merit  of  work.  The  second  lieutenants  will 
have,  say,  2000  people  for  whom  they  will  be 
responsible  as  to  general  health  and  it  will  be 
their  duty  to  make  a thoro  physical  examination 
at  least  once  every  three  years  of  every  person 
and  keep  a full  classified  report.  Let  us  say 
each  second  lieutenant  receives  $700  per  year, 
plus  his  service  uniform,  office  and  supplies, 
residence,  instruments,  library  and  essential 
furnishings,  and  conveyances  with  attendant  if 
found  necessary.  There  will  be  no  necessity 
under  this  arrangement  for  expensive  offices, 
extravagant  autos,  etc.,  which  are  possibly  es- 
sential under  the  present  system  to  cater  for  the 
public  patronage  as  competition  demands. 


Over  each  second  lieutenant  will  be  the  first 
lieutenant  who  will  act  as  a substitute  for  the 
second  lieutenant,  and  those  who  do  not  care 
to  take  treatment  for  personal  reasons  under  the 
second  lieutenant  may  go  to  him.  The  captain 
will  see  that  all  of  the  work  of  both  first  and 
second  lieutenants  is  properly  handled,  but  to 
him  patients  can  go,  provided  they  do  not  care 
for  the  first  and  second  lieutenants,  the  captain 
being  the  higher  court,  so  to  speak.  The  salary 
for  the  higher  officers  can  be  adjusted  in  pro- 
portion, as  in  the  regular  army. 

According  to  our  plan  the  highest  officers,  as 
the  generals,  would  include  the  Maybs,  Murphys, 
Criles,  and  Halsteads,  who  would  not  be  re- 
munerated with  fancy  salaries,  as  is  justly  due 
them,  but  the  highest  salary  possible  would  be, 
say  $5,000  per  year.  The  deficit  would  be  made 
up  by  the  people  having  plenty  of  means,  whose 
desire  it  would  .be  to  have  their  services.  They 
could  then  demand  any  fee  which  seemed  just 
to  them  and  the  patient  would  have  to  pay.  It 
would  be  cash,  no  credit  being  allowed.  The 
honor  and  these  remunerations  would  be  the  in- 
centive for  the  lower  officers  to  bend  all  energies 
to  Teach  the  top  of  the  ladder.  Our  service 
would  be  ten  months,  one  month  for  vacation 
at  our  own  expense  and  one  month  of  special 
college  work  to  prepare  for  advancement  ex- 
aminations. 

The  surgeon — the  eye,  ear,  nose  and  throat 
specialist,  the  nerve  specialist,  etc.,  would  be  in 
the  speciality  branch  of  the  government  service. 
We  might  include  the  osteopath,  the  chiropractor, 
the  mechanotherapeutist,  the  hydrotherapeutist, 
the  masseur,  etc.,  but  their  courses  of  study  would 
have  to  comply  with  the  standard  kept  up  to 
that  required  by  an  impartial  board  of  the  pro- 
fession and  not  by  the  laity,  who  cannot  know 
the  difference  between  the  quack  and  the  legiti- 
mate practitioner,  because  of  the  ignorance  in 
the  scientific  principles  of  the  profession. 

Those  in  the  regular  service  would  transfer 
all  cases  which  should  be  attended  to  by  one 
of  the  specialists,  and  only  care  for  those  cases 
which  come  under  regular  medicine  of  the  pres- 
ent system.  Accordingly,  you  can  readily  sec 
that  the  quack  can  be  handled  because,  if  medical 
service  be  free  under  this  government  supervision, 
no  one  will  pay  for  what  he  can  get  freely. 

After  about  eighteen  months  the  effect  of  the 
insurance  act  in  England  was  that  there  were 
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on  the  panels  or  lists  of  physicians  working 
under  the  act  20,000  of  the  22,500  physicians 
in  general  practice  in  Great  Britain.  The 
government  had  distributed  among  them  $20,- 
500,000,  an  average  of  $1150.00  for  each 
physician.  It  is  claimed  that  the  insurance  act 
has  raised  the  level  of  the  remuneration  of  the 
profession  so  that  the  average  income  has  in- 
creased from  $750.00  to  $2000.00  a year.  It 
seems  to  be  the  general  opinion  that  individual 
physicians  may  have  suffered  and  received  less 
remuneration  under  this  act  than  they  formerly 
received  under  some  special  form  of  contract 
work — but  the  general  amount  of  moneys  paid 
to  the  profession  practicing  among  the  working 
classes  has  greatly  increased,  as  well  as  the 
average  income  of  all  physicians.  Conversely 
this  insurance  act  has  been  a good  thing  for  the 
community,  because  previously  there  had  been 
millions  of  people  who  had  no  medical  attendance 
at  all. 

The  act  has  shown  one  peculiarity,  in  that  it 
has  entirely  done  away  with  the  practising 
pharmacist,  so-called,  the  drug  clerk  who  prescribes 
for  customers,  for  the  working  men  can  obtain  a 
physician  and  drugs  now  for  their  insurance  which 
is  cheaper  than  to  buy  drugs  from  the  pharmacist 
on  his  recommendation.  It  is  asserted,  however, 
that  there  is  vastly  more  running  to  the  doctor 
for  minor  complaints  than  formerly,  and  many 
physicians  on  the  lists  are  so  overworked  by  the 
undue  number  of  patients  that  they  cannot  give 
proper  attention  to  those  who  deserve  it.  On  the 
figures  here  given  it  would  seem  that  $1.02  u 
the  average  for  each  visit  and  that  the  medical 
cost  to  the  insurance  fund  per  patient  per  year 
has  been  $1.87. 

Our  proposition  is  that  a per  capita  tax  be 
levied  on  every  individual  in  the  United  States, 
in  accordance  with  the  family  income,  similar 
to  the  railroad  assessment  of  insurance  accord- 
ing to  a man’s  salary.  It  would  cost  an  enormous 
sum  to  get  this  system,  working  but,  once  in 
working  order,  the  economic  saving  to  the  people 
can  hardly  be  estimated.  Our  running  expenses 
would  be  cut  in  unrecognizable  proportions,  be- 
cause the  manufacturer,  the  middleman  and  the 
retailer  would  not  come  in  for  their  huge  percent- 
age as  they  do  now.  The  people  would  not  spend 
their  millions  yearly  on  the  quack  and  the  patent 
medicine  man,  because  they  would  soon  learn 
the  real  value  of  the  medical  service  of  the 


United  States.  The  leading  patent  medicine 
men  could  not  collect  their  enormous  contri- 
butions as  they  do  now  from  the  innocent  public. 


CLINICAL  REPORT 

A CASE  OF  OBSTRUCTION  OF  THE  SUPERIOR 
VENA  CAVA  DUE  TO  ANEURYSM 
OF  ARCH  OF  AORTA. 

By  Richey  L.  Waugh,  M.  D. 

SEATTLE,  WASH. 

E.  K.,  German,  trunkmaker,  weight  200  pounds, 
age  37,  single.  Admitted  to  King  County  Hospital, 
Dec.  11,  1915,  complaining  of  shortness  of  breath, 
swollen  neck  and  arms,  and  cough.  Family  his- 
tory negative,  except  for  father  who  died  of  cancer 
of  the  stomach  at  the  age  of  66. 

Personal  History.  Well  as  a child  except  for 
illness,  at  which  time  he  had  “ribs  taken  out.” 
Gonorrhea  at  21;  chancre  at  22  years,  at  which 
time  he  took  internal  and  local  treatment  for  only 
two  weeks.  No  rheumatism,  scarlet  fever,  diph- 
theria or  typhoid  fever.  Seldom  had  sore  throat. 
Has  been  a periodic  drinker;  uses  tobacco  but  no 
snuff.  Had  been  drinking  heavily  for  the  week 
previous  to  present  illness. 

Present  illness  began  four  weeks  before  admis- 
sion, following  drunken  debauch,  at  which  time  he 
noticed  increase  in  collar  band  from  size  15 to 
IS  in  twenty-four  hours.  The  next  day  he  took 
“cold”  and  began  to  cough,  but  there  was  no 
sputum.  Shortness  of  breath  began  and  three  or 
four  days  later  this  was  very  great.  Puffiness  of 
hands  and  arms  gradually  increasing.  Has  been 
occasionally  nauseated  but  has  not  vomited.  At 
present  he  is  “feeling  much  better,”  except  for  a 
“choking  sensation  at  times”  and  difficulty  in 
sleeping,  i.  e.,  “he  keeps  awake  in  order  to  rest.” 

Physical  Examination.  Large  framed  and  well 
nourished  male.  Marked  edema  above  the  waist 
line,  especially  apparent  over  face  and . neck. 
Dyspnea  marked,  occasionally  stridulous.  Cough 
of  brazen  type.  Mucous  membranes,  nose  and  ears 
very  cyanotic.  Conjunctivae  very  edematous.  Sur- 
face of  thorax  reddened  and  boggy,  presenting 
many  dilated  venules  both  anteriorly  and  pos- 
teriorly. Below  central  margin  a zone  of  approxi- 
mately four  inches  in  width  presented  a pale 
lavender  color,  showing  a few  dilated  venules. 
Left  chest  showed  mark  of  old  rib  resection 
(Fig.  1). 

Pupils  slightly  unequal  but  react  to  light  and 
accommodation.  Tongue  clear;  pharynx  very  small 
and  narrow;  tonsils  irregularly  hypertrophied.  No 
tracheal  tug  present.  Anterior  chest  presented  a 
large  area  of  dullness  and  a palpable  thrill  and 
shock;  over  entire  sternal  area  a marked  systolic 
bruit;  a separate  systolic  blow  easily  heard  over 


July,  1916. 


OBSTRUCTION  OF  VENA  CAVA — WAUGH 


243 


apex  and  towards  the  base  of  heart.  Systolic  bruit 
heard  easily  over  entire  posterior  chest.  Anteriorly 
breath  sounds  prolonged  and  moist  rales  in  base 
of  right  lung.  Breath  sounds  softer  over  left  lung. 

Abdomen  not  distended,  but  soft.  Liver  palpable, 
but  smooth.  Spleen  not  palpable.  Extremities: 
upper  greatly  swollen  and  cyanotic,  fingers  and 
nails  especially  so;  radials  apparently  equal.  Low- 
er extremities;  no  edema;  old  varicosities  pres- 
ent; knee  jerks  absent;  Rhomberg  present. 

Mental  condition.  On  admission,  occasionally 
irrational;  orientation  not  the  best.  Day  following 
admission  rambling  speech;  short  periods  of  doz- 
ing sleep  with  contortions  of  arms  and  hands; 
muttering  to  self. 

The  diagnosis  of  obstruction  of  the  superior 
vena  cava  and  probable  aneurysm  was  made  on 
Dec.  11. 

Wassermann  positive  (-f + -f).  (Jan.  8,  1916). 


Fi<r.  1.  Xote  dilated  venules  on  chest. 

Urine,  amber,  acid,  specific  gravity  1.022,  trace 
of  albumen,  no  sugar;  sediment,  mucous,  epithelial 
cells,  few  urates  and  leucocytes,  and  occasional 
hyaline  casts. 

Blood  pressure:  systolic,  160;  diastolic,  80, 

Dec.  12. 

Fluoroscopic  and  x-ray  finding  showed  a large 
mediastinal  tumor  immediately  above  a large 
cardiac  outline.  The  fluoroscope  showed  the  tumor 
tc  be  pulsatile  in  character,  thus  confirming  the 
diagnosis  of  aneurysm  of  arch.  (Dec.  17). 

Patient  was  placed  on  potassium  iodide  and 
mercuric  succimide  hypodermic,  and  after  a few 
days  mental  condition  gradually  cleared.  Chief 
complaint  then  was  restlessness  and  inability  to 
rest  unless  awake.  Cyanosis  of  face  and  mucous 
membranes  increasing.  Has  not  complained  of 
pain.  Edema  of  arms  at  maximum;  skin  tense  and 


thinned;  finally  cracking  of  the  skin  and  oozing  of 
serum.  Coloration  of  thorax  lessened,  but  venules 
became  more  apparent.  Cyanosis  increased  and 
patient  gradually  became  unconscious,  expiring  on 
Jan.  10. 

Autopsy  Findings.  Skin  and  subcutaneous  tis- 
sues of  thorax  and  arms  greatly  thickened  and 
edematous;  heavy  dripping  of  serum  upon  section- 
ing, i.  e.,  “water-logged.”  Pleural  spaces  con- 
tained much  free  fluid.  Left  pleural  space  con- 
tracted (old  rib  resection).  Lung  practically  col- 
lapsed and  surrounded  by  complete  mass  of  ad- 
hesions; lung  itself  small  and  friable,  particles 
sticking  to  wall  upon  attempts  to  separate  it  from 
walls  of  cavity.  Right  lung  free  from  adhesions; 
in  section,  signs  of  congestion  present.  In  right 
lower  lobe  was  a nodule  or  mass  the  size  of  a 
pullet’s  egg,  which  upon  sectioning  was  found 
encapsulated  and  contained  a grey  colored  cheesy 
material  dry  and  friable. 

Heart  was  enlarged  but  not  dilated;  pericardial 
cavity  contained  a small  amount  of  clear  serum. 
Aortic  and  mitral  valves  were  slightly  sclerotic. 
Aneurysmal  sac  was  present  in  first  portion  of 
arch  in  adjunction  with  heart;  superior  vena  cava 


Fi?.  2.  .\nterior  aspect  of  heart,  showing  aneurysm  at  A. 
Fig.  3.  Posterior  aspect  of  heart.  A,  posterior  surface  of 
aneurysm.  B,  Superior  vena  cava  opened,  showing 
constriction  near  center. 

evidently  infringed  upon  and  walls  collapsed,  op- 
posite sides  almost  completely  adherent  (Figs. 
2 and  3). 

Small  amount  of  free  fluid  in  abdominal  cavity. 
Liver  enlarged  and  signs  of  congestion  present. 
Gall-bladder  elongated,  normal  color,  no  stones; 
many  adhesions  of  omentum  and  pancreas  to  and 
around  gall-bladder.  Pancreas  apparently  normal 
in  size  and  firmness.  Stomach,  duodenum,  and  in- 
testines apparently  negative.  Appendix  large,  very 
long,  firm  and  surrounded  by  many  adhesions. 
Kidneys  both  enlarged  and  signs  of  congestion 
present. 

Summary.  Aortic  aneurysm  of  first  portion  of 
arch,  infringing  upon  superior  vena  cava.  Atalec- 
tasis  of  left  lung;  pleural  adhesions.  Probable 
gumma  in  lower  Tight  lobe  of  lung.  Congestion  of 
liver  and  kidneys.  Chronic  appendicitis. 
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STATE  ASSOCIATION  MEETINGS. 
Washington  State  Medical  Association  at 
Seattle,  July  12-14. 

Oregon  State  Medical  Association. 
Portland,  September  14-15. 

Utah  State  Medical  Association  at  Salt 
Lake  City,  September  12-13. 

Idaho  State  Medical  Association  at 
Twin  Falls,  October  5-6. 


THIS  MONTH’S  MEETING  AT 
SEATTLE. 

A large  attendance  is  anticipated  at  the  meet- 
ing of  the  Washington  State  Medical  Association 
which  will  he  held  in  Seattle  next  week.  The  pro- 
gram as  published  last  month  will  be  presented  at 
that  time  with  few  if  any  changes.  The  officials 
of  the  Association  hope  for  a lively  Interest  in  the 
papers  presented  and  expect  free  discussion  on  all 
of  them.  The  Seattle  profession  extends  a cordial 
invitation  to  the  physicians  of  Washington  and  ad- 
jacent states,  to  whom  they  assure  three  days  of 
enjoyment  and  entertainment  which  they  trust  will 
be  appreciated  and  long  remembered.  The  fea- 
tures of  the  entertainment  are  planned  as  pub- 
lished in  our  last  issue  and  as  presented  in  the 
program  of  the  meeting  which  has  been  widely 
distributed.  We  wish  once  more  to  impress  visit- 
ing physicians  the  necessity  of  purchasing  one-way 
tickets  with  receipts  from  the  ticket  agent,  in 
order  that  the  one-third  return  fare  may  be  avail- 
able for  the  benefit  of  physicians  from  a distance. 
It  is  expected  this  will  be  one  of  the  memorable 
meetings  for  the  Washington  Association. 


A VICTORY  FOR  THE  AMERICAN  MED- 
ICAL ASSOCIATION. 

All  of  our  readers  are  more  or  less  familiar 
with  the  tremendous  fight  which  has  been  going 
on  so  many  weeks  against  the  A.  M.  A.,  conducted 
by  the  Chattanooga  Medicine  Company,  which 
prosecuted  the  association  for  its  exposures  and 
attacks  on  Wine  of  Cardui.  This  medicine  com- 


pany considered  itself  damaged  to  the  extent  of 
$100,000.  It  employed  the  most  strenuous  ef- 
forts under  the  guidance  of  most  skilful  attorneys 
in  the  attempt  to  prove  that  this  medicine  pos- 
sessed medicinal  qualities  capable  of  relieving 
women  of  a long  list  of  pelvic  ailments  and  vari- 
ous conditions  associated  with  pregnancy.  Doubt- 
less all  readers  of  the  Journal  of  the  A.  M.  A. 
have  paid  some  attention  to  the  mass  of  evidence 
which  it  has  published  which  was  introduced  on 
one  side  or  the  other,  all  of  which  indicated  the 
bitter  fight  and  defense  that  was  carried  on.  It 
is  evident  the  jury  was  convinced  that  the  medi- 
cine company  had  sustained  no  damage,  since  it 
gave  a verdict  of  one  cent  against  the  A.  M.  A. 
We  trust  the  result  of  this  suit  will  receive  wide 
publicity  among  the  general  public  as  well  as  the 
medical  profession,  in  order  that  the  fraudulent 
character  of  this  and  other  nostrums  may  again 
be  impressed  upon  the  public. 


HEALTH  INSURANCE  OF  THE 
FUTURE. 

Every  physician  should  familiarize  himself  with 
the  agitation  which  is  being  vigorously  conducted 
in  various  states  toward  the  establishment  of  the 
system  of  caring  for  the  sick,  which  is  designated 
as  health  insurance.  Already  bills  for  the  intro- 
duction of  this  system  have  been  introduced  in 
the  Legislatures  of  Massachusetts,  New  Jersey 
and  New  York,  while  commissions  for  the  estab- 
lishment of  such  insurance  have  been  appointed  in 
Massachusetts  and  California.  Recognizing  the 
social  value  of  health  insurance  and  the  necessity 
of  a harmonious  adjustment  of  the  new  con- 
templated relations  between  physicians  and  lay- 
men, the  American  Medical  Association  has  or- 
ganized a Committee  of  Social  Insurance,  of  which 
Dr.  Alexander  Lambert,  of  New  York,  is  Chair- 
man, and  Dr.  I.  M.  Rubinow,  of  Chicago,  is 
Executive  Secretary.  The  purpose  of  this  com- 
mittee is  to  familiarize  the  profession  with  the 
progress  of  the  movement  in  the  different  states. 
The  desirability  of  such  information  is  obvious 
to  any  one  who  contemplates  the  far-reaching 
changes  which  may  be  experienced  by  the  medical 
profession  by  the  establishment  of  this  contem- 
plated health  insurance. 

This  method  of  protecting  the  health  of  the 
mass  of  the  community  can  be  appreciated  to  a 
large  extent  by  the  citizens  of  those  states  which 
have  already  established  industrial  insurance.  This 
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new  plan  of  health  insurance  will  extend  this 
method  of  protection  to  all  manual  workers  or 
other  employees  earning  less  than  $100  per  month. 
For  the  insurance  worker  it  provides  medical  care 
and  obstetrical  aid  at  the  wife’s  confinement.  The 
funds  for  paying  for  services  of  physicians,  drugs 
and  other  necessities  will  be  obtained  from  three 
sources.  A certain  proportion  will  be  derived  from 
the  employee,  a second  from  the  employer,  and  a 
third  from  the  state.  As  a consequence,  every 
member  of  the  community  will  be  entitled  to  ade- 
quate medical  services,  and  the  physician  will  be 
sure  of  compensation  for  his  attentions.  While 
the  fee  may  seem  small  to  the  average  attendant, 
there  will  be  no  uncertainty  as  to  its  collection. 
This  plan  is  in  a general  way  modeled  after  the 
system  which  has  been  in  effect  in  England  for  a 
number  of  years.  At  first  its  enforcement  met 
with  general  hostility  on  the  part  of  the  medical 
profession,  but  after  its  successful  administration 
was  demonstrated  the  physicians  accepted  the  plan 
and  it  is  reported  to  be  satisfactory  to  all  con- 
cerned in  its  practical  application.  The  spirit  of 
the  times  seems  to  favor  the  establishment  of  many 
new  forms  of  social  relations,  among  which  this 
health  insurance  will  surely  meet  with  universal 
popular  favor,  after  it  has  been  duly  discussed  in 
different  parts  of  the  country.  We  recommend 
to  our  readers  a careful  consideration  of  this 
matter,  so  that  they  may  be  prepared  to  deal  with 
it  in  an  intelligent  manner  when  brought  before 
them.  

JOIN  YOUR  MEDICAL  SOCIETY. 

It  is  not  easy  for  those  active  in  the  work  of 
medical  societies  to  understand  the  attitude  of 
those  who  persistently  decline  to  join  them.  Med- 
ical societies  are  almost  the  only  bumpers  between 
physicians  and  medical  sectarians  who  are  always 
active,  in  season  and  out,  in  promulgating  their 
theories  and  practices.  Physicians  who  take  no 
part  in  the  work  of  the  medical  societies  reap 
constant  benefit  from  the  labor  of  those  who  are 
active,  and  thus  may  literally  be  considered  para- 
sites upon  the  organized  medical  body.  On  the 
other  hand,  some  of  those  who  belong  to  the  so- 
cieties do  not  appreciate  the  value  of  team  work, 
and  are  not  always  willing  to  participate  actively 
or  even  to  pay  adequately  for  the  benefits  of  mem- 
bership. Yet  the  active  workers  are  ever  on  the 
alert  for  the  benefit  of  all  doctors  and  of  medicine 
as  a science. 


Doctors  are  often  charged  with  belonging  to  a 
trust.  Perhaps  no  large  vocational  group  less  de- 
serves this  charge.  Few  large  cities  can  claim 
society  membership  of  more  than  one-half  the 
total  number  of  registered  physicians,  while  within 
the  societies  there  are  so  many  men,  with 'so  many 
opinions,  discussion  is  so  general,  and  the  right 
of  free  speech  is  so  universally  practised,  that  in 
the  end  almost  any  proposition  savoring  of  the 
nature  of  a trust  or  trades  unionism  automatically 
defeats  itself.  Medicine  continues  to  be  on  trial. 
Perhaps  never  in  its  history  has  it  been  more  beset 
and  subjected  to  tribulations.  Physicians  must 
participate  in  its  activities  not  only  as  individuals 
but  through  its  organizations,  otherwise  the  in- 
creasing host  of  those  contending  against  it  as  a 
science  will  still  further  limit  its  usefulness. 

The  moral  of  the  above  is,  “join  your  local  so- 
ciety.” To  suggest  such  a moral  reminds  one  of 
the  preacher  who  scolds  his  congregation  because 
attendance  is  limited.  The  only  ones  who  hear 
this  tirade  are  those  actually  in  attendance,  who 
feel  they  are  being  unjustly  scolded.  Those  whom 
he  desires  to  reach  are  not  present  to  hear.  In 
this  case,  those  who  read  this  article  are  almost 
certain  to  be  members  of  one  or  another  of  the 
local  societies.  Therefore,  the  moral  might  well 
be  modified  to  “join  }^our  local  society  or,  if  you 
already  belong,  participate.”  Increase  your  own 
activities ; encourage  the  officials ; and  do  not  for- 
get that  a word  spoken  at  the  right  moment  may 
bring  one  of  your  friends  into  the  fold.  That 
cheery  word  should  always  be  ready. 


THE  UNIVERSITY  OF  WASHINGTON 
MEDICAL  LECTURESHIP. 

A course  of  medical  lectures  will  be  inaugurated 
for  the  benefit  of  the  medical  profession  of  the 
Northwest  with  a five  days  course  of  lectures  and 
clinics  in  Seattle,  during  the  mornings  of  five 
days  from  June  6 to  11.  The  lecturer  will  be 
Dr.  Chas.  L.  Mix,  Professor  of  Physical  Diag- 
nosis in  Northwestern  University  Medical  School, 
on  the  subject  of  “Diagnosis  and  Internal  Medi- 
cine”. Dr.  Mix  is  a teacher  of  wide  experience 
and  a clinician  of  national  fame.  This  course  of 
lectures  will  precede  the  meeting  of  the  State 
Medical  Association,  which  begins  in  Seattle  July 
12.  This  is  the  beginning  of  a series  of  post- 
graduate medical  courses  to  be  given  each  year 
through  the  Extension  Division  of  the  University 
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of  Washington.  It  is  expected  this  movement 
will  prove  of  great  profit  to  the  profession  of  the 
Northwest  and  should  command  its  united  sup- 
port.   

THE  HONEST  JOURNAL 
CIRCULATION. 

According  to  the  American  Medical  Directory 
there  are  257  medical  journals  and  bulletins  pub- 
lished in  the  United  States  and  Canada.  Last 
fall  an  inquiry  was  made  from  each  of  these,  ask- 
ing if  they  conformed  to  the  standards  of  the 
Council  on  Pharmacy  and  Chemistry  regarding 
the  publication  of  ethical  advertisements.  Of  the 
whole  number,  133  replied  in  the  affirmative. 
They  were  also  requested  to  return  sworn  state- 
ments of  circulation.  Only  53  complied  with  this 
request.  Of  this  number  38  were  medical 
journals,  of  which  this  journal  is  one.  In  other 
words,  only  this  small  number  was  willing  to  make 
a public  statement  concerning  their  circulations 
and  154  medical  journals  which  accept  advertise- 
ments would  not  agree  to  present  sworn  state- 
ments. The  only  reasonable  explanation  for  such 
a refusal  is  that  they  do  not  have  the  circulation 
which  they  wish  the  public  to  credit  them  with. 
Since  advertisements  are  obtained  largely  as  a 
result  of  actual  circulation,  there  is  an  evident 
desire  among  many  journals  to  pad  their  reputed 
circulation  above  the  reality,  by  means  of  which 
it  is  possible  to  secure  proportionately  higher  rates 
from  advertisers.  Since  it  is  true  that  honesty 
is  the  best  policy  with  medical  journals,  as  well 
as  in  other  forms  of  business,  in  the  long  run 
truthful  statements  in  the  matter  of  circulation 
will  be  of  financial  benefit  to  any  publication.  Ad- 
vertisers wish  to  know  the  facts  as  to  circulation 
of  journals  with  which  they  deal. 


A FRAUDULENT  SOLICITOR. 

Word  has  been  received  by  us  that  a young  man 
is  fraudulently  soliciting  orders  and  collecting 
subscriptions  for  medical  books  and  journals  pub- 
lished by  various  firms.  He  has  appeared  in  vari- 
ous cities  of  the  country,  representing  himself  as 
a student  w^orking  his  way  through  college.  He 
goes  under  various  names  and  gives  a receipt  bear- 
ing the  heading  of  different  societies  and  associa- 
tions of  an  educational  character.  These  societies 
do  not  exist  and  the  wTole  scheme  is  a fraud.  One 
should  be  on  his  guard  w'hen  approached  by  such 
a man. 


MEDICAL  NOTES 


OREGON. 

Alumni  Association  Changes  Name.  The  Alumni 
Association  of  the  Medical  Department  of  the  Uni- 
versity of  Oregon  held  its  annual  banquet  at  the 
Benson  Hotel,  Portland,  June  7,  with  the  gradu- 
ating class,  university  regents  and  faculty.  It  was 
voted  to  change  the  name  of  the  organization  to 
Medical  School,  University  of  Oregon.  The  follow- 
ing officers  were  elected  for  the  ensuing  year: 
Dr.  D.  H.  Rand,  president;  Drs.  B.  R.  Brooks, 
L.  Buck,  Kitt  P.  Gray,  of  Portland,  and  W.  M.  Mc- 
Kinney, of  Seattle,  vice-presidents;  A.  G.  Bettman, 
secretary,  and  Katherine  C.  Manion,  treasurer. 

Medical  School  Commencement.  The  twenty- 
eighth  annual  commencement  of  the  University  of 
Oregon  Medical  School  was  held  in  Portland, 
June  8.  The  following  sixteen  graduated:  Walter 

W.  Black,  B.  C.;  Horace  P.  Belknap,  Frank  E.  But- 
ler, Charles  W.  Carter,  Harry  I.  Harding,  Toruyi 
Hirata,  Floyd  B.  Lawton;  Claude  A.  Lewis,  B.  S.; 
Charles  R.  McColl,  William  C.  Munly,  Ray  E.  Pome- 
roy, Robert  A.  Sherwood,  Wilbur  H.  Thompson, 
Joseph  A.  Trommald,  Henry  Ulvin  and  Roy  M. 
Waltz. 

Tuberculosis  Institutions  in  the  City.  According 
to  a decision  of  the  Portland  City  Council,  hos- 
pitals or  sanatoria  for  care  of  tuberculous  patients 
will  hereafter  be  permitted  within  the  city  limits, 
which  has  heretofore  been  prevented  by  public 
opposition.  Hereafter  protests  against  a petition 
for  such  a hospital  will  be  received  and  the  matter 
decided  on  its  merits. 

Head  Physician  for  Fraternal  Order.  Dr.  J.  C. 
Twitchell,  of  Portland,  has  been  appointed  Head 
Camp  Physician  of  the  Pacific  Jurisdiction  of  the 
Woodmen  of  the  World.  This  necessitates  the 
doctor’s  location  in  Denver,  Colorado.  He  has 
practised  in  Portland  during  the  past  twelve  years. 

Physicians  for  Mexican  Border.  Dr.  Edwin  Noyes 
and  H.  C.  Moore,  formerly  university  students  of 
Portland,  left  last  week  for  service  on  the  Mexi- 
can border. 


WASHINGTON. 

Hospital  Changes  Hands.  The  Wenatchee  Gen- 
eral Hospital,  which  has  existed  for  a number  of 
years,  has  been  taken  over  by  the  Catholic  sisters, 
who  will  operate  it  under  the  name  of  St.  Joseph’s 
Hospital.  For  the  present  it  will  be  conducted 
under  a lease,  but  the  sisters  expect  soon  to  build 
a fine  large  hospital. 

Hospital  Enlarged.  The  Swedish  Hospital,  of 
Seattle,  has  let  the  contract  for  a new  wing  to  cost 
$65,000,  which  will  double  its  capacity.  It  will  be 
of  brick  and  concrete  construction  and  up  to  date 
in  every  respect. 
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Conviction  Affirmed.  Dr.  J.  W.  Hewetson,  of 
Seattle,  appealed  to  the  superior  court  from  a 
police  court  fine  of  $100  for  violation  of  the  pro- 
hibition act.  The  superior  judge  not  only  con- 
firmed the  fine  but  added  a thirty-day  jail  sen- 
tence, stating  he  questioned  the  doctor’s  ability  to 
prescribe  for  164  patients  in  a single  day  and 
diagnose  them  properly  at  the  rate  of  22  patients 
an  hour,  of  an  ordinary  working  day  of  eight  hours. 

Not  Guilty  of  Moral  Turpitude.  Attorney-General 
Tanner  has  ruled  that  physicians  convicted  of  vio- 
lation of  the  dry  law  may  not  have  their  licenses 
revoked  by  the  State  Board  of  Medical  Examiners. 
This  act  does  not  constitute  unprofessional  con- 
duct, since  this  act  is  not  an  offense  involving 
moral  turpitude  within  the  statute. 

Nurses’  Association.  The  Washington  State 
Nurses’  Association  held  its  annual  meeting  at 
Bellingham  last  month.  Miss  Katherine  Major,  of 
Seattle,  was  elected  president;  Miss  Margaret  New- 
comb, of  Walla  Walla,  vice-president;  Miss  Bella 
Frasier,  of  Seattle,  secretary;  and  Mrs.  E.  B.  Com- 
mings,  of  Tacoma,  treasurer. 

Lincoln  County  Medical  Society.  This  society 
held  its  annual  session  at  Harrington,  May  31. 
The  following  officers  were  elected  for  the  en- 
suing year:  President,  J’.  C.  Brugman,  of  Edwall; 

vice-president.  Dr.  Corpenning,  of  Harrington;  sec- 
retary, D.  M.  Strang,  of  Sprague;  delegate  to  State 
Medical  Association,  Dr.  Bittner,  of  Sprague;  alter- 
nate, Dr.  Langley,  of  Harrington. 

Died  in  English  Prison.  Dr.  Walter  Gelhorn,  re- 
cently of  Seattle,  suicided  in  an  English  detention 
camp  last  month.  Last  fall  he  left  for  Germany  to 
join  the  Red  Cross  service  but  was  taken  from  his 
ship  by  the  English  and  has  since  been  detained 
with  other  German  prisoners. 

County  Health  Officer.  Dr.  F.  B.  West,  of  Mount 
Vernon,  has  been  appointed  health  officer  for 
Skagit  County,  by  the  State  Board  of  Health.  This 
office  has  been  vacant  for  a number  of  years,  no 
action  having  been  taken  by  the  county  authorities 
to  fill  it.  The  State  Board  of  Health  rose  to  the 
occasion  and  supplied  the  need. 

Dr.  F.  E.  Culp  has  returned  to  his  home  in  We- 
natchee, after  a long  illness  following  an  operation 
in  Seattle  for  appendicitis. 

New  Hospital  to  Be  Erected.  A new  hospital 
with  modern  equipment  will  soon  be  completed  at 
Leavenworth.  It  is  being  erected  by  Dr.  A.  R. 
McKeown. 

Moves  to  California.  Dr.  Henry  Power,  who  has 
practised  for  twelve  years  in  Spokane,  has  moved 
to  California,  where  he  will  take  up  the  practice 
of  medicine. 


REPORTS  OF  SOCIETY  MEETINGS 

OREGON. 

ALUMNI  ASSOCIATION,  MEDICAL  DEPART- 
MENT, UNIVERSITY  OF  OREGON. 

The  fourth  annual  meeting  of  this  association 
was  held  at  the  Benson  Hotel,  Portland,  June  6-8. 


The  following  program  of  clinics  and  papers  was 
presented: 

Clinics. 

St.  Vincent’s  Hospital, 

June  6,  8:30  to  12:30. 

1.  O.  S.  Binswanger,  Medical  Clinic. 

2.  J.  B.  Bilderback,  Pediatric  Clinic. 

3.  K.  A.  J.  Mackenzie,  Surgical  Clinic. 

Good  Samaritan  Hospital 
June  7,  8:30  to  12:30. 

1.  W.  M.  McKinney,  Bloodless  Tonsilectomy 
Clinic. 

2.  A.  E.  Mackay,  Surgical  Clinic. 

3.  Otis  F.  Akin,  Orthopedic  Clinic. 

St.  Vincent’s  Hospital, 

June  8,  8:30  to  12:30. 

1.  Frank  M.  Taylor,  Medical  Clinic. 

2.  Jas.  F.  Bell,  Medical  Clinic. 

3.  Geo.  S.  Whiteside,  Genito  Urinary  Clinic. 

4.  Ernest  A.  Sommer,  Surgical  Clinic. 

Papers. 

June  6,  1:30  to  5:30. 

1.  Banner  Brooke,  A Consideration  of  Diabetes. 

2.  Leo  Ricen,  The  Treatment  of  Diabetes. 

3.  Jas.  H.  Bristow,  Wryneck. 

4.  W.  M.  McKinney,  Bloodless  Tonsilectomy. 

5.  Ernest  F.  Tucker,  Birth  Control. 

6.  S.  M.  Gellert,  The  Use  of  Salvarsan — Mercury 
in  Syphilis. 

8:00  p.  m. 

1.  Osian  J.  West,  A Critical  Resume  of  the  Was- 
serman  Test  and  Its  Findings,  With  Drawings. 

2.  J.  Earl  Else,  Ileus. 

J’une  7,  1:30  to  5:30. 

1.  J.  P.  Tamiesie,  Various  Diagnostic  Data  Illus- 
trated by  Radiographs,  Including  Diagnosis  of 
Tuberculosis  Under  40th  Day. 

2.  Ralph  C.  and  Ray  W.  Matson,  Observations  on 
100  Cases  of  Artificial  Pneumothorax  With  Lan- 
tern Slides. 

3.  E.  A.  Pierce,  Relation  of  Pleurisy  to  Tubercu- 
losis; a Study  of  3000  Cases  With  Lantern 
Slides. 

4.  Thos.  W.  Ross,  Stricture  of  the  Urethra. 

5.  John  B.  Roth,  The  Nasal  Septum. 

June  8,  1:30  to  5:30. 

1.  Richard  B.  Dillehunt,  Medical  Education. 

2.  Wm.  House,  Differential  Diagnosis  of  the  Men- 
ingitides. 

3.  H.  M.  Hendershott,  Focal  Infections. 

4.  Geo.  F.  Koehler,  A Clinical  Study  of  Cancer  of 
the  Stomach  With  Lantern  Slides. 

5.  David  N.  Roberg,  The  Registration  of  Births 
and  Deaths. 


WASHINGTON. 

PIERCE  COUNTY  MEDICAL  SOCIETY. 
Pres.,  E.  G.  Rich,  M.  D.;  Sec.,  E.  C.  Wheeler,  M.  D. 

A regular  meeting  of  Pierce  County  Medical  So- 
ciety was  held  at  the  Western  State  Hospital,  at 
Fort  Steilacoom,  Wash.,  June  7,  1916.  After  an 
informal  reception  by  Dr.  and  Mrs.  Kellar,  about 
fifty  members  of  the  society  assembled  in  the 
amusement  room  on  the  third  floor  of  the  main 
building.  President  Rich  called  the  meeting  to 
order  and  minutes  were  read  and  approved. 

The  application  of  E.  A.  Layton  was  read  and 
referred.  J.  L.  Courtwright,  of  Tacoma,  and  C.  W. 
Hall,  of  McKenna,  were  elected  to  membership. 
The  president  turned  the  meeting  over  to  Dr.  W.  N. 
Kellar  and  announced  that  the  other  summer  meet- 
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ings  would  be  in  the  hands  of  the  special  commit- 
tees. Dr.  Kellar  stated  that  the  attitude  of  the 
state  toward  the  insane  had  been  largely  that  of 
custodian  and  spoke  of  the  need  of  more  facilities 
to  treat  them  as  sick  people  rather  than  criminals, 
the  need  of  new  receiving  and  psychopathic  hos- 
pitals. He  exhibited  three  interesting  cases  of  in- 
sanity due  to  hyperthyroidism. 

Paranoia.  By  Dr.  Wills.  He  exhibited  two  in- 
teresting cases.  The  first  addressed  the  society 
on  the  subject  of  expert  medical  testimony  and 
proved  to  his  entire  satisfaction  that  the  medical 
profession  belonged  inside  the  state  institution. 
The  second  read  from  a carefully  prepared  manu- 
script covering  twenty-two  pages  the  story  of  her 
wrongs. 

Dementia  Precox..  By  Dr.  Stuart.  He  described 
the  symptoms  and  showed  a number  of  cases  illus- 
trating the  three  forms  which  he  described. 

Manic  Depressive  Insanity.  By  Dr.  Gulick.  He 
showed  a number  of  most  interesting  cases  illus- 
trating different  stages  of  this  condition. 

Dr.  Kellar  introduced  Mr.  Skaggs,  of  Everett,  a 
member  of  the  board  of  control,  who  made  a short 
talk  upon  conditions  in  the  state  institutions. 


BOOK  REVIEWS 

Edited  by  Kenelm  Winslow,  M.  D. 

Text-Book  of  Fractures  and  Dislocations,  With 
Special  Reference  to  Their  Pathology  Diagnosis 
and  Treatment.  By  Kellogg  Speed,  S.  B.,  M.  D., 
F.  A.  C.  S.,  Associate  in  Surgery,  Northwestern 
University  Medical  School,  etc.  Octavo,  888 
pages,  with  656  engravings.  Cloth,  ?6.00,  net. 
Lea  & Febiger,  Publishers,  Philadelphia  and  New 
York,  1916. 

The  continued  effort  for  better  results  in  frac- 
tures since  the  advent  of  the  x-ray  has  resulted  in 
the  production  this  season  of  a remarkable  num- 
ber of  excellent  books  dealing  with  this  branch 
of  surgery.  The  latest  by  Speed,  while  perhaps 
lacking  some  of  the  features  so  helpful  to  the 
student  in  aiding  him  to  visualize  his  problems, 
yet  carries  a real  message  to  the  man  in  active 
practice,  be  he  engaged  in  general  practice  or 
specializing  in  surgery.  To  the  general  discussion 
of  fractures  he  devotes  158  pages,  emphasizing  the 
need  of  a proper  appreciation  of  the  fundamental 
facts  of  etiology,  pathology,  diagnosis  and  treat- 
ment. Particularly  valuable  is  the  chapter  on 
“Operative  Treatment  of  Open  and  Closed  Frac- 
tures,” to  which  he  devotes  35  carefully-weighed 
pages,  constituting  the  most  comprehensive  and 
best  discussion  the  reviewer  has  seen  in  any  of  the 
literature.  To  the  general  discussion  of  disloca- 
tions he  devotes  25  pages  of  solid  reading  matter. 
Most  noteworthy  are  the  chapters  on  fracture  and 
dislocation  of  the  spine,  carpus  and  tarsus.  For 
these  the  heterogeneous  mass  of  literature  pro- 
duced in  recent  years  has  been  culled  for  informa- 
tion which  is  discussed  sanely  and  judiciously.  The 


book  is  well  illustrated,  particular  attention  being 
paid  to  pathology.  It  is  a valuable  addition  to  the 
existing  literature.  Sturgis.  , 


Obstetrics.  A Practical  Text  Book  for  Students 
and  Practitioners.  By  Edwin  Bradford  Cragin, 
A.  B.,  A.  M.,  (Hon.)  M.  D.,  F.  R.  C.  S.;  Professor 
of  Obstetrics  and  Gynecology,  College  of  Physi- 
cians and  Surgeons,  Columbia  University,  New 
York,  etc.  Assisted  by  George  H.  Ryder,  A.  B., 
M.  D.,  Instructor  in  Gynecology,  College  of 
Physicians  and  Surgeons,  Columbia  University, 
New  York,  etc.  Octavo,  858  pages,  with  499  en- 
gravings and  13  plates;  cloth,  $6.00  net.  Lea  & 
Febiger. 

In  this  volume  the  author  has  covered  the  entire 
subject  of  obstetrics  concisely,  and  has  eliminated 
unnecessary  discussion.  He  has  placed  before  the 
profession  his  experience  and  results  in  a series  of 
over  35,000  consecutive  deliveries  which  include  223 
cases  of  placenta  previa,  212  cases  of  accidental 
hemorrhage,  2118  cases  of  postpartum  hemorrhage 
where  the  loss  of  blood  amounted  to  16  ounces  or 
more  by  weight,  150  cases  of  Cesarean  section,  251 
cases  of  eclampsia,  etc.  The  volume  is  divided 
into  ’twenty-nine  chapters,  some  of  which  deserve 
special  comment.  That  on  the  management  of  nor- 
mal pregnancy  is  of  great  value  in  that  it  covers 
concisely,  yet  fully,  the  importance  of  proper  ad- 
vice for  the  pregnant  woman.  The  chapter  on  the 
management  of  normal  labor  is  divided  into  the 
management  of  the  first,  second  and  third  stages, 
and  is  full  of  practical  suggestions.  That  on  the 
puerperium  and  its  management  is  one  of  the  best 
and  most  important  chapters,  and  the  young  prac- 
titioner or  obstetric  nurse  could  find  no  better 
guide  than  in  this  chapter.  The  part  on  nursing 
and  of  the  use  of  artificial  food  when  absolutely 
necessary  is  of  the  greatest  value.  The  reviewer 
has  known  for  a long  time  that  this  book  was  in 
process  of  preparation  and  it  is  with  great  pleasure 
that  he  is  able  to  say  that  it  far  exceeds  his  great- 
est expectations.  Chessman. 


The  Art  of  Anaesthesia.  By  Paluel  J.  Flagg,  M.  D. 
Lecturer  in  Anaesthesia,  Fordham  University 
Medical  School,  etc.  Cloth,  341  Pp.  136  Illus- 
trations, $3.50.  J.  B.  Lippincott  Co.,  Philadelphia 
and  London,  1916. 

This  work  ranks  far  above  the  usual  treatise  on 
anaesthesia.  Its  author  has  had  a wide  experience 
and  to  this  is  added  a logical  mind  and  a sound 
judgment.  After  a short  but  comprehensive  his- 
tory of  anaesthesia,  a resume  of  the  whole  field 
is  made  by  classifying  it  under  general,  local  and 
mixed  anaesthesia.  General  anaesthesia  is  taken 
up  in  detail  under  the  headings,  induction,  mainte- 
nance and  recovery.  The  signs  of  anaesthesia  are 
discussed,  the  various  methods — oral,  intrapharyn- 
geal,  intratracheal  insufflation,  rectal,  and  in- 
travenous— of  giving  ether  being  described.  Ethyl 
chloride,  chloroform,  nitrous  oxide,  nitrous  oxide 
and  oxygen  and  nitrous  oxide-oxygen-ether  are 
discussed,  grouping  the  remarks  in  each  case  under 
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the  stages  of  anaesthesia.  Finally,  in  accordance 
with  the  main  classification,  local  and  mixed  or 
spinal  anaesthesia  are  developed.  The  much-dis- 
puted subject  of  preliminary  medication  is  given  a 
chapter  by  itself.  This  is  succeeded  by  an  equally 
noteworthy  chapter  on  carbon  dioxide  and  re- 
breathing. The  work  should  be  read  by  every 
anaesthetist  and  by  every  surgeon.  As  the  author 
says,  “To  give  an  anaesthetic  is  one  thing;  to 
practice  the  art  of  anaesthetic  is  another.”  This 
book  will  help  to  advance  the  art.  Maxson. 


The  Mortality  From  Cancer  Throughout  the  World. 
By  Frederick  L.  Hoffman,  LL.D.,  F.  S.  S.,  F.  A. 
S.  A.  Statistician,  Prudential  Insurance  Co.  of 
America,  etc.  Cloth,  826  Pp.  The  Prudential 
Press,  Newark,  New  Jersey,  1915. 

This  volume  is  very  generously  presented 
gratuitously  to  members  of  the  medical  profession 
and  is  the  most  extensive  report  ever  made  on  the 
statistics  of  cancer  throughout  the  world  by  one 
who  is  generally  considered  to  be  one  of  the  great- 
est living  medical  statisticians.  The  author  brings 
out  the  facts  that  80,000  persons  die  of  cancer  an- 
nually in  this  country  and  that  the  rate  of  mortal- 
ity from  cancer  is  increasing  2.5  per  cent,  per 
annum.  In  America  one  in  9 men  and  approxi- 
mately one  in  6 women  over  45  die  of  cancer;  in 
England  1 in  9.7  men  and  1 in  7.4  women  over  the 
age  of  35  die  of  cancer.  Cancer  is  rare  among  the 
North  American  Indians  and  Esquimaux  and  was 
sc  originally  among  the  negroes  but  is  increasing 
with  their  civilization.  The  matter  of  the  cancer 
being  favored  by  a meat  diet  w^hich  has  been  so 
emphasized  by  Bulkley  is  contradicted  by  the  case 
of  the  Indians.  Civilization  appears  to  favor  can- 
cer and  overeating  is  apparently  a factor.  Latitude 
has  a tremendous  bearing  on  the  incidence  of  can- 
cer. Thus  it  is  more  than  twice  as  prevalent  be- 
tw'een  40°  and  50°  N.  and  S.  as  between  10°  N.  and 
S of  the  equator,  but  other  factors  enter  into  this 
question  and  Caracas  at  10°  N.  has  one  of  the  high- 
est cancer  mortalities.  The  book  will  prove  of 
great  interest  and  value  to  every  physician. 

Winslow. 


The  Principles  and  Practice  of  Perimetry.  By 
Luther  C.  Peter,  A.  M.,  M.  D.,  F.  A.  C.  S.  Associ- 
ate Professor  of  Ophthalmology,  Philadelphia 
Polyclinic  and  College  for  Graduates  in  Medicine, 
etc.  232  pages,  with  119  illustrations;  cloth,  $2.50 
net.  Lea  & Febiger,  Philadelphia  and  New 
York. 

This  is  said  to  be  the  first  attempt  to  embody 
the  subject  of  perimetry  alone  in  a single  volume, 
at  least  in  the  English  language  and,  although  the 
author  does  not  claim  it  to  be  exhaustive,  it  is 
certainly  very  complete  and  will  prove  most  help- 
ful to  the  student  interested  in  this  branch.  The 
subject  matter  includes  the  anatomy  and  physi- 
ology of  the  visual  tract,  descriptions  of  practically 
all  the  instruments  and  appliances  in  use,  with  the 
methods  of  charting,  and  general  and  special 


pathology  of  the  visual  fields  with  particular  ref- 
erence to  diagnosis.  The  practical  value  of 
perimetry  is  shown  in  its  application  of  differential 
diagnosis,  also  in  locating  non-magnetic  foreign 
bodies  in  the  eyeball.  A case  is  cited  in  which  a 
cysticercus  was  extracted  from  the  vitreous  after 
having  been  located  by  the  defect  in  the  visual 
field.  The  book  will  be  appreciated  particularly 
by  ophthalmologists  and  neurologists.  Seelye. 


Elementary  Bacteriology  and  Protozoology.  For  the 
Use  of  Nurses.  By  Herbert  Fox,  M.  D.,  Director 
of  the  William  Pepper  Laboratory  of  Clinical 
Medicine  in  the  University  of  Pennsylvania.  Sec- 
ond edition,  revised  and  enlarged.  12mo,  251 
pages,  with  68  engravings  and  5 colored  plates; 
cloth,  $1.75  net.  Lea  & Febiger,  Philadelphia 
and  New  York,  1916. 

The  object  of  this  work  has  been  to  give  the 
nurse  and  the  beginner  an  idea  as  to  the  nature 
of  microorganisms  and  their  relation  to  the 
w'orld’s  economy,  especially  in  disease.  For  this 
reason  much  technical  material  has  been  omitted. 
Emphasis  has  been  laid  upon  how  bacteria  pass 
from  individual  to  individual,  how  they  enter  the 
body  and  act  when  once  within  and  their  manner 
of  exit.  Such  general  information  concerning  the 
manner  of  the  disease  process  .has  been  included 
a.s  seemed  necessary  to  clarify  the  nature  of  the 
microbe  action.  The  illustrations  and  text  are  un- 
usually good.  . West. 


The  Medical  Clinics  of  Chicago.  Vol.  I,  No.  5, 
(March,  1916).  Octavo  of  220  pages,  67  illustra- 
tions. Philadelphia  and  London:  W.  B.  Saunders 
Company,  1916.  Published  bi-monthly.  Price  per 
year:  Paper,  $8.00;  cloth,  $12.00. 

This  number  begins  with  a lecture  of  unusual 
interest  by  Case  on  Roentgenologic  Aspects  of  In- 
testinal Stasis.  The  recent  work  of  Keith  and 
Flach  indicates  that  the  intestine — like  the  heart — 
is  presided  over  by  nodal  bundles.  These  act  as 
pacemakers  for  four  rhythmic  zones — a duodenal, 
a jejunoiliac,  and  a proximal  and  distal  colic.  To 
begin  w’ith  the  nodal  tissue  about  the  cardia  acts 
as  a pacemaker  for  the  stomach  and  the  gastric 
rhythm  arises  here  and  extends  to  the  pylorus, 
where  the  gastric  zone  ends,  owing  to  an  inhibitory 
action  of  the  pylorus.  Just  as  interference  with 
the  passage  of  impulses  through  the  bundle  of  His 
leads  to  heart  block,  so  we  may  have  disturbance 
of  the  nodal  bundles  controlling  the  rhythmic 
action  of  the  bowels  and  block  or  stasis,  more  often 
at  a point  where  one  rhythmic  zone  ends  and  an- 
other begins.  He  affirms  that  constipation  (not 
due  to  growth)  is  situated  below  the  crest  of  the 
left  ilium  and  is  due  to  spasticity.  The  stasis  be- 
gins in  the  pelvic  colon  and  results  in  colitis,  peri- 
colic subinfection,  adhesions  and  spasticity.  Later 
antiperistalsis,  stasis  in  the  right  colon,  and  chronic 
appendical  changes  with  incompetence  of  the 
ileocecal  valve  occur,  when  stasis  extends  to  the 
ileum  and  general  symptoms  arise. 
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ADDRESS 

SOME  NEEDS  OF  THE  PROFESSION  * 
By  J.  R.  Broaa'n,  M.  D., 

TACOMA^  AVASH. 

The  object  of  our  organization  is  tAA’O-fold. 
The  primary  object  of  the  association  of  beings  of 
like  interest  is  mutual  protection,  the  second  being 
the  converse  of  the  first,  namely,  to  increase  the 
capacity  for  service.  If,  therefore,  our  associa- 
tion fails  to  bring  about  a fraternal  feeling  of  trust 
and  strength  in  ourselves,  then  it  is  a failure.  If 
it  fails  to  aid  us  in  attaining  greater  usefulness  in 
our  chosen  station  of  life,  likewise  is  it  a failure. 

I feel  that,  as  AA'e  assemble  here  for  the  twentA'- 
seventh  annual  meeting  of  the  Washington  State 
Medical  Association,  Ave  stand  on  the  threshold 
of  greater  things,  greater  achievements  than  even 
the  most  optimistic  of  us  have  dared  to  hope  for, 
and  the  progress  Avill  have  to  be  made  along  the 
line  of  genuine  increase  of  capacity  for  service. 

During  the  past  year  Ave  have  had  ample  oppor- 
tunity to  observe  the  effectiveness  of  our  organiza- 
tion for  mutual  defense — the  one  real  tangible, 
practical  result  of  years  of  labor.  The  Defense 
Fund  is  at  present  the  greatest  thing  we  have  and 

‘President’s  Address  read  before  the  Twenty-seventh  Annual 
Meeting  of  AVashington  State  Medical  Association,  Seattle 
AAash.,  July  12-14,  1916. 


it  has  been  of  immense  value,  not  only  to  those 
Avho  have  been  directly  benefited  by  it  but  those 
AA’ho  have  contributed  to  it. 

Certain  questions  must  receive  our  attention  at 
this  meeting.  The  question  of  granting  license  to 
practise  medicine  and  surgery  to  licentiates  of  all 
or  certain  other  states  Avithout  examination  should 
be  passed  upon  by  this  body.  On  account  of  the 
diverse  medical  practice  acts,  the  question  is  not 
a simple  one.  The  Governor  and  the  State  Board 
of  Medical  Examiners  have  asked  the  State  Medi- 
cal Association  for  an  expression  of  its  desires.  A 
license  granted  by  a federal  commission  or  exam- 
ining board  admitting  to  practise  in  any  state  or 
territory  of  the  Union,  after  certain  formalities 
have  been  complied  Avith,  Avould  be  the  best  solu- 
tion of  this  problem. 

IVIuch  severe  criticism  has  been  heard  because 
of  the  action  of  this  association  at  the  last  meet- 
ing in  dem.anding  state  dues  from  honorary  mem- 
bers of  the  com.ponent  societies.  At  the  time  this 
rule  Avas  promulgated,  it  seemed  necessary  to  do 
so  in  order  to  increase  the  revenue  of  the  associa- 
tion. It  seemed  but  fair  that  any  member  Avishing 
to  remain  in  good  standing  in  the  state  association 
and  enjoy  its  benefits  and  privileges  should  pay 
dues  therefor,  even  if  his  county  society  should 
AA’aive  its  dues.  It  costs  the  state  society  one  dol- 
lar for  each  member  for  Northavest  Medicine 
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alone,  so  that,  if  we  carry  a large  dead  head  list, 
the  real  loss  will  be  considerable. 

In  many  states  much  preliminary  work  has  been 
done  toward  establishing  health  insurance  which 
shall  be  compulsory  for  wage  earners  below  a cer- 
tain exempted  standard  of  wages,  about  $100  per 
month.  This  question  is  of  momentous  importance 
to  society  at  large.  It  cannot  be  side-stepped  and 
we  as  medical  men  should  step  in  and  lend  a help- 
ing hand  in  establishing  so  important  a piece  of 
legislation,  so  that  our  interests  will  receive  fair 
treatment.  Bear  in  mind  that  20,000,000  people 
in  our  country  would  probably  come  directly  under 
this  health  insurance  act  and  150,000  physicians 
will  be  affected  in  greater  or  less  degree.  In  Eng- 
land the  establishment  of  compulsory  health  in- 
surance  was  viewed  with  misgivings  and  the 
physicians  of  the  country  fought  against  its  estab- 
lishment. In  practice  the  measure  has  shown 
itself  one  of  immense  benefit  to  the  masses  who 
formerly  had  but  scant  medical  service,  and  the 
surprise  of  it  all  is  that  it  has  benefited  the  medi- 
cal profession. 

A first  aid  bill  Initiated  by  the  people  of  Wash- 
ington will  be  presented  to  the  next  legislature,  if 
it  gets  enough  signatures.  Your  board  of  direc- 
tors has  put  your  association  on  record  as  opposed 
to  the  passage  of  this  bill  in  its  present  form.  A 
committee  is  at  work  on  a report  for  this  meeting 
and  it  is  to  be  hoped  for  that  some  constructive 
work  will  be  forthcoming. 

We  note  with  gratification  the  interest  in  medi- 
cal education  shown  by  the  distinguished  head  of 
our  State  University  and  of  its  board  of  directors. 
Through  President  Suzzallo’s  efforts  an  advisory 
board  on  medical  education  has  been  appointed  to 
work  with  the  faculty  of  the  university.  A be- 
ginning of  university  extension  work  has  been 
made  and  the  state  association  should  support  and 
encourage  further  and  continued  work  of  this 
nature.  It  is  highly  important  that  the  prelim- 
inary education  of  the  medical  student  should  be 
of  such  a nature  that  he  may  get  the  greatest 
amount  of  good  from  his  course  of  studies,  as  well 
as  fit  him  to  take  an  exalted  position  in  society 
after  entering  upon  his  professional  career.  There- 
fore, his  education  sho>dd  be  liberal  and  also  ade- 
quately specific. 

A vast  amount  of  opportunity  for  increasing 
the  efficiency  of  our  lives  as  physicians  is  lost  to 


us  daily.  Every  hospital  should  be  a postgraduate 
school  to  every  medical  man  in  the  community 
near  it,  and  yet  not  a semblance  of  effort  is  made 
to  utilize  it.  The  county  societies  are  the  ones 
to  step  in  and  by  organized  effort  endeavor  to 
bring  order  out  of  chaos  and  make  use  of  the 
opportunities  at  home.  A fraction  of  the  money 
spent  in  sporadic,  aimless  neck-craning  in  eastern 
clinics  would  bring  infinitely  greater  benefit  to 
the  profession  if  used  wisely  at  home.  And  it  need 
not  be  a large  hospital  at  that.  In  a hospital  of 
ten  beds  there  would  be  ample  opportunity  to  find 
interesting  and  profitable  material  for  study  with- 
out limit.  All  that  is  needed  is  someone  to  take 
the  initiative.  The  public  is  with  us.  It  is  vitally 
concerned  in  our  progress.  The  practice  of  medi- 
cine is  simply  an  extended  course  of  study  that 
will  never  be  finished. 

In  this  connection  let  me  point  out  to  you  the 
benefits  of  group  or  team  work  in  the  practice  of 
medicine.  It  is  absolutely  impossible  for  one  man 
to  know  it  all,  no  matter  how  brainy  or  how  in- 
dustrious he  may  be.  The  time  has  come  when 
a close  professional  collaboration  between  physi- 
cians is  absolutely  compulsory.  This  collaboration 
cannot  fail,  wherever  it  is  tried  out  in  any  prac- 
tical way. 

Unfortunately  we  as  medical  men  are  not  well 
balanced.  We  recognize  three  classes  of  doctors. 
First,  the  dollar  chasers;  second,  the  self-sacri- 
ficing humanitarian  and,  third,  the  scientific  in- 
vestigator. The  first  sees  only  money  and  what 
it  will  bring  for  himself.  The  second  sees  only 
humanity  and  he  bleeds  for  it  and  is  bled  by  it. 
The  third  often  loses  sight  of  both  money  and 
humanity  in  his  effort  to  get  at  the  truth.  The 
ideal  physician  should  be  an  harmonious  blend  of 
all  three.  This  he  cannot  be  without  first  obtain- 
ing the  broadest  culture  and  the  highest  scientific 
attainment  of  which  he  is  capable  as  well  a true 
perspective  of  his  place  and  relation  to  his  fellow- 
men. 

The  problem  of  organizing  the  smaller  societies 
and  keep  them  going  is  our  hardest  problem  and 
I see  no  light  except  in  the  hope  that  one  or  more 
men  in  these  smaller  communities  will  take  upon 
themselves  the  burden  of  leadership  and  go  out 
in  the  highways  and  byways  and  urge  outsiders 
to  come  in.  We  should,  however,  not  complain, 
as  the  profession  in  Washington  is  as  well  organ- 
ized as  any  other  state  that  I know  of,  but  we 
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should  have  a much  larger  and  a much  more  active 
membership. 

If  we  are  to  have  any  political  power  in  state 
and  local  matters,  it  is  absolutely  essential  that 
we  do  more  than  go  to  the  voting  place  on  election 
day  and  deposit  a ballot.  The  crying  need  of 
this  state  is  a good  quota  of  hard-headed,  clear- 
visioned  physicians  in  our  legislature  and  in  our 
local  and  county  government.  It  is  a reproach 
to  the  profession,  as  in  one  city  I know  of,  that 
the  office  of  coroner  was  sought  by  half  a dozen 
men  because  of  the  pitifully  small  salary  connected 
with  it  and  not  a single  medical  man  asked  for 
votes  enough  to  send  him  to  the  legislature,  where 
he  had  a chance  to  do  something.  Our  state  legis- 
lature is  run  by  lawyers  and  the  results  we  have 
to  suffer  and  bear.  By  his  training  the  lawyer 
is  much  less  fitted  to  look  after  the  needs  of  the 
commonwealth  than  is  the  physician  who  knows 
the  sore  spots  in  his  community  and  can  often  sug- 
gest remedies  of  which  the  lawyer-legislator  knows 
nothing. 

The  chief  weakness  of  our  State  Medical  Asso- 
ciation is  lack  of  funds.  The  dues  are  entirely 
inadequate  to  meet  but  the  smallest  demands.  If 
we  had  ample  funds  drawing  interest  which  could 
be  used  for  any  designated  purpose,  we  could  ac- 
complish much  more  than  we  are  doing  now.  To 
stimulate  research  we  should  have  money  to  make 
suitable  awards  of  prizes  for  special  and  meri- 
torious work.  We  should  be  able  to  aid  men  with 
money  to  study  special  problems  at  home  or 
abroad.  As  we  are  now  fixed  we  could  not  dis- 
burse a single  dollar  to  the  relief  of  a member  in 
need.  Why  should  it  not  be  a good  and  practical 
way  to  accept  money  from  testators  for  special 
purposes,  the  funds  to  be  held  in  trust  by  the 
society  in  perpetuity  and  disbursed  according  to 
testators’  wishes? 


Anatomic  Nomenclature.  William  Fuller,  Grand 
Rapids,  Mich.  (Journal  A.  M.  A.,  July  29,  1916), 
suggests  that  it  has  become  necessary  to  revise 
the  nomenclature  of  the  brain  for  the  benefit  of 
students  and  workers.  Simplicity  should  be  our 
aim,  and  he  mentions  a couple  of  the  absurdities  of 
the  present  nomenclature.  The  cingulum  should 
be  called  the  superior  internal  longitudinal  com- 
missure, one  of  the  four  great  longitudinal  com- 
missures associating  the  regions  of  the  memories 
with  the  frontal  lobe.  Another  absurdity  is  the 
forceps  major  and  the  forceps  minor,  names  of 
parts  which  he  has  failed  to  find  in  any  of  his 
dissections  of  many  brains. 


ORIGINAL  CONTRIBUTIONS 

SUPPURATIONS  OF  THE  LUNG  AND 
PLEURA  WITH  THEIR  SURGICAL 
INDICATIONS.* 

By  S.  E.  Lambert,  M.  D., 

SPOKANE,  WASH. 

If  the  surgery  of  the  lungs  and  pleura  were 
as  well  systematized  as  is  that  of  the  abdomen  and 
pelvis,  there  would  be  little  excuse  for  a paper 
which  presents  nothing  new.  It  is  desirable  to 
stimulate  unremitting  treatment  of  those  lesions 
in  which  relief  is  possible  by  known  surgical 
means,  to  invite  attention  to  a full  appreciation 
of  therapeutic  difficulties,  to  the  frequent  neces- 
sity of  multiple  operations  before  cure  has  resulted, 
to  the  still  very  high  mortality,  to  the  exceeding 
great  morbidity  and  to  stimulate  thought  and 
work  which  will  develop  diagnostic  as  well  as 
operative  methods. 

The  vicious  circle  shown  by  these  disorders  is 
unique,  pulmonary  abscesses  causing  empyema  and 
bronchiectasis;  bronchiectasis  developing  from  ab- 
scesses; foreign  bodies  causing  all  three;  these  in 
turn  not  only  producing  intractable  fistulae  but 
grave  complications. 

“The  first  essential  is  early  and  accurate  diag- 
nosis, for  if  operation  be  indicated,  it  should  be 
one  of  choice  and  not  of  necessity.  We  cannot  lift 
the  lid  as  in  abdominal  cases  and  explore  the  con- 
tents from  conviction  that  there  is  something 
wrong  within  it.  A clear  idea  of  the  site  and  char- 
acter of  the  lesion  is  necessary.”  (G.  C.  Sears.) 

Here,  as  elsewhere,  a careful  history  is  of  ut- 
most importance,  since  nearly  all  suppurations  of 
the  chest  are  secondary.  We  must  consider  foreign 
bodies,  trauma,  tumors,  syphilis;  preceding  dis- 
eases— pneumonia,  influenza,  pertussis;  operative 
procedures — on  the  mouth,  nose  and  throat,  lapa- 
rotomy; local  infections — spread  by  metastasis  and 
contiguity — abscess  of  the  liver  or  perirenal  ab- 
scesses; actinomycosis,  and  always  tuberculosis,  re- 
membering, however,  that  because  the  disease  is 
pulmonary  and  chronic,  accompanied  by  fever, 
sw’eats  and  loss  of  weight,  it  is  not  necessarily 
tuberculous.  Be  particularly  slow  to  accept  un- 
resolved pneumonia  as  a satisfactory  or  even  a 
working  diagnosis. 

Physical  examination  should,  of  course,  be  thor- 

*Bead  before  the  Twenty-seventh  Annual  Meeting  of  Wash- 
ington State  Medical  Association,  Seattle,  Wash.,  July  12-14, 
1916. 


254 


SUPPURATION  OF  LUNG LAMBERT. 


Vol.  XV.  No.  8. 


ough  of  the  sputum  for  tubercle  bacilli,  actino- 
myces  and  elastic  tissue,  especially  that  showing 
an  alveolar  structure;  the  quantity,  odor  and  sepa- 
ration into  layers;  of  the  toes  and  fingers  for  club- 
bing. Hemoptysis  is  of  little  diagnostic  importance; 
it  may  be  absent,  scant  or  profuse  in  any  of  the 
conditions  under  consideration ; the  time  of  appear- 
ance is  of  help,  frequently  early  in  tuberculosis 
and  varices  but  late  in  the  suppurations. 

Roentgen  ray  examinations  are  helpful  beyond 
^comparison,  for  localization  of  foreign  bodies,  *as 
aids  in  treatment  and  for  record  of  progress.  The 
screen  and  plate  have  their  several  advantages 
and  both  should  be  used.  Ventro-dorsal,  dorso- 
ventral,  lateral  and  stereoscopic  views  may  be 
needed,  with  or  without  bismuth  injections  or 
packing  with  bismuth  impregnated  tape.  The 
shadow  must  not  be  a contrasting  one,  the  lung 
tissue  being  readily  penetrated  by  the  x-ray.  A 
black  and  white  plate  is  valuable  for  the  study 
of  bone  lesions  but  useless  for  the  demonstration 
of  most  diseases  of  the  lung  and  pleura. 

Bronchoscopy  has  not  yet  come  into  its  own  but 
Is  a measure  of  the  utmost  value  and  perhaps  only 
second  to  the  x-ray  as  a means  of  physical  exami- 
nation and  an  aid  to  treatment;  foreign  bodies 
pervious  to  the  x-ray  can  be  located  and  often  re- 
moved; bronchiectasis  differentiated  from  multiple 
abscesses;  tumors  located  and  varices  found. 

The  choice  of  the  anesthetic  agent  is  by  no 
means  unanimous.  Local  anesthesia  has  a field 
that  is  constantly  broadening.  Certainly  it  is  effi- 
cient and  should  be  the  choice  in  many  cases  for 
the  lesser  operations  and  some  of  the  greater. 

Chloroform  should  never  be  used  if  ether, 
nitrous  oxide,  or  local  anesthesia  are  available. 

Ether  by  the  open  method  is  sufficient  and  safe. 
When  given  by  tracheal  insufflation  it  has  much 
the  same  advantages  as  a positive  pressure  appa- 
ratus but,  excepting  in  bilateral  thoracic  disease, 
it  is  seldom  indicated. 

Gas-oxygen  anesthesia  has  some  distinct  ad- 
vantages. It  is  less  toxic  than  ether  and  the  re- 
flexes can  and  usually  will  remain  to  clear  the 
air  passages  of  pus  and  blood.  Few  anesthetists 
are  sufficiently  skilled  to  give  safely  prolonged 
anesthesia  by  this  method. 

The  position  of  the  patient  on  the  table  is  most 
important.  Preferably  he  should  lie  on  the  ab- 
domen or  on  the  diseased  side,  never  on  the  sound 
side.  The  ventral  position,  as  Murphy  has  shown, 
is  the  safest  in  suddenly  produced  pneumothorax 


and  aids  in  getting  rid  of  pus  and  blood  which  so 
often  appears  in  the  air  passages  during  operations 
on  the  chest. 

In  event  that  the  patient  collapses,  as  a result 
of  pneumothorax  while  operating,  the  lung  should 
be  grasped  or  lung  tissue  sewn  to  the  wound  mar- 
gin, in  order  to  make  traction  on  the  hilum  of 
the  lung.  Breathing  will  often  improve  at  once. 
(Murphy.) 

The  treatment  of  obstinate  putrid  bronchitis 
by  artificial  pneumothorax  has  been  successful  and 
here  we  find  the  only  field  where  this  measure 
is  of  marked  service  in  pulmonary  suppurations. 
(Manges).  And  the  same  statement  is  probably 
true  of  paralytic  relaxations  of  the  diaphragm  by 
division  of  the  phrenic  nerve. 

Bronchiectasis  remains  on  the  border  line  be- 
tween medicine  and  surgery;  it  would  probably 
be  better  to  say  it  is  either  operable  or  incurable. 
The  saccular  has  been  cured  by  drainage,  pneu- 
mectomy  and  thoracoplasty.  The  mortality  is  high, 
about  50  per  cent.,  and  repeated  operations  have 
been  necessary.  It  is  probable  that  preliminary 
artificial  pneumothorax  or  ligation  of  a branch 
of  the  pulmonary  artery  and  final  excision  of  the 
involved  lobe  will  give  the  best  results.  In  pre- 
venting this  disease  surgery  finds  its  most  satis- 
factory role  by  the  removal  of  foreign  bodies,  by 
early  drainage  of  abscesses  and  interlobar  em- 
pyema. 

Empyema  may,  under  the  following  conditions, 
be  treated  by  simple  thoracentesis;  (a)  if  not 
frankly  purulent;  (b)  if  pneumococcal  and  the 
organisms  cannot  be  readily  grown  on  culture 
media;  (c)  if  not  due  to  streptococci;  (d)  if  due 
to  tuberculosis,  not  secondarily  infected.  Sixteen 
out  of  twenty-seven  cases  recovered  after  simple 
thoracentesis  at  the  Massachusetts  General  Hos- 
pital. (Lord).  It  is  more  often  successful  in 
children  than  in  adults. 

J.  B.  Murphy  offers  objection  to  the  drainage 
of  practically  all  empyemata.  He  uses  the  forma- 
lin and  glycerine  injection  with  repeated  aspira- 
tion. His  method  is  now  twelve  years  old  and 
has  not  met  with  general  acceptance. 

No  figures  can  be  given  of  the  non-operated 
but  it  is  reasonably  safe  to  say  that  of  those  op- 
erated upon  50  per  cent,  make  a smooth  recovery, 
25  per  cent,  require  two  or  more  operations  and 
many  of  these  never  recover  completely,  25  per 
cent,  die  during  the  first  few  weeks.  Pryor,  by 
x-ray  examinations  of  fifty  cases,  has  showm  that 
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even  after  recovery  almost  all  have  lost  the  use 
of  the  diaphragm  on  the  affected  side. 

The  best  location  of  the  incision  is  in  some  dis- 
pute. If  the  patient  be  extremely  ill,  there  is  little 
choice.  Under  local  anesthesia  incise  where  the 
aspirating  needle  has  demonstrated  pus.  While 
cure  may  follow  intercostal  drainage,  rib  excision 
is  undoubtedly  better. 

It  is  reasonable  to  suppose  that  drainage  at  the 
most  dependent  point  is  the  more  logical.  Thomas, 
of  Philadelphia,  warmly  advocates  excision  of  the 
eleventh  rib,  but  most  authorities  (Cotton,  Lund, 
etc.)  prefer  the  ninth  or  tenth  rib  between  the 
posterior  axillary  line  and  the  tip  of  the  scapula. 
Two  reasons  are  given.  The  elevated  diaphragm, 
which  usually  follow  drainage  of  an  empyema, 
will  close  an  exit  placed  too  low  and  the  expand- 
ing lung  pushes  out  the  pus.  “Whatever  best 
promotes  expansion  of  the  lung  best  aids  drainage.” 
(Cotton). 

Lilienthal,  excepting  in  critical  cases,  does  not 
now  resect  a rib  but  makes  a long  intercostal  in- 
cision in  the  seventh  or  eighth  interspace,  spreads 
the  rib  sufficiently  wide  to  admit  the  hand,  mo- 
bilizes the  lung,  not  disturbing  well  organized 
adhesions  which  bleed  freely.  Sacculated  pus  is 
sought,  interlobar  collections  found  and  sheets  of 
fibrin  removed  from  the  visceral  pleura.  As  in 
decortication,  care  is  taken  to  avoid  injury  to  the 
pericardium  and  diaphragm.  Drainage  is  intro- 
duced, the  ribs  remaining  separated  about  two 
inches  for  five  to  ten  days.  The  operation  is 
worth  our  consideration.  The  reported  results 
are  excellent  but  it  has  been  used  too  little  to 
justify  its  acceptance  as  a great  advance  in  the 
treatment  of  acute  and  subacute  empyema. 

The  method  of  drainage  is  a bone  of  contention. 
The  Henry  or  Fowler  rubber  spool  has  obvious 
advantages  but  one-half  inch  rubber  tubes  are 
satisfactory.  The  length  must  be  sufficient  to 
reach  well  into  the  cavity  and  should  remain  until 
it  is  demonstrable  that  the  lung  has  expanded  and 
obliterated  the  cavity.  It  is  also  well  to  know 
that  the  lung  has  not  only  expanded  but  has  be- 
come adherent  to  the  parietes.  No  great  damage 
can  come  from  a tube  worn  a little  too  long,  a 
great  contrast  to  what  we  find  in  abdominal 
drainage. 

Lilienthal  and  Thomas  advocate  suction  to  aid 
the  expansion  of  the  lung,  using  a pump  of  some 
sort  to  draw  out  air  and  pus.  The  rubber  valve 


of  A.  T.  Cabot  is  effective.  It  is  cheap,  easily 
obtained  and  readily  adjusted.  A piece  of  dental 
rubber  dam  about  four  by  six  inches  is  placed 
over  the  outlet  of  the  drain,  the  surface  next  to 
the  skin  is  coated  with  glycerine,  a piece  of  ad- 
hesive is  attached  to  each  corner  to  hold  the  rub- 
ber in  moderate  tension,  the  dressings  are  applied 
and  can  be  changed  without  disturbing  the  valve. 
Easy  egress  is  thus  provided  for  air  and  pus  but 
none  can  re-enter  the  cavity.  Cotton  claims  that 
in  100  or  150  consecutive  cases  he  has  been  com- 
pelled to  do  but  one  decortication,  cavities  having 
been  obliterated  after  the  use  of  this  simple  device. 

In  the  after-care  dress  infrequently,  provide  the 
best  of  hygienic  surroundings  and  insist  upon  pul- 
monary exercises,  blowing  bottles,  a horn  or  any 
other  method  that  will  tax  the  pulmonary  capacity. 

In  dealing  with  neglected  massive  empyema  the 
operation  may  be  simple  drainage  by  rib  resection. 
Better,  however,  if  the  patient’s  condition  will 
permit,  an  exploratory  thoracotomy  after  Lilien- 
thal’s  method,  followed  by  rigid  attention  to  pul- 
monary exercises. 

To  bring  about  cure  in  chronic  cases  that  have 
had  one  or  more  operatioris,  diagnostic  ability  and 
operative  skill  are  severely  taxed.  As  a prelimi- 
nary it  is  wise  to  first  drain  the  lowermost  point 
of  the  cavity  and  after  six  weeks  (Robinson), 
when  the  patient’s  condition  is  at  its  maximum, 
proceed  to  do  one  of  the  radical  operations.  Vac- 
cine treatment  is  usually  a waste  of  time  and 
money;  it  may  cause  improvement  but  not  a cure. 

Recovery  is  dependent  upon  three  factors:  (1) 

adequate  drainage,  (2)  abolition  of  a cavity  by 
rendering  possible  the  contact  of  lung  and  chest 
wall,  (3)  good  hygiene.  These  are  given  in  the 
order  of  their  importance  but  all  are  essential. 

The  types  of  operation  are  four  in  number. 

( 1 ) Lung  expanding  decortication  of  Fowler, 
Delorme,  and  Ransohoff  which  leaves  little  or  no 
deformity  and  has  a mortality  of  about  10  per 
cent.  (Wilensky). 

(2)  Parietal  collapsing  of  Oestlander,  Schede, 
Wilms  and  their  various  modifications,  which 
cause  marked  deformity  and  higher  mortality,  20 
per  cent.  (Wilensky).  These  operations  are  oc- 
casionally essential  to  complete  recovery. 

(3)  Muscle  filling  advocated  by  Robinson. 

(4)  Extrapleural  fat  implantation  of  Tuffier 
— an  ingenious  method  that  is  of  service  in  pul- 
monary tuberculosis  but  rarely  so  in  empyema. 
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Kocher’s  procedure  seems  the  most  logical.  The 
limits  of  the  cavity  are  found  and  the  incision 
planned  accordingly.  He  begins  at  the  lowermost 
point,  goes  as  far  forward  as  practicable,  then  up 
between  the  scapula  and  spine,  resecting  a short 
piece  of  the  rib  as  he  proceeds,  after  the  manner 
of  Wilms.  He  then  divides  the  rib  in  front  and 
turns  up  a flap  (as  in  the  Depage  operation),  and 
does  a decortication.  Should  the  lung  expand  and 
fill  the  cavity,  the  flap  is  replaced  and  drainage 
is  inserted.  If  the  lung  fails  to  expand  sufficiently, 
the  ribs  are  removed,  working  from  the  pleural 
surface  as  in  the  second  step  of  the  Depage  opera- 
tion. By  this  method  all  that  can  be  accomplished 
by  any  one  operation  is  done,  septa  are  found  and 
divided,  cavities  are  obliterated  with  the  minimum 
deformity  of  both  lung  and  chest  wall. 

The  field  of  Beck’s  bismuth  paste  is  limited. 
Cavities  of  a capacity  not  greater  than  six  ounces 
may,  in  some  instances,  be  obliterated  after  its  use 
(Robinson).  Symptoms  of  bismuth  poisoning  re- 
quire the  evacuation  of  the  paste  without  delay. 

Abscess  and  gangrene  of  the  lungs  can  scarcely 
be  separated  in  a discussion  of  the  treatment,  for 
these  terms  are  largely  quantitative  when  applied 
to  pulmonary  conditions.  Hence  abscess  is  here 
used  for  both  conditions. 

Abscesses  of  the  lungs  are  more  often  multiple 
than  single,  peripheral  than  central,  basal  than 
apical.  Small  multiple  abscesses  are  not  operable 
but  pulmonary  abscess,  multiple  or  single,  when 
not  treated  by  operative  measures,  gives  a mortality 
of  80  per  cent. ; those  treated  by  surgery  25  per 
cent.  (Lord),  (Garre,  quoted  by  Kocher).  The 
acute  abscess  is  particularly  amenable  to  surgery, 
the  chronic  abscess  less  so  on  account  of  the  area 
of  indurative  pneumonia  which  surrounds  the 
cavity  after  a few  weeks,  making  primary  and 
secondary  hemorrhage  a real  danger.  Bronchial 
fistulae  have  become  established,  empyema  may 
be  present,  bronchiectasis  well  developed  and  the 
patient  in  a deplorable  condition  from  sepsis, 
coughing  and  vomiting. 

The  difficulty  of  diagnosis  usually  permits  the 
most  favorable  time  for  operation  to  pass  and  the 
abscess  has  ruptured  into  a bronchus  or,  as  occa- 
sionally happens,  into  the  pleural  cavity,  before 
the  diagnosis  is  made.  Following  the  evacuation 
through  the  air  passages  the  patient’s  condition 
frequently  improves  at  once  but,  unless  this  ame- 
lioration progresses,  operation  should  be  done  in 


two  to  four  weeks.  Meanwhile  the  sputum  should 
be  measured  daily,  examined  for  tubercle  bacilli, 
actinomyces,  and  the  amount  of  elastic  tissue  noted. 
The  bronchoscope  and  the  x-ray  should  be  used 
to  locate  a possible  forgotten  foreign  body,  to 
localize,  to  search  for  other  lesions  and  to  differ- 
entiate from  bronchiectasis  and  neoplasm.  Ex- 
ploratory puncture  must  be  reserved  until  ribs 
have  been  resected.  It  may  cause  grave  danger 
from  hemorrhage,  empyema  from  leakage  along 
the  track  of  the  needle.  The  abdominal  cavity 
may  be  entered  thru  an  elevated  diaphragm,  and 
the  diaphragm  is  frequently  elevated  during  acute 
pulmonary  disease.  (Pryor). 

The  technic  of  operation  is  often  simple  but 
locating  the  abscess  cavity  may  be  most  difficult. 
Air,  perhaps  with  a foul  odor,  and  a few  drops  of 
pus,  are  likely  to  be  the  contents.  An  indurated 
area  usually  surrounds  it  and  in  more  than  50  per 
cent,  of  the  cases  there  is  an  adherent  pleura. 

A flap  is  turned  up  and,  after  excising  sections 
from  one  or  two  ribs,  in  the  absence  of  firm  ad- 
hesions, it  is  wdsest  to  sew  the  lung  to  the  parietes 
in  order  to  avoid  infection  of  the  pleural  cavity. 
If  the  condition  of  the  patient  permits,  wait  three 
to  ten  days  before  searching  for  the  cavity  with 
an  aspirating  needle;  the  insensibility  of  the  lung 
tissue  allows  this  to  be  done  without  anesthesia. 
Deep  exploration  is  dangerous.  The  finger  or 
cautery  may  be  used  to  follow  along  the  needle, 
each  method  having  its  manifest  advantages  and 
disadvantages.  Remove  necrotic  masses  but  do 
not  disturb  any  bands  that  cross  the  cavity  because 
often  they  are  blood  vessels.  Ligate  to  stop 
marked  hemorrhage;  introduce  a drainage  tube 
and  pack  the  cavity  lightly  with  gauze.  The  usual 
care  must  be  used  in  postoperative  treatment,  pos- 
ture to  aid  drainage,  fresh  air  and  nourishing 
food. 

In  conclusion  3"our  attention  is  invited  to  sev- 
eral points. 

( 1 ) The  x-ray  and  bronchoscope  are  most 
desirable  aids  in  chest  surger5^ 

(2)  Do  not  operate  with  your  patient  lying 
on  the  sound  side. 

(3)  Do  not  aspirate  lung  abscesses  thru  the 
unopened  chest  wall. 

(4)  Except  for  emergency  drainage,  make  the 
incision  sufficiently  large  to  explore  with  the  hand. 

(5)  When  using  a rib  spreader  guard  against 
laceration  of  the  diaphragm. 
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(6)  Traction  on  the  lung  lessens  collapse  from 
suddenly  produced  pneumothorax. 

(7)  Do  not  attempt  too  much  at  one  time. 
Shock  is  at  its  worst  about  two  hours  after  the 
operation. 

(8)  Be  prepared  to  change  your  diagnosis 
after  the  chest  has  been  opened. 

(9)  Do  not  irrigate  or  inject  cavities  that 
connect  with  a bronchus,  nor  remove  drains  too 
early. 

(10)  Resourcefulness  and  imagination  are  val- 
uable assets  in  thoracic  diagnosis  and  operation. 

308  Old  National  Bank  Building. 


CHRONIC  MYOCARDITIS  WITH  EM- 
BOLIC MANIFESTATIONS  AND  FEVER 
SIMULATING  THE  CLINICAL 
COURSE  OF  BACTERIAL 
ENDOCARDITIS. 

Report  of  a Case.* 

By  I.  C.  Brill,  A.  B.,  M.  D., 

SAN  FRANCISCO,  CALIF. 

Embolic  lesions  are  not  uncommon  in  chronic 
myocarditis.  In  the  postmortem  room  one  fre- 
quently finds  entirely  unsuspected  infarcts  of  the 
spleen  or  of  the  kidney,  and  there  is  usually  no 
difficulty  in  tracing  their  source  to  softened 
thrombi  in  a dilated  auricle  or  ventricle.  Such 
lesions  often  remain  unrecognized  antemortem 
because  of  the  absence  of  characteristic,  diagnostic 
signs.  The  presence  of  red  blood  cells  in  the 
urine,  when  appearing  only  from  time  to  time 
during  the  course  of  chronic  heart  disease,  should 
always  suggest  embolic  lesions  of  the  kidney.  Their 
significance,  however,  is  frequently  overlooked. 
Pain,  common  in  em.bolism  of  the  peripheral  ves- 
sels, is  not  so  frequent  in  visceral  infarction.  When 
present  and  characteristic  in  its  onset  it  may  lead 
to  a diagnosis  of  the  lesion,  but  it  is  not  always 
present  and,  when  present,  not  always  referred  to 
the  site  of  the  infarction.  Cerebral  embolism  is, 
of  course,  accompanied  by  more  characteristic 
symptoms  and  a hemiplegia  with  or  without  an 
aphasia  is  rarely  overlooked ; but  even  here  the 
blame  is  often  put  on  uremia  or  on  arteriosclerosis 
with  hemorrhage  or  thrombosis,  and  the  real  source 
of  trouble  remains  unrecognized. 

Multiple  embolic  manifestations,  however,  in- 
cluding petechiae  in  the  conjunctivae  of  the  lower 

‘From  the  Department  of  Medicine  of  the  Leland  Stanford 
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lids,  are  not  often  observed  in  cases  of  chronic 
heart  disease  unassociated  with  endocarditis;  and, 
when  such  phenomena  are  accompanied  by  fever 
and  leucocytosis,  it  becomes  exceedingly  difficult 
to  differentiate  the  condition  from  bacterial  endo- 
carditis. But  that  such  a syndrome  may  occur  is 
shown  by  the  following  case  report : 

P.  L.  (Hosp.  case  No.  13262)  53,  widower, 
Irish.  Admitted  to  Dr.  Hill’s  Service  in  the  Stan- 
ford Division  of  the  San  Francisco  Hospital,  June 
18,  1915,  with  the  complaints  of  “bad  stomach”, 
“numbness  of  hands  and  legs”,  and  “muscular 
grip  . 

F.  H.  Negative. 

P.  H.  “Inflammatory  rheumatism”  25  years 
ago.  Has  had  several  little  attacks  since  then. 
Venereal  denied.  Drinks  small  glass  of  whiskey 
daily. 

P.  I.  Seven  weeks  ago  patient  was  attacked 
by  “muscular  grip”,  characterized  by  pains  and 
aches  in  all  his  joints  and  muscles,  fever  and  head- 
ache. Was  able  to  work  for  a week  after  onset 
of  symptoms,  but  finally  had  to  take  to  bed  and 
has  remained  in  bed  for  the  past  six  weeks. 

For  the  last  five  weeks  nausea  and  vomiting 
have  occurred  daily  once  a day  with  no  relation 
to  meals.  No  hematemesis.  He  now  complains 
of  weakness,  thirst,  anorexia  and  belching  of  gas. 
Soreness  in  epigastrium  but  no  pain.  Bowels  move 
freely  iii  or  iv  daily.  No  blood  in  stools.  Noc- 
turia iii  or  iv.  No  edema,  no  dyspnea. 

Status  on  admission : Well  developed.  Evi- 

dent loss  of  weight  and  very  w'eak.  Marked  pal- 
lor. Pupils  normal,  tongue  moist  and  coated, 
marked  pyorrhea.  Throat  clear. 

Lungs:  Slight  dulness  at  right  apex,  otherwise 

negative. 

Heart:  Action  very  rapid.  Pulse  soft  and 

easily  compressible.  Apex  impulse  in  5th  space, 
12  cm.  to  left  of  midsternal  line.  Sounds  at  apex 
fair  quality.  As  louder  than  Ps.  No  murmurs. 

Radial  arteries  palpable.  Brachials  hard  and 
tortuous,  pulsations  seen. 

Abdomen:  Level,  tympanitic  throughout. 

Marked  tenderness  in  epigastrium.  Liver  dis- 
tinctly felt  three  fingers  breadth  below  costal 
margin  in  mammary  line ; firm,  smooth,  and  quite 
tender.  Spleen  not  felt. 

Rectal  examination : few  external  hemorrhoids. 
Otherwise  negative. 

Reflexes:  normal. 

Urine:  Albumin  faint  trace;  granular  casts, 

few  red  cells,  and  leucocytes. 

In  two  subsequent  examinations,  no  red  cells 
were  seen. 

Temperature:  101°  F.  Pulse  120. 

Blood : Hgb.  65  per  cent.,  R.  B.  C.  3,600,000. 
W.  B.  C.  13,000.  Polys  91  per  cent. 

June  20.  Temperature  102°.  W.  B.  C.  27,- 
000,  polys  89  per  cent. 
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June  22.  Temperature  100°.  Pulse  120. 

“Tick  tack”  rhythm.  Sounds  distant,  no  murmurs. 

No  cause  for  elevation  of  temperature  found. 
No  occult  blood  in  stools. 

June  25.  Temperature  100.4°.  Pulse  135. 

Dulness  left  base,  increased  tactile  fremitus,  crack- 
ling rales  in  both  bases,  no  bronchial  breathing. 

June  27.  Temperature  99°.  Pulse  100. 

June  28.  Nurse  reports  that  patient  is  irra- 
tional. Examination : Right  hemiplegia  and 

aphasia.  No  murmurs,  no  petechiae.  Tempera- 
ture 101°.  Pulse  105. 

June  29.  W.  B.  C.  14,000.  Polys  87  per  cent. 
Wassermann  negative.  Luetin  negative. 

July  2.  Left  base  harsh  inspiration  and  expira- 
tion, moist  rales  and  impaired  resonance.  Heart 
sounds  cannot  be  heard.  Left  border  13  cm.  from 
midline.  Abdomen  soft,  not  tender.  No  peri- 
pheral edema. 

July  5.  Cheyne-Stokes  breathing.  Numerous 
crepitant  rales  throughout  both  lungs.  Expirations 
prolonged  but  not  definitely  bronchial. 

July  7.  Dulness  and  bronchial  breathing  be- 
low left  scapula. 

July  7 (evening).  Petechiae  in  conjunctivae 
of  left  lower  lid.  Temperature  99.5°.  Pulse  140. 
No  murmurs.  Blood  culture  negative. 

July  8 (morning).  Died  7:00  a.  m. 

Autopsy  by  Dr.  Jean  Oliver  of  the  Department 
of  Pathology  of  Leland  Stanford  Junior  Univer- 
sit)'.  Sections  were  exam.ined  also  by  Dr.  William 
Ophuls. 

Much  emaciated  man.  No  superficial  edema, 
few  small  hemorrhages  in  conjunctivae. 

Heart:  About  normal  size,  moderate  dilatation 

of  left  ventricle,  tricuspid  valve  normal,  pulmon- 
ary valve  normal.  Right  side  of  heart  contains 
mostly  fluid  blood.  Left  auricular  appendage  con- 
tains a large  antemortem  clot,  the  center  of  which 
is  entirely  decom.posed.  In  left  ventricle  between 
columnae  carneae  there  are  many  such  antemortem 
thrombi,  largest  of  which  is  1.5  cm.  in  length,  and 
the  center  shows  puriform  degeneration.  Valves 
show  few  arteriosclerotic  changes  and  no  vegeta- 
tions. Heart  muscle  shows  many  gray  streaks. 

Lungs:  Left  shows  no  adhesions;  no  scars  at 

apex.  Pleura  smooth  and  glistening.  Marked 
congestion  at  base.  Many  small  bronchopneu- 
monic  spots.  Right  shows  more  diffuse  broncho- 
pneumonia. Upper  lobe  practically  free  from 
bronchopheumonia.  Few  small  scars  at  right 
apex. 

Spleen:  Cut  surface  soft,  markings  normal. 

Kidneys:  Left  normal  size,  capsule  strips  easily. 

Large  number  of  raised,  irregular  areas  of  infarc- 
tion. Cut  section  shows  areas  of  infarction  and 
congestion.  Right  kidney  same  as  left. 

Liver:  Normal  size.  Cut  section  shows  much 

congestion. 

Large  intestine:  Normal. 

Small  intestine:  At  about  its  middle  for  an 


area  of  about  15  cm.  there  is  discoloration,  much 
congestion  and  necrosis.  Bowel  wall  is  softened 
and  ruptures  on  removal.  A branch  of  the  su- 
perior mesenteric  artery,  10  cm.  from  origin,  shows 
a fairly  recent  thrombus. 

Stomach:  Normal. 

MICROSCOPIC  NOTES. 

Heart:  Many  irregular  fibrous  scars.  Muscle 

cells  are  large  and  contain  a large  amount  of  finely 
granular  fat.  A large  recent  thrombus  attached 
to  wall  of  left  ventricle.  Thrombi  of  heart  show 
no  bacteria,  otherwise  typical  structure. 

Spleen:  Much  passive  congestion,  otherwise 

normal.  Smear  shows  no  bacteria. 

Kidney:  Vessels  show  distinct  thickening,  few 

small  arteriosclerotic  scars.  Infarcts  show  no 
bacteria. 

Liver:  Slight  dilatation  of  capillaries  in  center 

of  lobules.  A diffuse  deposit  of  fat  in  very  fine 
droplets  throughout  liver  tissue. 

Lung:  Alveoli  filled  with  polymorphonuclear 

leucocytes  and  many  large  endothelial  cells,  which 
contain  fat. 

Pancreas:  Normal. 

Aorta:  Moderate  thickening  of  intima,  begin- 

ning calcification  and  fatty  change. 

ANATOMIC  DIAGNOSIS. 

( 1 ) Chronic  myocarditis. 

(2)  Multiple  thrombi  of  left  heart. 

(3)  Multiple  infarcts  of  kidneys. 

(4)  Embolic  occlusion  of  branch  of  mesenteric 
artery,  with 

(5)  Necrosis  of  intestine. 

(6)  Bronchopneumonia. 

Unfortunately  we  had  no  permission  to  open 
the  cranial  cavity,  but  there  seems  to  be  no  rea- 
sonable doubt  that  there  was  also  an  embolic  occlu- 
sion of  a branch  of  the  left  middle  cerebral  aftery. 

Anatomically  this  case  is  not  unusual.  Clin- 
ically, however,  it  presents  a number  of  interesting 
features.  There  are  many  points  in  the  history 
and  in  the  clinical  course  of  the  case  which  suggest 
bacterial  endocarditis.  The  history  of  “inflamma- 
tory rheumatism”  twenty-five  years  ago  with  re- 
current attacks  since;  onset  of  present  illness  with 
fever,  pains  and  aches  in  the  joints  and  muscles; 
occurrence  of  red  cells  in  the  urine;  fever  and 
leucocytosis ; and  finally  hemiplegia  and  petechiae 
in  the  conjunctivae  before  death  constitute  a rather 
characteristic  syndrome  of  bacterial  endocarditis. 
The  importance  of  red  cells  in  the  urine  in  the 
diagnosis  of  this  condition  is  emphasized  by  many 
authors  (Simons^).  Dickson  and  Wilbur^  speak  of 
petechiae,  especially  in  the  conjunctivae  of  the 
lower  lids,  as  practically  diagnostic.  The  absence 
of  a positive  blood  culture  is  not  against  a diagnosis 
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of  bacterial  endocarditis.  For,  even  with  the  most 
improved  technic,  negative  cultures  are  often  ob- 
tained in  cases  which  come  to  autopsy  with  un- 
doubted lesions  of  bacterial  endocarditis  (Simons). 
Dickson  and  Wilbur  obtained  positive  cultures 
in  ten  out  of  sixteen  cases ; and  yet  in  all  six  cases 
in  which  the  cultures  were  negative  bacteria  were 
demonstrated  postmortem  in  the  vegetations  of  the 
heart  valves.  Libman®  failed  to  get  a positive 
culture  in  only  two  out  of  seventy-five  cases;  but 
both  of  these  patients  were  undoubted  cases  of 
bacterial  endocarditis.  One  of  them  came  to 
autopsy  and  cocci  were  demonstrated  in  the  lesions 
of  the  heart  valves. 

The  absence  of  a heart  murmur  is  a more  im- 
portant point  against  the  diagnosis  of  bacterial  en- 
docarditis. But  even  the  murmur  may  be  absent, 
as  mural  endocarditis,  though  not  very  common, 
nevertheless  occurs.  One  such  case  was  studied 
in  our  own  wards  at  about  the  same  time  as  the 
case  here  reported.  The  diagnosis,  though  sus- 
pected, was  not  made  antemortem  because  of  the 
absence  of  both  heart  murmur  and  embolic  mani- 
festations. That  case  came  to  autopsy  only  a few 
days  before  the  one  under  discussion. 

The  question  of  fever  constitutes  an  interesting 
feature  in  this  case.  Neither  in  the  wards  nor  in 
the  postmortem  roo.m  did  we  find  any  inflamma- 
tory or  bacterial  cause  for  the  elevation  of  the 
temperature.  The  bronchopneumonia  was  un- 
doubtedly terminal  and  did  not  occur  until  shortly 
before  death.  Libman^  notes  fever  and  even  chills 
in  his  bacterial-free  cases  of  endocarditis  and  sug- 
gests that  fever  may  be  produced  by  a shower  of 
emboli  sent  out  into  the  circulation,  even  tho  the 
emboli  contain  no  bacteria.  In  1909  Vaughan, 
Wheeler  and  Gidley®,  and  in  1911  Vaughan,  Gum- 
ming and  Wright®  demonstrated  that  small  doses 
of  protein  injected  into  the  circulation,  especially 
when  repeated,  give  rise  to  fever  continuous,  re- 
mittent or  intermittent,  depending  upon  the  size 
and  interval  of  the  dose.  The  following  year 
August  Bock"  show'cd  that  fever  may  be  produced 
by  intravenous  injections  of  bland,  non-septic  par- 
ticles. There  does  not,  therefore,  seem  to  be  much 
reasonable  doubt  that  the  fever  in  our  case  was 
due  to  the  entrance  into  the  general  circulation 
of  the  material  from  the  decomposed  thrombi  con- 
stantly formed  in  the  dilated  left  heart. 

This  report  demonstrates  clearly  that,  wfith  the 
exception  of  a positive  blood  culture,  practical- 
ly all  the  signs  and  symptoms  accepted  as  char- 


acteristic of  bacterial  endocarditis  may  be  met 
with  in  chronic  mj'ocarditis,  with  nonseptic 
emboli.  It  further  emphasizes  clinically,  a fact 
already  established  experimentally,  that  fever  and 
even  leucocytosis  do  not  alw^ays  indicate  infection, 
even  though  it  is  to  be  admitted  that  in  a given 
case  the  latter  must  be  carefully  ruled  out  before 
such  a conclusion  is  warranted. 
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Early  Pulmonary  Tuberculosis.  (N.  Y.  Med.  Jour. 
J'uly  29,  1916).  Robert  Abrahams,  New  York,  asks. 
What  is  the  requisite  number  of  signs  to  justify 
a diagnosis  of  early  tuberculosis?  The  answer  de- 
pends entirely  on  the  physician  and  his  skill  and 
experience.  One  skilled  in  percussion,  for  example, 
may  detect  a change  in  an  apical  resonance  suffi- 
cient to  justify  a diagnosis  of  ineipiency.  Or,  one 
possessing  a correct  knowledge  of  the  acoustics  of 
the  apices  or  other  parts  of  the  lungs,  but  particu- 
larly of  the  apices,  may  safely  draw  inferences  re- 
garding diagnosis  from  one  sign  only.  The  majority 
of  observers  must  elicit  at  least  two  signs  for  a 
justifiable  diagnosis.  It  makes  little  difference  which 
two,  the  point  being  that  for  the  nonexpert  there 
is  safety  in  numbers.  A careful  study  of  the  facts 
compel  me  to  conclude  that  the  diagnosis  of  early 
tuberculosis  of  the  lungs  is  not  beset  with  insur- 
mountable difficulties;  that  it  is  but  a question  of 
correct  knowledge  of  the  physiological  conditions 
of  the  lungs,  first  and  foremost,  and  an  enlightened 
interpretation  of  the  pathological  findings  at  the 
time  of  the  examination;  signs  to  be  considered 
supreme,  symptoms  as  handmaids  to  signs.  Fi- 
nally, if  it  is  not  heresy,  and  as  an  added  assertion 
to  all  that  has  gone  before,  the  microscope  and  the 
x-ray  are  more  ornamental  than  useful  in  this  stage 
of  tuberculosis,  and  frequently  delay  treatment  by 
their  negative  results. 
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THE  TREATMENT  OF  CERTAIN 
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FEMALE.* 
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CAUSES  OF  STERILITY  IN  THE  FEMALE. 


( 1 ) Ovarian. 

(A) 

(B) 

(C) 


(2)  Tubal. 

(A) 

(B) 

(C) 


(3)  Uterine. 

(A) 

(B) 


(C) 


Anatomic. 

1.  Absent  or  rudimentary. 

2.  Absence  of  Graafian  follicles 

or  ovules. 

3.  Non  descent  or  prolapse. 
Physiologic. 

1.  Lack  of  stimulation  of  ovula- 

tion (endometrial  hor- 
mone?) 

2.  Persistence  of  corpora  lutea. 
Pathologic. 

1.  Inflamm.atory. 

(a)  Acute  pyogenic. 

(b)  Chronic  connective  tis- 

sue proliferation  and 
cyst  formation. 

2.  Neoplasms. 

(a)  Benign. 

(b)  Malignant. 

Anatomic. 

Absent  or  rudimentary. 
Ph}fsiologic. 

Little  known,  possibly  muscle 
spasm. 

Pathologic. 

1.  Inflammatory,  resulting  in 

(a)  Destruction  of  lining. 

(b)  Obstruction  of  lumen. 

(c)  Distortion  and  dis- 

placement. 

2.  Neoplasms. 


Anatomic. 

1.  Absent  or  rudimentary. 

2.  Displacements  (congenital). 

3.  Distortions  {congenital) . 
Physiologic. 

1.  Alterations  in  secretions. 

(a)  Change  in  reaction. 

(b)  Ch  ange  in  specific 

gravity. 

Pathologic. 

1.  Inflammations. 

2.  Neoplasms. 

3.  Injuries. 

4.  Displacements  (acquired). 

5.  Distortions  (acquired). 


*Read  before  the  Twenty-seventh  Annual  Meeting:  of  Wash- 
ington State  Medical  Association,  Seattle,  Wash.,  July  12-14, 
1916. 


(4)  Vaginal  and  Vulval  (including  perineum), 

(A)  Anatomic. 

1.  Absent  or  rudimentary  (in- 

cluding duplication,  etc.). 

2.  Occulusion  (at  any  point). 

(a)  Septa  (congenital). 

(b)  Persistent  hymen. 

( B ) Physiologic. 

1.  Alteration  of  secretions. 

2.  Vaginismus  (dyspareunia) . 

(C)  Pathologic. 

1.  Inflammations. 

(a)  Bacterial. 

(b)  Chemical,  resulting  in 

occlusive  cicatrices, 
etc. 

2.  Neoplasms. 

3.  Injuries,  (lacerations). 

(5)  General. 

(A)  Hitherto  unexplained  antagonism 

between  ova  and  spermatozoa  of 

certain  individuals. 

(B)  Age. 

(C)  Certain  constitutional  diseases. 

(D)  Unsexing  operations. 

(6)  Various  Combinations  of  the  above  factors. 

I wish  to  limit  my  remarks  to  the  consideration 
of  one  or  two  definite  combinations  of  factors 
which  result  in  failure  of  fecundation  and  will 
precede  the  discussion  of  my  actual  subject  matter 
by  the  presentation  of  one  or  two  preliminary 
considerations  applicable  to  the  proper  manage- 
ment of  any  case  of  barren  wedlock. 

First,  how  long  must  we  wait  before  pronounc- 
ing any  marriage  as  sterile?  Various  opinions 
prevail.  The  many  cases  of  pregnancy  resulting 
after  years  of  unfruitfulness  make  it  difficult  to 
set  an  arbitrary  time  limit,  after  which  investiga- 
tion as  to  the  cause  is  justifiable.  However,  prac- 
tical experience  shows  that  the  patients  themselves 
usually  answer  this  question,  some  presenting 
themselves  after  only  a few  months  of  married 
life  to  discover  why  children  are  apparently  denied 
them,  others  waiting  for  many  years  before  giving 
the  m.atter  serious  consideration.  Most  writers 
consider  a marriage  sterile  in  which  no  pregnancy 
has  occurred  after  three  years  of  normal  sexual 
association.  It  seems  only  fair,  however,  to  in- 
vestigate every  case  when  requested  to  do  so,  mod- 
ifying the  advice  as  to  treatment  by  consideration 
of  the  time  which  has  elapsed  since  the  marriage. 

The  second  preliminary  consideration  is  that 
of  the  role  played  by  the  husband  in  the  failure 
of  conception.  A strange  and  cruel  neglect  of 
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investigation  has  for  centuries  placed  the  blame 
unhesitatingly  upon  the  woman,  and  only  in  re- 
cent years  has  this  injustice  been  exposed.  Modern 
researches  have  revealed  the  fact  that  the  male  is 
primarily  responsible,  through  inherent  defects, 
for  from  eighteen  to  thirty-two  per  cent,  of  all 
sterile  marriages.  (We  do  not  here  consider  those 
cases  in  which  the  wife  is  rendered  incapable  of 
conception  because  of  disease  acquired  from  her 
husband) . 

Accepting  this  high  percentage  of  masculine 
responsibility,  simple  justice  to  the  woman  de- 
mands that,  in  every  instance,  a careful  investiga- 
tion of  the  husband  must  precede  possibly  even 
examination  of  the  wife,  and  certainly  the  con- 
sideration of  any  remedial  measures,  unless  other 
symptoms  than  sterility  alone  make  such  thera- 
peusis  advisable. 

As  a gjmecologist,  I cannot  enter  into  a dis- 
cussion of  the  causes  of  male  impotence,  but  men- 
tion may  be  made  of  the  accepted  methods  of  test- 
ing the  male  procreative  power.  Microscopic  ex- 
amination of  the  semen,  obtained  either  by  massage 
of  the  seminal  vesicles  or  in  a condom  after  inter- 
course, is  the  generally  accepted  method,  and  the 
finding  of  many  briskly  moving  spermatozoa  has 
been  accepted  as  proof  of  the  capability  of  the 
husband.  Hiihner,  in  a recent  monograph,  has 
questioned  the  accuracy  of  this  test,  showing  that 
the  male  must  be  able  to  deposit  the  semen  upon 
the  cervical  os,  as  otherwise  conception  is  impos- 
sible in  the  vast  majority  of  cases.  The  tests  above 
described  will  not  disclose  this  important  point, 
as  living  spermatoza  may  be  ejaculated  by  a man 
afflicted  with  hypospadias,  epispadias,  premature 
emission  (before  intromission)  or  delayed  ejacula- 
tion, due  to  stricture.  To  overcome  these  objec- 
tions, Hiihner  investigates  the  secretions  of  the 
vagina,  cervix,  and  even  fundus,  shortly  after 
coitus,  making  microscopic  search  for  spermatozoa. 
His  deductions  are  somewhat  complicated  but  en- 
tirely sound,  and  should  receive  the  careful  study 
of  all  who  are  interested  in  this  problem.  Time 
prohibits  a further  discussion  of  these  matters 
here. 

Having,  then,  proved  the  husband  blameless, 
we  are  now  confronted  with  the  task  of  discov- 
ering why  the  particular  woman  has  been  unable 
to  conceive.  Reference  to  the  etiologic  chart  will 
indicate  the  wide  field  this  consideration  covers, 
in  fact  as  broad  as  is  the  subject  of  gynecology 


itself.  I shall  confine  my  discussion  to  a definite 
subdivision  of  the  general  outline. 

The  ovarian  condition  may  first  require  our 
attention.  For  many  years  ovaries,  if  of  approxi- 
mately normal  size  and  consistency,  have  been 
presumed  to  be  normal  in  function,  notwithstand- 
ing the  fact  that  the  pathologist  has  recognized 
a type  of  chronic  congestion  with  the  formation 
of  cicatricial  tissue  and  numerous  retention  cysts. 
It  has  recently  been  pointed  out,  however,  that 
this  abundance  of  connective  tissue  may  well  act 
as  a barrier  to  the  egress  of  the  ovum  from  the 
interior  to  the  periphery  of  the  ovary.  It  may 
also  be  well  imagined  that  such  obstruction  to  the 
migration  of  the  ovum  may  result  in  pain,  thus 
introducing  for  our  consideration  the  commonly 
observed  coincidence  of  dysmenorrhea  and  ster- 
ility. 

It  is  certainly  true  that  our  treatment  must 
have  as  its  object  the  removal  of  every  hindrance 
to  the  union  of  the  male  and  female  germinal 
cells,  and  it  seems  fair,  therefore,  to  advise  that 
an  operative  procedure  which  will  remove  this 
ovarian  obstruction  be  considered.  Such  a result 
may  be  obtained  by  deep  incision  of  the  ovary, 
removal  of  the  cysts  and  their  linings,  and  careful 
approximation  of  the  cut  edges.  Scarification  of 
the  surface  may  be  added,  but  it  is  questionable 
if  this  does  not  later  result  in  the  formation  of 
more  scar  tissue  and  thus  defeat  the  object  sought. 
I freely  grant  that  this  operation,  entailing  as  it 
does  opening  the  abdominal  cavity,  may  be  con- 
sidered unjustified  in  view  of  its  rather  theoretical 
basis,  but  actual  practice  has  shown  that  the  per- 
centage of  success  has  been  higher  when  this 
operation  is  added  to  those  aimed  at  correcting 
other  abnormalities. 

The  diagnosis  of  this  condition  depends  upon 
the  discovery  of  tender  ovaries,  usually  enlarged, 
and  the  patient’s  complaint  of  lateral  dysmenorr- 
hea, a rather  meagre  symptom  complex,  it  is  true, 
but,  when  accompanied  with  the  other  findings 
which  we  are  to  mention,  fairly  easily  recognized. 

I cannot  resist  the  temptation  to  add  a word 
concerning  persistence  of  the  corpus  luteum. 
Physiologic  studies  have  shown  that  the  presence 
of  a corpus  luteum  inhibits  ovulation.  In  veteri- 
nary practice  this  fact  has  long  been  recognized 
in  the  cow,  and  an  operation  is  performed  for  its 
correction.  In  seven  cases  reported,  in  which 
persistent  corpus  luteum  was  found  and  removed. 


262 


TREATMENT  OF  STERILITY MARTIN 


Vol.  XV.  No.  8. 


pregnancy  followed  promptly  in  each  one,  all  hav- 
ing previously  been  sterile.  The  conclusion  is 
obvious.  Remove  all  corpora  lutea,  closing  over 
the  bed. 

I now  pass  to  considerations  of  congenital  uter- 
ine distortion  which,  in  brief,  is  usually  an  ante- 
flexion. This  is  a manifestation  of  underdevelop- 
ment, and  may  be  so  marked  and  accompanied  by 
so  small  a uterus  and  by  other  stigmata  of  under- 
development as,  at  the  very  outset,  to  place  the 
case  beyond  the  hope  of  remedy  by  any  present- 
day  methods.  This  exaggeration  of  infantilism  is 
fortunately  rare,  the  less  marked  cases  being  quite 
common  and  very  frequently  amenable  to  treat- 
ment. 

How  does  anteflexion  interfere  with  concep- 
tion? First,  by  narrowing  the  lumen  of  the 
uterus,  which  results  per  se  in  obstruction  to  the 
ascent  of  the  male  cell  and,  secondly,  by  inhibiting 
uterine  drainage.  A brief  discussion  of  the  secre- 
tions of  the  female  genital  tract  is  here  in  order. 
The  normal  uterine  secretion  as  presented  at  the 
cervix  is  a mildly  alkaline  albuminous  fluid,  small 
in  amount,  and  of  very  slight  viscosity,  in  short, 
an  ideal  fluid  for  the  preservation  of  the  sperma- 
tozoa which  require,  as  is  well  knowm,  an  alkaline 
medium,  and  one  through  which,  owing  to  its 
limpid  consistency,  these  motile  cells  may  readily 
penetrate.  Let  this  secretion  be  dammed  up,  how- 
ever, and  its  characteristics  are  promptly  changed. 
It  is  now  increased  in  density  and  may,  from  co- 
incident bacterial  contamination  (stasis  of  any 
secretion  usually  results  in  infection),  be  changed 
in  reaction  from  that  of  slight  alkalinity  to  actual 
acidity.  Thus  it  will  be  seen  that  spermatozoa 
will  now  find  it  a distinctly  inhospitable  medium, 
both  obstructive  to  their  progress  and  destructive 
to  their  life. 

Another  consideration  which  must  not  be  for- 
gotten is  the  usual  long,  conical  cervix,  and  pin 
hole  os  which  accompany  this  anteflexed  condition. 
Here  is  further  obstruction  offered  to  the  wander- 
ing sperm  cell. 

Still  further,  we  must  recognize  that  this  ante- 
flexion usually  results  in  dislocation  of  the  os 
uteri,  it  looking  upward  and  forward,  directly 
away  from  the  posterior  vaginal  cul  de  sac,  where- 
in normally  the  greater  amount  of  semen  is  de- 
posited. The  cervix,  in  the  opinion  of  most 
authorities,  should  dip  directly  into  this  seminal 
lake  in  order  that  the  spermatozoa  be  given  the 
best  opportunity  to  enter  the  uterine  cavity. 


We  have  now  to  consider  how  this  anteflexion 
is  maintained,  in  order  to  plan  a rational  method 
for  its  correction,  this  entailing  a brief  anatomic 
review.  The  so-called  uterine  ligaments  are  in 
part  composed  of  longitudinal  bundles  of  unstri- 
ated  muscle  fibers.  Two  of  these  ligaments  have 
to  do  with  the  production  and  maintenance  of 
anteflexion,  namely  the  utjerosacrals  posteriorly 
and  the  uteropubic  or  Y-ligament  of  Goffe  ante- 
riorly. The  position  and  direction  of  force  of  the 
uterosacrals  is  well  known,  but  a word  or  two 
may  be  said  of  the  anterior  ligament.  This  is 
more  properly  a band  of  fascia,  passing  from  the 
lateral  and  anterior  aspects  of  the  cervix  to  receive 
bony  attachment  to  the  symphysis  pubis.  Here  we 
find  the  only  direct  attachment  of  the  uterus  to 
bone,  and  thus  it  serves  to  fix  firmly  the  portion 
of  the  uterus  to  which  it  is  attached.  In  these 
cases  of  undevelopment  the  anterior  vaginal 
wall  and  the  fascial  band  in  question  are  both 
shorter  than  normal,  as  a result  of  which  we  find 
a strong  forward  fixation  of  the  lower  cervix. 
This  is  opposed  by  a backward  and  downward 
force  exerted  by  the  uterosacrals  at  a higher  point 
on  the  cervix,  and  thus  is  the  angulation  produced 


Fig.  1.  Before  operation.  Note  angle,  axis  of  cervical  canal 
and  length  of  cervix. 

and  maintained.  Spasmodic  contraction  of  the  pre- 
viously mentioned  muscle  fibers  naturally  tends 
to  increase  this  angle,  as  can  be  demonstrated 
when,  during  examination  under  anesthetic  relaxa- 
tion, the  flexion  becomes  less  marked  or  straightens 
altogether. 

The  hindrance  to  conception  in  these  cases  is, 
then,  two  fold,  first,  the  abnormal  length  of  the 
cervix  and  axis  of  the  cervical  os,  and,  second,  the 
angulation  above,  and  our  treatment  must  correct 
both  these  mechanical  errors.  (Fig.  1.) 
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The  methods  of  attacking  this  condition  are 
many.  Uterine  stems  to  mechanically  straighten 
the  angle  and  to  maintain  the  patency  of  the  canal 
find  many  enthusiastic  supporters.  The  results 
of  this  treatment  have  been  undeniably  good  in 
many  instances,  but  I am  unable  to  persuade  my- 
self that  they  meet  all  the  indications,  as  they 
can  only  forcibly  hold  the  uterus  straight  against 
the  still  maintained  traction  of  the  opposing  liga- 
ments. Dilatation  of  the  cervix  is  a time  honored 
method  of  treatment  but  it  also  fails  to  meet  the 
requirements,  as  its  results  are  almost  always  only 
temporary,  the  original  condition  of  pin  hole  os 
and  anteflexion  recurring  as  a rule  within  a few 
weeks. 

The  operation  which  I wish  to  present  is  the 
only  one  I know  of  which  has  for  its  object  the 
correction  of  all  the  causative  factors.  It  is  gen- 
erally known  as  the  Dudley-Reynolds  operation. 


Fig.  2 Fig.  3 

Fig.  2.  Dicission  of  cervi,x  complete.  Posterior  cervical  lip 
shortened.  Angle  partly  straightened. 

Fig.  3.  Anterior  attachments  released.  Condition  practically 
normal. 

although  part  of  it  originated  with  Sims  and  part 
with  Skene.  The  first  step  is  discission  of  the 
posterior  cervical  lip  as  follows: 

After  very  thorough  cervical  dilatation,  the 
posterior  lip  is  grasped  by  single  hook  tenaculae 
on  either  side  of  the  median  line.  Using  a small 
scalpel,  the  posterior  lip  is  longitudinally  incised 
in  the  mid-line  through  the  internal  os  internally, 
and  to  the  uterovaginal  junction  externally.  A 
V-shaped  piece  of  tissue  is  now  removed  from  each 
side  of  the  divided  posterior  lip,  the  apex  of  the 
V looking  downward  and  outward.  Two  sutures 
are  placed  on  each  side,  to  fold  the  arms  of  the  V 
together  transversely.  The  vaginal  mucosa  is  now 
carefully  approximated,  also  transversely.  The 
result  is  a shortened  posterior  lip  and  a widened 
os.  .The  second  phase  of  the  operation  consists  of 
incising  the  anterior  vaginal  wall  transversely,  just 


below  the  uterovesical  junction,  for  a distance  of 
about  one  and  one-half  Inches.  Behind  the  vag- 
inal mucosa,  when  sharp  downward  and  backward 
traction  is  made  upon  the  cervix,  appears  the  liga- 
ment of  Goffe.  This  is  severed  in  the  same  way 
as  was  the  vaginal  wall.  The  gauze-wrapped 
finger  is  now  introduced  and  the  anterior  surface 
of  the  uterus  and  lower  portions  of  the  broad 
ligaments  are  freed  as  widely  as  possible.  Bleed- 
ing may  be  quite  profuse,  but  it  comes  from  the 
cut  edges  of  the  vaginal  wall  and  is  checked  by 
the  suture  which  is  the  next  step.  The  transverse 
incision  is  now  united  longitudinally,  resulting  in 
a definite  elongation  of  the  previously  too  short 
anterior  vaginal  wall.  (Figs.  2 and  3.) 

What  has  been  accomplished?  By  the  first  part 
of  the  operation  the  os  has  been  enlarged  and 
made  to  look  backward  into  the  seminal  lake.  By 
the  second  part  the  ligaments  holding  the  cervix 
forward  have  been  released,  and  the  anterior  vag- 
inal wall  lengthened,  permitting  the  uterus  to 
straighten  and  the  cervix  to  be  carried  backward 
to  its  normal  position.  The  uterosacrals  are  now 
unopposed.  To  my  mind  the  mechanical  errors 
are  entirely  and  permanently  corrected.  Statistics 
in  such  cases  are  quite  misleading,  but  from  25 
to  35  per  cent,  of  cures  of  sterility  are  reported, 
and  from  60  to  85  per  cent,  of  cases  relieved  of 
dysmenorrhea. 

What  disadvantages  may  the  operation  present? 
Erosion  of  the  cervix  after  the  posterior  discission 
has  been  reported  but  the  careful  coaptation  of 
the  vaginal  mucosa  will  obviate  this.  Theoret- 
ically there  might  be  dystocia  during  labor  as  a 
result  of  scar  tissue  in  the  cervix.  Practically  such 
a result  has  been  reported  but  very  rarely  and 
carries  but  little  weight,  for  obstetric  art  will 
surely  be  generous  enough  to  overcome  such  a 
condition,  when  it  results  from  an  operation  which 
made  the  pregnancy  possible.  The  operation  is, 
of  course,  contraindicated  in  the  presence  of  tubal 
inflammation  and  such  constitutional  conditions 
as  make  surgery  in  general  more  than  ordinarily 
dangerous. 

In  closing,  I wish  to  disclaim  credit  for  any 
original  observations,  as  I have  simply  correlated 
the  work  of  several  Investigators  in  order  to  pre- 
sent to  you  what  I consider  a partial  solution  of 
one  phase  of  a subject  in  which  I am  very  greatly 
interested,  and  which  deserves,  I believe,  a much 
greater  degree  of  attention  from  the  profession  at 
large  than  it  now  receives. 
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THE  INFANT  FOR  ADOPTION.* 

By  John  B.  Manning,  S.  B.,  M.  D., 

SEATTLE,  WASH. 

There  appears  to  be  a very  real  increase  in  the 
practice  of  adopting  infants  and  children.  The 
reasons  for  this  are  numerous.  The  fact  that  there 
are  many  childless  marriages  and  that  social  agen- 
cies are  probably  better  organized  now  than  for- 
merly for  placing  infants  for  adoption  appear  to  be 
two  potent  reasons. 

Adoption  is  an  old  Latin  word  from  ad,  “to” 
“for,”  and  optic,  “a  choice”.  In  law  it  is  the 
taking  of  a child  of  other  parents  as  one’s  own. 
This  practice,  which  was  common  in  ancient  Rome, 
was  recognized  by  civil  law.  It  no  doubt  existed 
long  before  this  time  in  practice  if  not  by  civil 
law.  One  of  the  earliest  recorded  adoptions  of 
an  infant  was  that  of  Moses,  by  Pharaoh’s  daugh- 
ter, about  1500  B.  C.  “And  the  child  grew,  and 
she  (Moses’  mother)  brought  him  unto  Pharaoh’s 
daughter  and  he  became  her  son,  and  she  called 
his  name  Moses^.”  In  Athens  the  power  of  adop- 
tion was  allowed  all  citizens  who  w^ere  of  sound 
mind  and  who  possessed  no  male  offspring  of  their 
own. 

Adoption  is  not  recognized  in  the  laws  of  Eng- 
land, Scotland  or  the  Netherlands,  though  there 
are  legal  means  b)"  which  one  may  be  enabled  to 
assume  the  name,  arms,  and  inherit  the  property  of 
a stranger^.  In  France  the  rights  of  adoption  are 
exercised  only  by  those  who  are  fifty  years  of  age, 
who  have  no  children  and  who  are  fifteen  years 
older  than  the  person  adopted.  In  Germany  the 
adopting  person  must  either  be  fifty  years  of  age 
or  eighteen  years  older  than  the  adopted  child. 
Both  in  Germany  and  France  the  adopted  child 
remains  a member  of  his  original  family,  and  ac- 
quires no  rights  in  the  family  of  the  adopter  other 
than  that  of  succession  to  the  person  adopting.  In 
the  United  States  adoption  is  regulated  by  the 
statutes  of  several  states. 

Apart  from  the  sociologic  side,  which  should  be 
of  interest  to  the  medical  profession  but  which  is 
not  considered  in  this  paper,  is  the  problem  of  the 
physical  fitness  of  the  infant  as  a suitable  one  for 
adoption.  The  court,  the  social  worker,  the  matron 
and  the  managers  of  the  home  all  have  a voice  in 
deciding  as  to  the  fitness  of  the  adopting  parties 

•Read  before  the  Twenty-seventh  Annual  Meeting  of  Wash- 
ington State  Medical  Association,  Seattle,  Wash.,  July  12-14, 
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to  assume  their  new  responsibility.  More  and 
more  the  question  of  the  infant’s  physical  and 
mental  condition  is  being  put  squarely  up  to  the 
physician  and  his  approval  or  disapproval  is  anx- 
iously awaited.  We  are  consulted  only  because 
the  parents  w'ant  a healthy  baby,  and  it  is  clearly 
our  duty,  with  the  best  care  at  our  command,  to 
protect  them  from  choosing  an  infant  unfit  or 
diseased  before  the  signing  of  the  court  papers 
makes  it  their  owm. 

The  large  majority  of  adoptions  coming  under 
my  own  personal  observation  during  recent  years 
have  occurred  in  infancy.  Most  people  want  an 
infant  and  often  one  soon  after  birth.  The  help- 
lessness of  a new  born  baby  appeals  to  the  parental 
instinct.  To  see  the  infant  unfold  mentally,  to 
share  in  the  formation  of  its  habits  and  in  the 
foundation  of  its  character  and  to  supervise  its 
physical  development  are  calculated  to  bring  out 
the  finest  qualities  in  men  and  women. 

The  question  of  heredity  and  environment  re- 
peatedly come  up  during  the  discussion  of  the 
adopted  infant,  but  will  not  be  gone  into  in  this 
paper. 

If  most  adoptions  occur  in  infancy,  and  a great 
many  coming  under  observation  do  occur  within 
a few  days  of  birth,  what  conditions  should  we 
bear  in  mind  in  choosing  a baby  for  adoption  ? 

Malformations  of  the  extremities,  face,  palate, 
spina  bifida,  hypo-  and  epispadias,  imperforate  rec- 
tum and  anus,  these  can  all  be  easily  detected. 
There  may  also  be  arrested  development,  as  en- 
cephalic or  meningeal  hernia.  These  also  are  easily 
detected. 

Circulatory  disturbances.  In  view  of  the  fact 
that  in  hemorrhagic  disease  of  the  new  born  the 
first  indications  of  spontaneous  hemorrhage  may 
not  occur  until  the  fourth  or  fifth  day,  it  would 
appear  wiser  not  to  adopt  the  infant  before  the 
end  of  the  first  week. 

Congenital  structural  heart  defects,  without  any 
attempt  to  classify  them  further,  may  be  clinically 
divided  into  those  associated  wuth  cyanosis  and 
those  possessing  no  external  sign  whatever.  In 
the  former  the  diagnosis  is  evident;  in  the  latter 
it  is  usually  discovered  in  a routine  examination 
with,  as  a rule,  enlargement  and  a pronounced 
cardiac  murmur.  The  future  of  the  infant  with 
the  congenitally  defective  heart  is  very  uncertain 
and,  therefore,  one  not  to  be  chosen  for  adoption. 

Infection.  A Wassermann  reaction  is  usually 
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asked  for  and  should  always  be  made.  Any  infant 
with  an  easily  palpable  spleen  should  be  regarded 
with  utmost  suspicion  and  a second  Wassermann  is 
desirable.  These  things  are  important,  since  many 
infants  are  adopted  before  the  fourth  and  seventh 
weeks,  when  the  clinical  symptoms  of  congenital 
sj'philis  are  mostly  manifest. 

The  cord  should  be  clean.  Umbilical  infection 
with  an  active  organism  in  the  first  few  days 
usually  causes  death  in  a short  time.  A low  grade 
infection,  how'ever,  such  as  that  associated  with  a 
granulating  cord,  may  persist  a long  time  and  is 
capable  of  doing  more  or  less  serious  damage. 

I recall  an  infant  for  adoption,  about  three 
weeks  old,  perfect  except  for  a granulating  stump 
of  a cord,  such  as  we  have  all  seen  many  times, 
and  I advised  adoption.  Within  one  week  the  left 
ankle  joint  was  sw'ollen,  red,  tender,  fluctuating. 
On  aspiration  there  was  a large  amount  of  pus 
withdrawn.  The  growth  was  of  a pure  staphalo- 
coccus  culture. 

All  eye  infection  should  first  be  cleared  up. 

Nervous  disturbances.  Mental  deficiency  is  one 
of  the  most  vital  consideration^  in  the  whole  group 
and  is  usually  mentioned  by  the  adopting  parties 
as  a thing  above  all  others  to  be  avoided.  Most 
text-books  on  any  classification  of  anatomic  de- 
velopmental characteristics  state  that  an  infant  is 
able  to  hold  up  its  head  by  two  months.  Most 
normal  infants  can  do  this  long  before  this  time 
and  many  at  birth  are  able  to  do  it.  As  of  nega- 
tive value  in  eliminating  mental  deficiency,  this 
fact  is  of  much  importance.  It  is  done,  not  by 
sitting  the  infant  up,  but  by  rolling  it  over  so  that 
the  front  of  the  chest  is  supported  by  the  flat  of 
the  hand. 

Any  infant  with  a history  of  disturbed  breathing 
within  a few  days  of  birth,  such  as  occurs  in  an 
injury  to  the  medulla  or  with  a historj^  of  convul- 
sions, should  not  be  considered  for  adoption.  The 
test  for  mental  deficiency,  as  indicated  by  the  in- 
ability to  hold  up  the  head,  would  in  all  proba- 
bility be  present  in  both  these  latter  instances.  It 
is  to  be  remembered  that  the  fusion  center  in  the 
brain  is  not  always  well  established  in  early  in- 
fancy and  that  a slight  degree  of  temporary  and 
transitory  strabismus  frequently  occurs. 

Digestive  condition.  Before  proceeding  to  this 
subject  there  is  a practical  consideration  which 
presents  itself  in  regard  to  the  early  feeding  of 
the  infant.  Here  is  another  evidence  of  too  much 
mystery  surrounding  many  adoptions.  That  the 


mother  can  conceal  her  identity,  the  baby  is  not 
to  be  nursed  on  the  breast,  and  everybody  con- 
curs. In  fact,  this  has  already  occurred  in  many 
instances.  The  adopting  parties  should  be  given 
more  consideration  and  it  is  not  unreasonable  to 
expect  the  mother  to  nurse  her  new  born  baby 
long  enough  to  give  it  a start  at  least. 

So  far  as  digestion  conditions  are  concerned 
there  is  little  to  say.  There  are  two  very  rare 
congenital  anatomic  defects  which  are  so  very  un- 
usual that  in  both  instances  they  most  evidently 
indicate  serious  disturbance,  so  that  they  need  no 
further  consideration.  I refer  to  congenital  at- 
resia of  the  esophagus  and  congenital  obliteration 
of  the  bile  ducts. 

I have  seen  both  pyloric  spasm  and  pyloric  sten- 
osis in  adopted  infants.  When  the  adoption  has 
occurred  at  birth  or  soon  after,  there  are  no  means 
by  which  we  can  determine  whether  that  infant 
has  a pyloric  stenosis  existing  or  in  the  process  of 
development.  It  must  be  considered  to  be  excluded, 
however,  in  an  older  infant. 

Genitourinary  System.  Hydrocele  in  the  new 
born  is  an  occasional  occurrence.  Hernia  in  older 
infants  infrequently  develops.  I can  hardly  im- 
agine that  these  conditions  need  concern  us  much. 
Hydrocele  tends  to  disappear  spontaneously  as  the 
infant  gets  older  and  hernia  in  a similar  manner. 
Altho  requiring  mechanical  means  to  hold  it  up, 
it  is  disposed  of  by  the  deposition  of  fat  as  the 
infant  gains  in  weight.  Both  conditions  are  amen- 
able to  surgical,  if  other  treatment  should  not  suc- 
ceed, which,  in  my  experience,  is  not  common. 

Conclusion.  In  an  infant  for  adoption,  in  the 
first  weeks  of  life  there  is  a small  group  of  an- 
atomic defects  and  diseased  conditions  commonly 
existing  which  are  to  be  excluded,  if  a normal  in- 
fant is  to  be  obtained.  These  are  here  tabulated 
for  convenience  as  follows: 

(A)  Malformation.  Extremities,  face,  palate, 
spina  bifida,  hypo-  and  epispadias,  imperforate 
anus,  meningeal  hernia,  cephalhematoma. 

(B)  Circulatory.  (1)  Hemorrhagic  disease 
of  the  new  born.  (2)  Congenital  heart  defect. 

(C)  Infection.  (1)  Congenital  syphilis.  (2) 
Umbilical.  (3)  Eye. 

(D)  Nervous  disturbances.  Mental  defi- 
ciency. 

(E)  Digestive  condition.  (1)  Atresia  of 
esophagus.  (2)  Congenital  obliteration  of  bile- 
ducts.  (3)  Pyloric  stenosis  in  older  infants. 

(F)  Genitourinary.  (1)  Hydrocele.  (2) 
Hernia. 
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FYLORIC  STENOSIS  IN  INFANCY.* 
By  P.  D.  McCornack,  M.  D., 

SPOKANE,  WASH. 

It  is  the  purpose  of  this  paper  to  call  to  your 
attention  a very  important  and  frequently  over- 
looked cause  of  vomiting  in  infancy  and  to  make 
an  urgent  plea  for  a more  inquisitive  examination 
of  infants  who  vomit.  An  early  positive  diagnosis 
of  the  cause  of  vomiting  is  the  only  road  to  suc- 
cessful treatment  in  infants,  the  time  element 
being  all  important. 

There  is  a tendency  almost  universal  among 
physicians  to  lay  the  blame  for  vomiting  entirely 
on  the  quantity  or  the  quality  of  the  food.  The 
usual  instructions  in  such  cases  are  to  feed  the 
baby  less  by  shortening  the  nursing  time;  to 
lengthen  the  feeding  intervals;  to  dilute  the  milk 
by  giving  water  immediately  before  meals  or,  if 
vomiting  does  not  soon  cease,  to  wean  the  baby 
entirely.  These  instructions  are  usually  given  off- 
hand, without  searching  for  the  real  cause  of  the 
disturbance,  and  valuable  time  is  lost. 

Some  form  of  partial  obstruction  at  the  pylorus 
is  probably  the  most  frequent  cause  of  persistent 
vomiting.  Such  obstructions  may  be  of  as  much 
importance  as  are  complete  obstructions  elsewhere 
in  the  alimentary  canal. 

Etiology.  There  is  a difference  of  opinion  as 
to  the  etiology  of  pyloric  stenosis.  Whether  it 
be  due  to  a primary  hypertrophy  or  to  pylorospasm, 
or  to  a combination  of  the  two,  is  likely  to  remain 
for  some  time  a matter  of  great  uncertainty.  Wach- 
enheim  made  a short  series  of  postmortem  exami- 
nations on  unselected  cases  under  three  weeks  of 
age  and  in  every  case  found  an  obviously  thick- 
ened mass  at  the  pylorus  projecting  into  the  duo- 
denal lumen.  These  cases  presented  no  symptoms 
of  spasm  or  obstruction,  but  the  condition  found 
was  such  as  could  easily  have  led  to  pyloric  spasm 
which  is  a probable  causative  factor  in  the  devel- 
opment of  a true  organic  obstruction.  He  made 
another  short  series  of  examinations  of  unselected 
cases,  from  twm  to  four  months  of  age,  in  none 
of  which  was  there  thickening  at  the  pylorus. 

H is  conclusions  are  about  as  follows;  that  a 
retrogressive  change  normally  takes  place  between 
the  third  week  and  the  third  month,  In  which  this 
pyloric  thickening  gives  way  to  a practically  nor- 
mal condition;  that  the  conditlsn  in  the  new  born 
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is  intermediate  and  it  depends  on  circumstances 
whether  the  normal  retrogressive  changes  take 
place  or  the  thickening  increases  so  as  to  cause  an 
obstruction ; that  the  development  of  the  obstruc- 
tion is  due  to  hyperacidity  with  consequent  pyloric 
spasm  which  leads  to  hypertrophy;  at  any  rate 
that  the  average  new  born  infant  holds  within 
himself  a latent  tendency  to  develop  a pyloric 
hypertrophy. 

Holt  believes  there  is  no  spasm  possible  without 
a pyloric  hypertrophy,  and  in  twenty-six  necropsies 
he  found  h3'pertrophy  present  in  every  case. 
Whether  this  condition  is  a spasm  stenosis  or 
stenosis  from  hypertrophy  seems  to  us  largely  an 
academic  question.  Undoubtedly  there  Is  an  ele- 
ment of  both  present.  That  is  to  say,  there  are 
no  pure  medical  or  spasm  cases,  on  the  one  hand, 
or  purely  surgical,  hypertrophy  cases  on  the  other, 
as  was  formerly  believed. 

The  clinical  picture  is  distinct  and  upon  careful 
observation  the  condition  Is  usually  recognizable. 
A large  majority  of  the  cases  occur  in  males  and 
in  the  breast-fed.  We  think  the  latter  phenomenon 
is  undoubtedly  due  to  the  fact  that  nearly  all 
children  are  breast-fed  for  the  first  few  weeks  of 
life.  The  children  are  usually  perfectly  well  un- 
til about  the  third  week,  when  they  commence 
very  suddenly  to  vomit.  The  vomiting  occurs 
usually  immediately  after  taking  food,  occurs  with- 
out pain  or  fever  and  is  projectile  in  Its  character, 
emptying  the  stomach  In  one  or  two  attempts.  As 
this  vomiting  continues  the  stools  become  darker 
In  color  and  very  scant  in  amount.  The  urine 
decreases  because  of  the  lack  of  assimilated  fluid. 
The  daily  loss  of  weight  is  marked,  soon  resulting 
In  extreme  emaciation. 

The  two  symptoms,  other  than  vomiting,  which 
lead  to  a positive  diagnosis,  are  the  presence  of 
gastric  peristaltic  waves  and  the  presence  of  a 
tumor  in  the  pyloric  region.  The  waves  usually 
commence  soon  after  the  ingestion  of  food  and 
gradually  increase  In  severity  until  vomiting  oc- 
curs. In  the  typical  case  the  stomach  Is  seen  to 
be  divided  into  two  pouches,  an  upper  small  one, 
gradually  increasing  in  size  at  the  expense  of  the 
low'er  large  pouch,  as  the  Incisura  moves  from  the 
left  hypochondrium  downward  and  tow’ard  the 
right.  In  some  instances  two  Incisurae  are  seen. 
Holt  believes  this  to  be  the  most  Important  sj^mp- 
tom  and  w'ould  dislike  to  make  a diagnosis  with- 
out it.  Few  men  bare  the  abdomen  and  look  for 
this  sign. 
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While  an  extremely  important  diagnostic  sign, 
if  unsupported  by  other  corroborative  symptoms, 
it  would  lead  to  erroneous  diagnosis,  as  illustrated 
by  the  following  case.  We  saw  recently  a child 
three  weeks  old  who  had  had  convulsions  every 
hour  since  birth  and  in  whom  there  was  present 
the  typical  gastric  contraction  wave  of  pyloric 
stenosis  with  absolute  absence  of  vomiting.  This 
persisted  for  several  days.  Many  cases  are  over- 
looked because  a single  inspection  does  not  reveal 
these  contractions.  When  the  condition  is  sus- 
pected, the  gastric  region  must  be  watched  per- 
sistently for  this  phenomenon. 

The  presence  of  a tumor  is  probably  more  posi- 
tively diagnostic  than  is  a peristaltic  wave  but  is 
a less  constant  symptom.  The  tumor  is  best  felt 
just  above  and  to  the  right  of  the  umbilicus  and 
feels  much  like  a small  peanut  loosely  anchored 
in  the  abdomen.  It  is  most  easily  felt  at  the  time 
of  or  just  after  a severe  gastric  spasm.  The  prom- 
inence of  this  symptom  usually  stands  in  direct 
proportion  to  the  degree  of  the  stenosis,  although 
in  many  severe  cases  a tumor  may  not  be  felt. 

Diagnosis.  In  observing  these  symptoms  it  is 
of  utmost  Importance  to  determine  the  degree  and 
to  try  to  forecast  the  persistence  of  the  stenosis 
and  what  will  be  the  probable  progress  of  the 
case.  The  vomiting  Is  characteristic;  the  presence 
of  the  gastric  wave  Is  essential.  The  tumor  may 
or  may  not  be  felt  and  is  not  so  important  an 
indication  for  operation  as  the  surgeon  would  have 
us  believe.  One  important  fact  we  must  ascer- 
tain in  determining  the  degree  of  obstruction  is 
the  amount  of  gastric  retention.  This  is  done  by 
measuring  into  the  empty  stomach  a certain  amount 
of  milk  and  determining  by  stomach  tube  the 
amount  retained  after  three  or  four  hours.  This 
is  as  valuable,  more  simple,  and  not  as  trouble- 
some as  the  bismuth  x-ray  test,  which  the  exi- 
gences of  the  situation  do  not  usually  permit. 
With  these  four  cardinal  symptoms  present,  the 
diagnosis  is  comparatively  easy.  The  general  man 
does  not  bear  this  not  infrequent  lesion  sufficiently 
in  mind,  to  look  for  this  combination  of  symptoms. 

Prognosis.  Some  of  these  recover  without  a 
diagnosis.  Many  others  recover  after  short  pe- 
riods of  care  as  to  the  amount  of  food  ingested  and 
with  gastric  lavage.  Still  others  recover  after 
long  months  of  vigilant  medical  care  and  anxious 
hours  of  watching,  in  which  life  is  almost  de- 
spaired of.  Finally  there  remains  a group  that 


require  surgery  to  save  life.  It  would  be  pre- 
sumptuous on  my  part  to  venture  a guess  as  to 
how  many  die  unrecognized  and  consequently 
untreated. 

The  Treatment.  There  is  probably  no  other 
class  of  cases  that  comes  to  the  pediatrician  that 
causes  him  more  anxiety  as  to  the  proper  treat- 
ment to  pursue.  Shall  this  case  be  treated  med- 
ically or  surgically?  Is  the  condition  of  the  baby 
such  that  watchful  expectancy  is  advisable,  or  is 
it  such  that  an  immediate  operation  must  be  per- 
formed ? The  straight  and  narrow  path  of  proper 
treatment  is  indeed  narrow  and  difficult  to  find. 
We  believe  that  a large  percentage  of  these  cases 
get  well  without  operation ; we  also  believe  that  a 
very  large  percentage  of  such  cases  have  been  need- 
lessly jeopardized  by  prolonged  and  vigilant  med- 
ical treatment,  paradoxical  as  the  statement  may 
sound.  On  the  other  hand,  there  is  a tendency  on 
the  part  of  the  surgeon  to  plunge  immediately  into 
surgical  intervention  that  must  be  curbed. 

Robert  Hutchinson  in  England  reports  twenty 
cases  in  private  practice  without  operation  with 
but  two  deaths,  and  the  German  school  are  so 
confident  of  their  medical  treatment  that  they 
never  operate.  On  the  other  hand,  there  are  many 
surgeons  in  this  country  who  consider  the  disease 
exclusively  surgical  and  urge  that  the  patient  be 
turned  over  to  them  as  soon  as  the  diagnosis  is 
made.  In  either  case  there  is  a large  risk.  If  the 
diagnosis  be  positive,  that  the  pyloric  obstruction 
is  complete  or  nearly  so  and  is  going  to  persist, 
the  sooner  the  child  is  operated  upon  the  greater 
will  be  his  chances  of  recovery.  When  the  symp- 
toms lead  one  to  believe  that  the  obstruction  is 
not  complete,  medical  treatment  Is  certainly  more 
advisable.  We  believe  that  after  an  early  diag- 
nosis, when  the  child’s  condition  is  fairly  good,  a 
very  careful  watchful  expectancy  should  be  prac- 
tised. Then,  when  the  child  shows  progressive 
loss  in  weight  and  continual  vomiting,  surgical 
intervention  should  not  be  postponed,  even  though 
the  symptoms  are  not  very  severe.  A certain  per- 
centage retain  their  food,  increase  in  weight  and 
show  great  comfort  on  thoro  gastric  lavage  twice 
a day  and  many,  in  a very  short  time,  recover  com- 
pletely. On  the  other  hand,  it  is  the  duty  of  the 
medical  man  not  to  allow  these  cases  to  assume 
too  grave  a character  before  surgical  intervention 
is  advised. 

It  is  our  policy  at  present  to  watch  carefully 
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the  loss  of  weight,  degree  of  gastric  contractions 
and  amount  of  vomiting,  during  a few  days  of 
gastric  lavage.  If  symptoms  do  not  subside  soon, 
surgeiy  is  advised,  but  without  giving  the  medical 
treatment  a fair  trial  is  an  injustice  to  the  patient. 
The  medical  risks  are  many  and  of  a grave  char- 
acter. The  greater  lies  in  the  fact  that  the  med- 
ical treatment  may  be  continued  until  the  baby 
becomes  so  weak  that  surgical  intervention  is  hope- 
less. The  surgical  risks  are  great  and  one  is  com- 
pelled by  a false  feeling  of  compassion  for  one  so 
young  to  avoid  surger}^  if  possible.  The  family 
objection  is  usually  based  on  the  seeming  incongru- 
ity of  operation  on  a fifteen  day  old  child. 

Out  of  our  series  of  cases  seen  in  private  prac- 
tice in  sixteen  months,  we  wish  to  present  in  brief 
a few  characteristic  ones  to  illustrate  the  variable 
course  these  cases  may  pursue. 

Baby  U.,  15  days  old,  and  baby  W.,  23  days 
old,  show  the  classic  characteristics— projectile 
vomiting,  tumor  and  spasm.  In  both  of  these 
cases  surgical  intervention  was  not  advised  and 
medical  treatment  was  pursued.  Both  were  dis- 
tressing. The  loss  of  weight  was  great,  the 
stomach  was  washed  out  two  or  three  times  a day, 
the  vomiting  continued  and,  before  the  condition 
of  the  patients  improved,  death  seemed  almost 
inevitable.  It  was  too  late  to  operate,  so  gastric 
lavage  was  continued  and  gradually  the  vomiting 
ceased. 

In  each  of  these  cases,  if  the  experience  were  to 
be  repeated,  operation  would  have  been  advised 
before  the  patient  got  into  such  a precarious  con- 
dition. We  feel  that  we  unwittingly  jeopardized 
the  lives  of  these  patients. 

Baby  C.  illustrates  another  class  where  the 
spasm,  the  tumor  and  the  vomiting  were  very 
great.  Operation  was  not  advised  because  we  felt, 
in  this  case,  medical  attention  was  worthy  of  trial. 
The  stomach  was  washed  out  before  every  feeding 
and  after  two  weeks  of  such  treatment  the  vomit- 
ing entirely  ceased.  This  baby  was  on  mother’s 
milk  and  did  not  gain  for  over  a month  after  the 
vomiting  ceased.  On  going  back  to  its  home  in 
the  country  it  commenced  to  gain  immediately  and 
made  an  uneventful  recovery. 

Baby  S.,  whose  birth  weight  was  eight  pounds, 
commenced  to  vomit  on  the  fourteenth  day  and 
vomited  incessantly  until  the  t\venty-seventh.  The 
attending  physician  had  not  made  the  diagnosis, 
had  given  the  child  many  different  kinds  of  food 
and  allowed  the  breast  to  become  inactive.  The 
weight  on  the  twenty-seventh  day  was  five  pounds 
and  one  ounce,  or  three  pounds  less  than  birth 
weight.  The  emaciation  was  marked,  the  vomit- 
ing was  persistent,  a large  tumor  was  present. 
While  the  chances  were  very  much  against  the 


child,  operation  seemed  the  only  hope.  Operation 
was  performed  by  Dr.  Lambert,  who  did  a Ramm- 
stedt  operation,  with  almost  immediate  and  com- 
plete recovery. 

An  additional  indication  in  this  case  was  the 
mechanical  difficulty  encountered  by  the  presence 
of  a cleft  palate. 

Baby  K.,  who  is  at  present  under  observation, 
commenced  on  the  seventh  day  to  vomit.  The 
vomiting  persisted  for  four  days.  At  this  time 
the  case  came  under  our  observation.  There  w’as 
a small  tumor,  fairly  severe  gastric  contractions 
and  persistent  vomiting.  There  was  very  little 
emaciation.  This  case  is  being  treated  expectantly. 
The  child  w’as  at  first  given  five  minute  nursings 
every  two  hours,  during  which  time  he  secured 
one  to  one  and  one-half  ounces.  The  stomach  was 
washed  tw’ice  daily.  For  over  a week  the  child 
has  not  vomited,  is  nursing  every  three  hours  and 
is  increasing  in  weight  at  the  rate  of  about  an 
ounce  a day. 

This  case  was  as  severe  at  its  onset  as  any  of 
the  others,  including  the  surgical,  but  has  evi- 
dently been  relieved  by  the  medical  treatment. 


THE  TOXEMIA  OF  PREGNANCY.  SOxME 
THOUGHTS  SUGGESTED  BY  THREE 
RECENT  CASES. 

By  Frederick  T.  Hyde,  M.  D., 

PORT  ANGELES,  WASH. 

“One  swallow  does  not  make  a summer,”  but 
its  presence  is  highly  significant.  So,  likewfise, 
two  or  three  cases  are  not  enough  to  definitely 
establish  a line  of  treatment,  but  their  successful 
outcome  under  certain  conditions  is  strongly  sug- 
gestive. 

Our  knowledge  of  the  true  causes  leading  to 
hyperemesis  gravidarum  or  to  eclampsia  is  very 
meagre,  in  fact  is  nil,  but  there  are  various  indi- 
cations, all  of  which  point  in  the  same  general 
direction,  from  wTich  we  may  establish  a theory. 

For  many  years  I have  thought  that  each  of 
these  conditions  W’as  due  to  some  derangement  of 
the  internal  secretions,  particularly  that  of  the 
thyroid  gland. 

The  fact  that  at  puberty  and  in  pregnancy  the 
thyroid  enlarges ; that  its  period  of  disease  is  dur- 
ing the  menstrual  activity,  and  that  following  the 
menopause  it  seldom  demands  our  attention ; and 
the  further  fact  that  the  feeding  of  thyroid  extract 
in  some  cases  and  ovarian  extract  in  others  tends 
to  prevent  the  unpleasant  conditions  associated 
frequently  with  the  climacteric ; and  further  the 
fact  that  either  or  both  of  these  are  given  with 
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marked  success  in  the  various  derangements  of  the 
menstrual  function  as  well  as  in  cases  of  infantil- 
ism and  sterility;  all  these  facts  strongly  suggest 
the  close  relationship  between  these  structures  and, 
like  the  above  mentioned  swallow,  are  highly  sig- 
nificant. 

The  professional  life  of  the  average  general 
practitioner  is  hardly  full  enough,  thank  Heaven, 
of  cases  of  either  hyperemesis  or  eclampsia  to 
definitely  establish  a casus  belli  in  either  one,  but 
each  of  us  occasionally  has  one  or  tw’o  with  suc- 
cessful outcome  and  the  reporting  of  these  indi- 
vidual cases  goes  to  make  up  a mass  of  statistics 
from  which  valuable  deductions  may  be  drawm. 

In  this  connection  I wish  to  report  the  histories 
of  three  cases  and  allow  the  reader  to  draw  his 
own  conclusions. 

* 

Case  1.  Hyperemesis  gravidarum.  Mrs.  R. 
G.  C.  IV-para.  Well  developed  and  nourished 
woman  of  25.  Had  one  child,  normal  fifteen  hour 
labor.  One  pregnancy  interrupted  at  nine  weeks, 
and  one  at  three  months  for  hyperemesis. 

Last  menses  May  20,  1914.  Began  to  vomit 
continuously  about  July  1.  Could  retain  nothing. 
A careful  examination  revealed  no  cause  for  vom- 
iting. Was  put  to  bed  with  trained  nurse  July 
7,  and  kept  there  until  Aug.  1.  During  this  time 
almost  everything  was  tried  without  avail.  Finally 
resort  was  had  to  rectal  feeding  and  morphia  hy- 
podermically. This  gave  some  relief  but  patient 
continued  ill  and  was  losing  weight  rapidly. 

July  25  she  was  put  on  5 minims  of  adrenalin 
and  5 grains  of  thyroid  three  times  daily.  Inside 
of  a week  conditions  had  much  improved.  The 
first  of  August  she  was  out  of  bed.  She  had  no 
further  trouble  and  was  satisfactorily  self  deliv- 
ered on  Feb.  23,  1915. 

Case  2.  Mrs.  H.  H.  D.,  primipara.  Well 
developed  and  nourished  woman  of  25.  Heart 
and  lungs  negative,  urine  normal.  Had  had  much 
stomach  trouble.  Diagnosis  of  acidosis  had  been 
previously  made  by  another  physician.  Had  also 
had  acne  rosacea  very  badly. 

Last  menses  Dec.  9,  1914.  Her  pregnancy  w'as 


National  Board  of  Medical  Examiners  of  the  U.  S. 

This  board  will  hold  its  first  examination  at  Wash- 
ington, D.  C.,  for  a week,  beginning  Oct.  16,  par- 
ticulars of  which  can  be  obtained  from  the  secre- 
tary, Dr.  J.  S.  Rodman,  2106  Walnut  Ct.,  Phila- 
delphia, Pa.  The  aim  of  this  Board  is  to  establish 
a standard  of  examination  and  cerUfication  of 
graduates  in  medicine,  through  which  by  the  co- 
operation of  the  individual  Boards  of  Medical  Ex- 
aminers, the  recipients  of  the  certificates  of  the 
National  Board  of  Medical  Examiners  may  be  rec- 
ognized for  licensure  to  practice  medicine.  The 
policy  of  the  Board  is  to  conduct  its  examinations 
on  a broad  scientific  basis  of  such  a high  yet  prac- 
ticable standard  that  the  holders  of  its  certificates 


uneventful  until  Aug.  25,  when  albumin  in  large 
quantities  suddenly  appeared  in  the  urine,  asso- 
ciated with  scattering  hyalin  and  granular  casts. 
Headache  also  appeared  about  this  time  with  some 
edema  of  feet,  occasional  nausea,  urine  two  pints 
in  twentv-four  hours. 

As  she  was  to  be  delivered  on  Sept.  15  no  time 
was  lost  in  temporizing.  She  was  put  to  bed  on 
absolute  milk  and  water  diet,  and  given  3 grains 
of  thyroid  extract  three  times  a day. 

On  Sept.  15  labor  started  and  kept  up  for  about 
si.x  hours,  absolutely  stopped  for  forty-eight  hours, 
then  began  again  Sept.  17,  when  she  was  success- 
fully self-delivered  of  a fine  boy.  The  albumin 
persisted  for  about  six  weeks  in  gradually  lessen- 
ing amounts. 

Case  3.  Mrs.  H.  G.  C.,  H-para.  Well  de- 
veloped and  nourished  woman  of  30.  Heart  and 
lungs  negative,  urine  normal.  All  pelvic  di- 
ameters small  but  normal.  Cystocele,  rectocele, 
lacerated  cervix.  Last  menses  Jan.  5.  Previous 
child  had  been  delivered  with  high  forceps,  fol- 
lowed by  severe  post  partum  hemorrhage.  One 
sister  died  in  child  birth  of  this  same  complication. 

No  serious  trouble  until  about  Sept.  1,  when 
she  began  to  feel  bloated.  Her  entire  body  was 
edematous,  eyes  swollen  nearly  shut  in  the  morn- 
ing. 

I saw  her  Sept.  22.  The  urine  was  less  than 
a pint  a day,  very  dark,  almost  solid  with  albumin, 
specific  gravity  1030,  many  hyalin  and  granular 
casts.  Her  lips  were  blue,  she  had  nausea,  head- 
ache, stomachache,  pains  in  calves  of  legs,  dizzi- 
ness and  insomnia. 

She  was  immediately  put  to  bed  on  milk  and 
water  diet,  with  daily  hot  baths  and  rectal  injec- 
tions of  saline  four  quarts.  Conditions  improved 
somewhat  but  not  satisfactorily,  so  thyroid  3 gr. 
and  urotropin  5 gr.  were  given  three  times  daily. 
In  three  days  improvement  was  marked  and  con- 
tinued steadily.  The  urine  came  up  to  double, 
the  edema  and  nausea  were  much  less;  the  pains 
in  the  legs  decreased  and  she  felt  like  getting  up. 

She  was  kept  in  bed  until  Oct.  10,  when  she 
was  taken  to  the  hospital  and  successfully  self- 
delivered.  Her  convalescence  was  normal,  and  in 
three  weeks  the  urine  was  of  normal  amount  and 
free  from  albumin. 


Mull  receive  universal  recognition.  The  independent 
action  by  the  Board  is  furthered  by  the  financial 
and  moral  support  of  the  Carnegie  Foundation. 

A New  Electric  Company.  The  medical  profes- 
sion will  be  interested  in  the  formation  of  the  new 
corporation,  called  the  Victor  Electric  Corporation, 
of  Chicago,  composed  of  the  following  four  com- 
panies: Victor  Electric  Co.,  Chicago;  Scheidel- 

Western  X-Ray  Co.,  Chicago;  Macalaster-Wiggins 
Co.,  Cambridge;  Snook-Roentgen  Mfg.  Co.,  Phila- 
delphia. The  new  company,  by  the  elimination  of 
waste,  will  more  efficiently  serve  the  medical  pro- 
fession. It  will  conduct  business  in  an  ethical 
manner  to  the  satisfaction  of  its  customers. 
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EDITORIAL 

STATE  ASSOCIATION  MEETINGS. 

Oregon  State  Medical  Association. 
Portland,  September  14-15. 

Utah  State  Medical  Association  at  Salt 
Lake  City,  September  12-13. 

Idaho  State  Medical  Association  at 
Twin  Falls,  October  5-6. 


THE  OREGON  ASSOCIATION  MEET- 
ING NEXT  MONTH. 

The  meeting  of  the  Oregon  State  Medical 
Association  will  be  held  in  Portland  September 
14-16.  The  first  two  days  will  be  given  up  to 
scientific  work,  and  on  the  16th  an  excursion  by 
automobile  for  all  of  the  visiting  physicians  and 
their  wuves  will  be  had  over  the  famous  Columbia 
River  Highway.  Luncheon  will  be  served  at  some 
point  on  the  highway  and  a greater  portion  of 
the  day  will  be  given  over  to  this  feature.  On 
Friday  evening,  the  15th,  the  annual  banquet  will 
be  held  and  some  new  and  interesting  features 
will  be  added,  different  from  the  ordinary  routine 
of  after-dinner  speeches.  The  committee  on  ar- 
rangements has  not  reported  on  entertainment  for 
the  first  night,  but  this  will  be  attended  to.  There 
are  yet  a few  vacant  places  on  the  program  for 
the  scientific  session  and  applications,  together 
with  titles  of  the  papers,  should  be  submitted  at 
once  to  the  acting  secretary.  Dr.  Calvin  S.  White, 
as  the  number  of  papers  will  be  limited  and  the 
scientific  committee  are  anxious  to  complete  their 
work  as  early  as  possible. 

One  and  one-third  fares  will  be  allowed  on  all 
the  railroads.  But  you  must  remember  it  is  neces- 
ary  to  get  a receipt  for  your  ticket  when  purchased 
and  have  it  countersigned  by  the  secretary  at  the 
meeting. 


THE  WASHINGTON  MEETING  AT 
SEATTLE. 

The  annual  meeting  of  the  Washington  State 
Medical  Asssociation  held  at  Seattle  last  month 
was  one  of  the  most  successful  and  generally  sat- 
isfactory in  the  history  of  the  association.  The 
program  of  papers  was  distinguished  for  its  brev- 
ity, occupying  but  two  morning  and  two  after- 
noon sessions.  Since  the  number  was  limited, 
there  was  abundant  time  and  opportunity  for  their 
free  discussion.  While  perhaps  not  of  as  pro- 
found scientific  interest  as  have  been  presented  at 
other  meetings,  they  were  on  subjects  of  general 
knowledge,  concerning  which  a good  number  had 
opinions  to  express.  One  very  satisfactory  feature 
of  the  meeting  was  the  large  attendance.  Aside 
from  the  first  tri-state  rneeting  in  Seattle,  in  1909, 
which  included  many  physicians  from  Oregon  and 
Idaho,  the  registration  last  month  was  the  largest 
in  the  history  of  the  Washington  association,  to- 
taling 314.  While  the  majority  of  registrations 
was  from  King  County  Medical  Society,  there 
were  146  in  attendance  from  other  cities,  includ- 
ing nine  from  Portland  and  two  from  other  states. 

The  prominent  features  of  the  meeting  were 
of  a social  character,  at  which  the  members  had 
excellent  opportunities  to  get  acquainted.  This  is 
in  reality  one  of  the  important  and  most  useful 
results  of  a state  meeting.  The  more  the  members 
of  the  medical  profession  know  each  other  and 
cultivate  each  others  acquaintance,  the  better  it 
will  be  for  the  profession  of  the  state  individually 
and  collectively.  The  smoker  on  the  first  evening 
varied  somewhat  from  the  usual  functions  of  this 
character,  being  partly  an  intellectual  feast  instead 
of  wholly  devoted  to  exhibitions  of  strenuosity. 
The  most  important  part  of  the  program  was  the 
address  by  Dr.  Mix,  on  angina  pectoris.  This  -was 
one  of  his  usual  instructive  and  invaluable  ad- 
dresses. The  banquet  on  the  second  evening  was 
accompanied  by  the  dignified  and  staid  character- 
istics which  might  be  expected  within  the  bounds 
of  a dry  state.  While  there  were  lacking  some 
of  the  customary  hilarity  of  such  occasions,  there 
was  compensatory  impressiveness  from  the  ad- 
dresses of  Governor  Lister  and  Bishop  O’Dea, 
President  Suzzallo,  of  Washington,  and  President 
Westbrook,  of  British  Columbia  University.  The 
appearance  of  men  of  this  character  on  such  an 
occasion  and  their  addresses  offer  something  worth 
while,  which  is  an  inspiration  to  the  profession  of 
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the  state.  The  third  day  oi  the  meeting  was  de- 
voted to  an  all-day  excursion  on  the  steamship 
Iroquois  to  Orcas  Island,  where  an  old-fashioned 
clam  bake  awaited  the  arrival  of  the  ship  load. 
That  this  unusual  family  gathering  was  appre- 
ciated is  shown  by  the  fact  that  about  four  hun- 
dred took  advantage  of  the  opportunity  for  this 
delightful  outing.  Fortunately  it  was  the  bright- 
est day  of  the  week,  with  especially  charming 
weather.  It  is  safe  to  say  that  the  recollection  of 
this  meeting  will  long  remain  in  the  minds  of  the 
physicians  of  Seattle  and  their  guests  with  many 
delightful  memories  and  associations. 


THE  UNIVERSITY  EXTENSION 
LECTURES. 

The  plan  of  the  University  Extension  Divi- 
sion of  Washington  to  provide  annual  lectures  for 
the  profession  of  the  state  was  most  successfully 
inaugurated  last  month  by  the  series  of  five  lec- 
tures by  Dr.  Chas.  L.  Mix,  of  Chicago.  While 
the  enterprise  was  launched  with  some  trepida- 
tion and  a question  as  to  its  success,  the  response 
on  the  part  of  the  profession  far  exceeded  the 
most  enthusiatic  expectations.  Naturally  the 
large  majority  in  attendance  came  from  Seattle. 
While  eighty  per  cent,  of  the  117  who  reg- 
istered were  from  that  city,  the  remaining  twenty 
per  cent,  were  from  nine  other  cities  of  the  state. 
The  subjects  of  the  five  lectures  were  general 
diagnosis,  the  specific  titles  being  (I)  diseases  of 
the  heart,  (II)  arteriosclerosis,  (III)  gastric  and 
duodenal  ulcer  and  carcinoma  of  the  stomach, 
(IV)  diseases  of  the  gall-bladder  and  biliary  tract 
and  (V)  common  spinal  cord  diseases.  Presented 
by  such  a master  of  diagnostic  knowledge  as  Dr. 
Mix,  the  consideration  of  these  subjects  offered 
a fund  of  classified,  up-to-date  information  which 
was  received  with  the  greatest  satisfaction  and 
enthusiasm  by  the  class.  The  sessions  were  held 
in  connection  either  with  the  city  or  county  hos- 
pitals, from  both  of  which  abundant  clinical  ma- 
terial was  obtained  to  illustrate  the  many  features 
of  each  lecture.  The  value  of  this  course  was 
recognized  by  all  as  so  great  that  it  will  no 
longer  be  classed  as  experimental.  With  such  a 
high  standard  of  lectures  established  by  this  first 
course,  there  is  an  accepted  assurance  that  the 
University  Extension  Division  will  be  of  the  great- 
est service  to  the  medical  profession  of  the  state 
by  presenting  to  it  annually  the  most  distin- 


guished clinicians  obtainable.  Professor  Suzzallo 
stated  that  plans  will  be  made  to  bring  such  men 
from  wherever  obtainable,  in  our  own  country  or 
from  Europe. 


THE  WASHINGTON  MEDICAL  PRAC- 
TICE ACT  SUSTAINED. 

Over  a year  ago  the  Washington  Medical  Ex- 
amining Board  revoked  the  license  of  Dr.  J. 
Eugene  Jordan,  of  Seattle,  who  for  twenty-five 
years  has  advertised  in  the  daily  papers  his  ability 
to  cure  specified  incurable  diseases.  This  action 
was  based  on  the  provision  in  Section  11,  of  the 
Medical  Practice  Act  under  the  definition  of 
“unprofessional  conduct”,  which  grants  to  the 
board  power  of  revoking  a license.  This  clause 
is  as  follows: 

“Third.  All  advertising  of  medical  business 
which  is  intended  or  has  a tendency  to  deceive  the 
public  or  impose  upon  credulous  or  ignorant  per- 
sons, and  so  be  harmful  or  injurious  to  public 
morals  or  safety.” 

Upon  Jordan’s  appeal  to  the  Superior  Court 
from  this  decision,  his  case  was  tried  before  Judge 
French,  of  Kitsap  County,  sitting  on  the  King 
County  bench.  Altho  ten  experienced  physicians 
testified  to  the  incurability  of  the  specific  diseases 
which  Jordan  claimed  to  cure,  the  judge  held  in 
his  favor,  claiming  the  defense  had  failed  to  prove 
these  particular  diseases  to  be  incurable.  They 
simply  announced  their  inability  to  cure  these  dis- 
eases, while  Jordan  claimed  that  he  could  cure 
them.  During  the  past  year  this  notorious  adver- 
tiser has  made  all  possible  capital  out  of  this  deci- 
sion, carrying  it  as  an  advertisement  in  several  of 
the  daily  papers.  The  examining  board  at  once 
appealed  from  the  decision  of  Judge  French  to  the 
Supreme  Court  which  last  month  rendered  a de- 
cision repealing  that  of  the  Superior  Court  and 
affirming  the  action  of  the  examining  board  in 
revoking  Jordan’s  license.  The  Court  stated, 
among  other  things,  “it  is  not  merely  unethical 
but  immoral  to  get  money  from  the  poor,  the 
simple  or  the  ignorant  by  advertising  the 
cure  of  what  is  incurable.”  This  is  not  only  a vic- 
tory for  the  examining  board  in  this  particular 
case  but  it  has  a far  reaching  effect  in  establishing 
the  authority  of  the  board  to  revoke  a license  for 
imposing  upon  and  deceiving  the  public  by  false 
claims  of  ability  to  accomplish  impossibilities  in 
medical  practice. 
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THE  THREATENING  EPIDEMIC  OF 
POLIOMYELITIS. 

An  epidemic  of  poliomyelitis  which  began  in 
New  York  early  in  July  has  already  brought 
death  into  the  homes  of  hundreds  and  fear  into 
the  hearts  of  millions  of  people.  That  the  epi- 
demic will  spread,  and  in  time  reach  the  North- 
west seems  more  than  probable.  Judging  by  pre- 
ceding epidemics,  a year  or  two  will  pass  before 
it  extends  this  far,  tho  before  this  editorial  appears 
in  print  it  may  be  with  us.  Whether  or  not  that 
fear  is  realized,  the  mere  rumor  of  poliomyelitis 
frightens  parents  as  almost  no  other  disease  rumor 
can,  and  from  the  first  newspaper  report  the  pop- 
ulace has  exhibited  curiosity  and  anxiety  over  the 
possibility  of  spread  of  the  disease. 

The  actual  cause  of  poliomyelitis  remains 
speculative.  Nothing  has  been  conclusively  proven 
as  to  its  nature  or  the  method  by  which  it  spreads. 
Here  and  there  in  the  literature  one  may  find 
positive  statements  such  as  this  or  that  writer  has 
“conclusively  proved”  its  contagiousness,  by  this 
term  meaning  conveyance  by  contact,  but  such 
proof  has  never  been  convincing  to  many  ob- 
servers. By  analog}^  and  epidemiology  there  seems 
little  reason  to  doubt  that  it  is  due  to  a specific 
virus  which  is  further  thought  to  belong  to  the 
ultra-microscopic  world.  The  disease  has  been 
transmitted  by  inoculation  through  a series  of 
monkeys,  and  there  is  abundant  laboratory  proof 
of  its  communicable  nature  but  how  it  spreads  no 
one  knows.  The  stable  fly,  the  barnyard  fowl 
and  other  animals  have  been  thought  to  be  con- 
veyors, but  every  theory  of  this  kind  has  been  dis- 
puted or  repudiated.  In  these  as  in  many  other 
questions,  clinical  and  laboratory  data  do  not 
always  confirm  each  other.  Almost  every  phase 
of  etiology,  temporarily  established,  becomes  de- 
batable in  the  light  of  later  experience.  What- 
ever the  agency,  whatever  the  method  of  spread, 
the  disease  clearly  is  communicable.  This  term 
covers  contagion  and  infection  and,  for  the  pur- 
pose of  clearing  the  atmosphere  of  difficulties  aris- 
ing from  quibbles  over  the  definition  of  these  two 
terms,  has  been  wisely  adopted  by  the  state  health 
boards. 

That  there  are  abortive  and  meningitic  types 
of  poliom3^elitis  must  not  be  forgotten.  They  per- 
haps better  explain  the  spread  of  the  disease  than 
any  other  theory.  Patients  suffering  from  these 
forms  may  not  be  very  sick,  may  escape  diagnosis 


and  wander  about  distributing  the  disease.  These 
types  are  common,  how  common  no  one  knows, 
but  certainly  more  common  than  has  been  thought. 
Whatever  doubts  may  arise  as  to  method  of 
spreading,  it  is  certain  that  he  errs  least  who  errs 
on  the  safe  side.  Thus  suspected  and  proved  cases 
should  be  isolated  and  quarantined  promptly.  In 
the  last  epidemic  the  only  available  places  for 
isolation  were  the  regular  contagious  hospitals, 
where  the  little  victims  of  poliomyelitis  were  cared 
for  side  by  side  with  those  suffering  from  scarlet 
fever,  measles  and  similar  disorders.  It  is  to  be 
hoped  that,  should  there  be  an  epidemic  in  the 
Northwest,  arrangements  will  be  made  in  every 
municipality  to  set  aside  a dwelling  house  for  use 
as  a temporary  isolation  hospital.  The  reason  for 
this  is  to  avoid  the  possibility  of  exposing  suspected 
or  actual  cases  of  poliomyelitis  to  other  infections 
and  to  encourage  parents  to  permit  isolation. 
Parents  will  not  object  to  removing  children  to 
such  a hospital  but  judged  by  the  past  they  will 
rebel,  with  good  reason,  against  removal  to  the 
ordinary  contagious  hospital. 

A word  about  treatment.  The  first  principle 
is  rest,  without  which  one  cannot  hope  to  mini- 
mize later  palsies.  Since  these  depend  upon  the 
extent  of  the  lesions  in  the  cord,  at  a time  when 
it  is  the  site  of  hemorrhagic  and  exudative  pro- 
cesses, it  seems  criminal  to  irritate  it  by  manipu- 
lation and  movement.  Some  of  the  cells  will  be 
merely  pressed  upon  and  may  regain  their  func- 
tions. Irregular  practitioners  will  be  on  hand  to 
urge  readjustment  and  manipulation  at  a time 
when  these  can  only  do  harm.  All  handling  should 
be  discouraged,  save  such  as  is  necessary  for  the 
care  of  bodily  functions.  Later  massage  may  be 
indicated,  but  in  the  beginning  rest,  rest,  rest 
must  be  the  precept  and  practice.  This  is  not 
the  place  for  discussion  of  other  therapy  but  this 
one  point  seems  to  be  of  sufficient  importance  to 
warrant  urging  in  season  and  out. 

ABUSE  OF  CESARIAN  SECTION. 

The  perfection  of  operative  technic,  together 
with  the  universal  adoption  of  asepsis,  has  ren- 
dered possible  the  common  performance  of  cer- 
tain major  surgical  operations  which  a few  years 
ago  were  rarely  undertaken.  The  comparative 
safety  of  ordinary  abdominal  operations  has  often 
induced  a surgeon  hastily  to  resort  to  major 
surgerv  when  conservative  treatment  might  have 


August,  1916. 


EDITORIAL 


273 


brought  about  recovery  by  other  methods  free  from 
operative  risk  and  more  conducive  to  the  satety  of 
the  patient.  W^e  have  observed  waves  oi  enthu- 
siasm ior  certain  operations  spread  thru  the  pro- 
fession from  time  to  time,  as  witnessed  by  the 
widespread  sacrifice  of  ovaries  some  years  ago  and 
later  the  prevalent  practice  of  attack  on  the  pro- 
lapsed kidne}'.  One  of  the  latest  results  of  opera- 
tive ardor  is  the  Cesarean  section.  Not  many 
years  ago  this  was  undertaken  only  in  extreme 
cases  and  then  with  fear  and  trembling.  Now, 
however,  the  merest  tyro  in  surgery  considers  him- 
self qualified  to  successfully  perform  this  opera- 
tion. Whenever  a particular  obstetrician  finds  it 
necesarj’  to  resort  to  this  procedure  an  unusual 
number  of  times  during  a brief  period,  it  is  reason- 
able to  question  w'hether  his  enthusiasm  has  not 
outrun  the  necessities  of  obstetric  practice.  Cragin*, 
of  New  York,  w’ho  has  had  wide  experience  in 
this  line  of  surgery,  expresses  himself  emphatically 
on  this  point.  While  stating  that  dystocia  from 
pelvic  contraction  or  tumors  is  the  one  positive 
indication  for  Cesarean  section,  he  considers  that 
other  conditions,  such  as  placenta  plevia,  eclamp- 
sia, accidental  hemorrhage,  etc.,  to  which  it  has  so 
commonly  been  applied  of  late,  furnish  justifica- 
tion for  section  only  in  rare  instances.  While 
these  latter  may  occasionally  demand  the  opera- 
tion, such  cases  can  nearly  alw'ays  be  delivered 
some  other  w^ay,  usually  after  preliminary  dilata- 
tion wu'th  the  elastic  bag.  He  calls  attention  to 
the  fact  that  after  Cesarean  section  we  can  never 
be  certain  that  the  cicatrized  uterine  w^all  will 
stand  a subsequent  pregnancy  and  labor  without 
rupture.  Hence,  the  usual  rule  is,  once  a Cesarean 
always  a Cesarean.  Therefore,  he  believes  that 
the  extension  of  this  operation  to  conditions  other 
than  dystocia  should  be  exceptional  and  infrequent. 


ANOTHER  STATE  MEDICAL  JOURNAL. 

The  latest  State  Association  Journal  is  that  of 
Nebraska,  whose  first  issue  appeared  in  July.  Its 
opening  announcement  states  it  realizes  the  dream 
of  many  years  for  the  state  association  and  comes 
into  existence  thru  a demand  for  a more  coherent 
medical  profession  in  Nebraska.  In  size  and 
appearance  it  conforms  to  that  adopted  by  nearly 
all  association  journals.  We  wish  it  prosperity 
and  a long  life  of  usefulness. 

*New  York  Merlical  Journal,  July  1,  1916. 


MEDICAL  NOTES 


OREGON. 

Protection  Against  Infantile  Paralysis.  At  the 
instance  of  Dr.  D.  N.  Roberg,  a meeting  of  health 
officers  of  the  Western  and  Northwestern  States 
was  called  at  Portland  last  month  for  the  purpose 
of  considering  protective  measures  against  infantile 
paralysis.  Representatives  of  the  various  trans- 
continental lines  and  health  officers  from  Montana, 
Idaho,  Washington,  Oregon,  California  and  British 
Columbia  were  present  and  agreed  upon  the  fol- 
lowing regulations: 

(1)  The  Surgeon  General  of  the  U.  S.  Public 
Service  will  notify  the  state  health  officer  of  any 
person  leaving  an  infected  area  destined  for  his 
state. 

(2)  The  railway  companies  will  notify  the  state 
health  officer  of  any  person  holding  a ticket  from 
an  infected  point. 

(3)  The  railway  companies  will  notify  the  state 
health  officer  of  any  sick  person  on  any  train  enter- 
ing the  state. 

(4)  Sick  persons  to  be  treated  according  to  reg- 
ulations of  the  state  or  province  which  they  enter. 

(5)  Suspected  persons  to  be  kept  under  observa- 
tions for  twenty  days. 

It  is  felt  that  by  these  measures  the  authorities 
will  be  informed  at  the  earliest  possible  moment 
of  any  cases  of  infantile  paralysis  which  may  come 
to  this  coast  and  that  it  may  be  possible  to  prevent 
the  disease  from  reaching  here  this  year. 

Will  Prescribe  No  Liquor.  The  City  Council,  of 
Pendleton,  has  passed  an  ordinance  prohibiting 
druggists  from  selling  alcohol  except  on  prescrip- 
tion of  a physician.  The  doctors  of  the  city  con- 
tend that  this  merely  throws  the  responsibility  of 
enforcing  the  prohibition  law  on  them  and  they 
have  all  signed  a pledge  to  issue  no  prescription 
for  liquor  for  any  purpose  whatsoever. 

Board  of  Medical  Examiners.  At  the  recent  meet- 
ing of  the  State  Board  of  Medical  Examiners  the 
following  officers  were  elected  for  the  ensuing 
year:  Dr.  L.  H.  Hamilton,  president;  Dr.  H.  F. 

Nichols,  secretary,  and  Dr.  U.  C.  Coe,  treasurer. 

Eastern  Oregon  Hospital.  The  new  wing  of  the 
Eastern  Oregon  Hospital  for  the  Insane,  at  Pendle- 
ton, has  been  completed  and  is  open  for  business. 
One  hundred  and  five  patients  from  the  hospital 
at  Salem  were  moved  there  in  June. 

A Narrow  Escape.  Dr.  Eugene  Kester,  of  Spring- 
field,  narrowly  escaped  a serious  accident  when  the 
steering  gear  of  his  auto  failed  to  work.  The  ma- 
chine plunged  off  the  road  and  struck  a light  pole, 
throwing  Mrs.  Kester  to  the  ground,  but  neither 
Dr.  Kester  nor  his  wife  were  seriously  injured. 

Back  from  France.  Dr.  E.  V.  Morrow,  of  Port- 
land, who  has  been  chief  surgeon  of  a division  of 
the  American  Red  Cross  “somewhere  in  Belgium” 
for  the  past  fourteen  months,  has  returned  to  his 
home.  Dr.  Morrow  was  decorated  by  King  Albert 
in  recognition  of  his  services. 

Gone  to  the  Front.  Dr.  M.  B.  Marcellus,  of  Port- 
land, has  gone  to  the  border  with  the  Oregon  Na- 
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tional  Guaid  and  Dr.  Louis  Wolf  has  been  appointed 
acting  Health  Officer  in  his  place. 

Dr.  C.  H.  Meissner,  of  Oregon  City,  has  returned 
from  duty  upon  the  border. 

Dr.  R.  M.  Emerson,  of  Portland,  has  been  oper- 
ated on  for  appendicitis. 

WASHINGTON, 

King  County  Medical  Society.  The  Board  of 
Trustees  passed  the  following  resolutions  at  a 
meeting  in  July: 

Whereas,  we  have  recently  been  greatly  shocked 
by  the  report  of  the  tragic  death  of  our  fellow  mem- 
ber, Dr.  Walter  Gellhorn,  and 

Whereas,  though  at  first  unwilling  to  credit  such  a 
distressing  report,  we  have,  in  time,  been  regret- 
fully forced  to  accept  it  as  true,  therefore,  be  it 

Resolved,  by  the  board  of  trustees,  acting  for 
the  entire  membership  of  the  King  County  Medical 
Society,  that,  in  the  passing  of  Dr.  Gellhorn,  the 
city  of  Seattle  has  lost  an  earnest,  scientific  and 
conscientious  servant,  and  the  medical  profession  a 
colleague  true  to  its  highest  ideals,  and  foremost  in 
endeavors  for  its  advancement. 

And  it  is  further  ordered  that  a copy  of  these 
resolutions  be  incorporated  in  the  minutes  of  the 
society,  and  another  copy  be  forwarded  to  the 
brother  of  our  departed  member,  Dr.  George  Gell- 
horn, of  St.  Louis. 

Seattle  Doctor  Busy.  The  early  part  of  July  was 
a busy  time  for  the  medical  profession  in  Seattle. 
First  came  a five-day  postgraduate  course  of  lec- 
tures by  Dr.  C.  L.  Mix,  of  Northwestern  University, 
which  was  attended  by  over  100  physicians.  This 
was  given  as  an  extension  course  by  the  University 
of  Washington.  Close  upon  this  followed  the  meet- 
ing of  the  state,  county,  and  city  health  officers 
and  then  came  the  meeting  of  the  Washington 
State  Medical  Association. 

Fined  for  Prescribing  Booze.  The  work  of  prose- 
cuting physicians  for  unlawfully  prescribing  liquor, 
still  goes  merrily  on.  Drs.  W.  A.  Silliman  and  S.  H. 
Starbuck,  both  of  Seattle,  are  the  latest  contribu- 
tors to  the  state  funds. 

Assigned  to  Fort  Worden.  Dr.  F.  J.  Hyde,  of 
Port  Angeles,  has  been  assigned  by  the  Govern- 
ment to  the  Medical  Department  of  Fort  Worden, 
to  take  the  place  of  one  of  the  regular  army  men 
who  has  been  ordered  south. 

Ordered  to  the  Front.  Dr.  B.  J.  Lloyd,  who  for 
several  years  has  been  the  representative  of  the 
U.  S.  Public  Health  Service  in  Seattle,  has  been 
ordered  to  the  border,  and  Dr.  J.  S.  Bogges  has 
been  ordered  from  San  Francisco  to  take  his  place. 

Assigned  to  Service.  Dr.  C.  L.  Vanderboget,  of 
Seattle,  who  has  been  on  the  Medical  Reserve  Corps 
for  some  time,  has  been  ordered  south  by  the  gov- 
ernment for  an  indefinite  period. 

New  Health  Officer.  Dr.  B.  S.  Cerswell,  of  Top- 
penish,  has  been  chosen  by  the  county  commission- 
ers of  Yakima  county  as  county  health  officer  to 
succeed  Dr.  Thomas  Tetreau,  and  has  already  en- 
tered upon  his  duties. 

Medical  Inspector.  The  School  Board,  of  Seattle, 
has  appointed  Dr.  Mabel  M.  Park  to  a position  of 


deputy  medical  inspector.  She  will  assist  Dr.  I.  C. 
Brown,  the  medical  director. 

The  New  St.  Mary’s  Hospital,  at  Walla  Walla,  is 
rapidly  nearing  completion  and  it  is  expected  that 
it  will  be  ready  for  occupancy  about  the  middle  of 
August. 

Dr.  W.  W.  Goodrich,  of  Silverdale,  has  purchased 
the  practice  of  Dr.  J.  K.  Stewart,  of  Granite  Falls. 
Dr.  Stewart  will  move  to  Everett. 

Dr.  T.  R.  Steagall,  of  Tacoma,  suffered  numerous 
bruises,  a broken  nose  and  several  broken  ribs,  as 
the  result  of  an  automobile  collision  some  time  ago. 

Dr.  H.  J.  Coventry,  formerly  of  Seattle,  has  lo- 
cated in  Othelo,  where  he  will  open  a hospita’. 


OBITUARIES. 

Dr.  C.  M.  Littlejohn  died  at  Pateros,  Wash.,  June 
29,  at  65  years  of  age,  from  disease  of  the  heart. 
He  was  born  in  1851  in  Cherokee  County,  South 
Carolina.  He  graduated  from  Charleston  Medical 
College  in  1876. 

Dr.  J.  W.  Ashford,  of  Canyon  City,  Ore.,  died  at 
Portland  July  11,  after  a long  period  of  ill  health. 
He  had  been  a resident  of  Canyon  City  for  more 
than  twenty-five  years,  and  had  served  for  a number 
of  years  as  county  physician.  Previous  to  settling 
in  that  city  he  had  lived  at  Baker,  Burns  and 
Ontario. 

REPORTS  OF  SOCIETY  MEETINGS 

WASHINGTON  STATE  MEDICAL  ASSOCIATION. 

MINUTES  OF  THE  TWENTY-SEVENTH  ANNUAL 
SESSION  OF  THE  WASHINGTON  STATE 
MEDICAL  ASSOCIATION,  SEATTLE, 
WASH.,  JULY  12-14,  1916. 

The  twenty-seventh  annual  meeting  of  the  Wash- 
ington State  Medical  Association  was  convened  in 
the  Elks  Club,  Seattle,  Washington,  July  12,  1916. 
HOUSE  OF  DELEGATES. 

First  Business  Session 
9 o’clock  a.  m. 

The  first  meeting  of  the  House  of  Delegates  was 
called  to  order  by  the  president.  Dr  J.  R.  Brown. 
On  calling  the  roll  a quorum  was  found  present, 
the  following  delegates  answering  to  their  names: 
President,  J.  R.  Brown,  Tacoma. 

President-Elect,  J.  M.  Semple,  Spokane. 

Past  President,  C.  W.  Sharpies,  Seattle. 

1st  Vice-President, 

2nd  Vice-President,  C.  S.  Wilson,  Tacoma. 
Secretary-Treasurer,  C.  H.  Thomson,  Seattle. 
Trustees,  W.  N.  Hunt,  Burlington;  L.  M.  Sims, 
Kalama;  J.  R.  Yocom,  Tacoma;  R.  H.  O’Shea,  Se- 
attle; H.  H.  McCarthey,  Spokane;  C.  J.  Lynch, 
North  Yakima;  F.  Epplin,  Spokane. 

Journal  Trustees,  Wilson  Johnston,  Spokane;  E. 
W.  Janes,  Tacoma;  P.  D.  McCornack.  Spokane. 

Delegates  to  A.  M.  A.,  Don  Palmer,  Seattle;  J.  M. 
Sleicher,  Chehalis. 

County  Delegates: 

Chelan,  A.  L.  Windom,  Wenatchee. 

Clallam,  W.  H.  Taylor,  Port  Angeles. 

Grays  Harbor,  H.  J.  McIntyre,  Hoquiam. 
Jefferson,  W.  R.  Simmons,  Port  Townsend. 

King,  C.  Plummer,  Seattle;  F.  J.  Fassett,  Seattle; 
H.  A.  Greiner,  Seattle;  C.  A.  Smith,  Seattle;  J.  H. 
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Snively,  Seattle;  H.  E.  Allen,  Seattle;  J.  T.  Mason, 
Seattle. 

Lincoln,  J.  E.  Bittner,  Spragne. 

Pacific,  F.  W.  Anderson,  Sonth  Bend. 

Pierce,  W.  D.  Read,  Tacoma;  C.  H.  Kinnear,  Ta- 
coma. 

Snohomish,  W.  F.  West,  Everett. 

Spokane,  H.  P.  Marshall,  Spokane;  A.  R.  Cun- 
ningham, Spokane;  Wm.  Pennock,  Spokane;  S.  E. 
Lambert,  Spokane. 

Stevens,  D.  D.  Monroe,  Chewelah. 

Thurston-Mason,  J.  W.  Mowell,  Olympia. 

Whatcom,  W.  D.  Kirkpatrick,  Bellingham. 

Yakima,  C.  R.  Duncan,  W'apato. 

The  minutes  of  the  last  session  were  not  read, 
but  were  ordered  approved  as  published.  In  regard 
to  the  minutes  of  the  meeting  of  the  Trustees  at 
Tacoma,  April  16,  1916,  the  Secretary  stated  that 
he  was  in  doubt  as  to  the  exact  wording  of  the 
resolution  on  Industrial  Insurance  Legislation. 
After  considerable  discussion  the  motion  was 
adopted  that  this  resolution  should  appear  in  the 
minutes  as  follows: 

Be  it  resolved,  by  the  Trustees  of  the  Washing- 
ton State  Medical  Association,  in  session  Tacoma, 
Wash.,  April  16,  1916,  that  the  said  Association 
condemns  all  Industrial  Inurance  Legislation  that 
does  not  give  the  injured  workmen  his  choice  of 
medical  first  aid,  medical,  surgical  and  hospital 
treatment  and  nursing,  and  be  it  further 

Resolved,  that  we  do  not  approve  of  the  "creation 
of  any  Medical  Committee  for  so-called  advisory 
powers  only. 

ANNUAL  REPORT  OF  SECRETARY-TREASURER  (Abstract). 

Financial  Report  (Abstract). 


Exhibit  A — Association  Fund — 

Balance  to  credit  this  Fund $ 238.21 

Revenue  from  membership  dues  for  fiscal 
year  2306.00 


Total  $2544.21 

Disbursements  during  fiscal  year 1634.40 


Balance  $ 909.81 

Exhibit  B — Defense  Fund — 

Balance  to  credit  this  Fund $2593.20 

Revenue  from  subscriptions  during  fiscal 

year  3900.00 


Total  $6493.20 

Disbursements  during  fiscal  year 2876.41 


Balance  $3616.79 

Exhibit  C — Recapitulation — 

Balance  on  hand  at  beginning  of  fiscal 

year  $2831.41 

Receipts  6206.00 


Total  $9037.41 

Disbursements  4510.81 

Balance  $4526.60 

Total  membership,  849. 


Legal  Defense. 

Eighty-two  cases  handled  to  date  and  of  this 
number  12  are  still  pending.  So  far  no  member 
defended  by  the  Association  has  suffered  any  ma- 
terial financial  loss,  although  there  have  been 
several  adverse  awards  in  the  Superior  Courts. 

The  decision  of  the  Supreme  Court,  in  the  case 
of  Ross  vs.  McGillivary,  has  relieved  the  Defense 


Fund  of  a considerable  burden  in  cases  arising 
under  the  Industrial  Compensation  Act.  The  full 
decision  accompanies  this  report. 

The  total  number  of  insured  at  any  given  date  is 
about  60  per  cent,  of  the  active  membership.  Al- 
though our  defense  is  successful,  the  members 
must  be  constantly  approached  by  circulars  and 
notices  in  order  to  maintain  the  number  of  sub- 
scribers. A personal  canvas  is  probably  the  best 
method  of  obtaining  subscriptions. 

The  following  legislation  has  been  proposed  in 
the  state  of  Kentucky  and  is  recommended  for 
consideration: 

“An  action  for  an  injury  to  the  person  of  the 
plaintiff,  or  of  his  wife,  child,  ward,  apprentice  or 
servant,  or  for  injuries  to  persons,  caused  by  the 
negligence  of  malpractice  of  any  physician  or 
surgeon,  shall  be  commenced  within  one  year  after 
the  cause  of  action  accrued  and  not  thereafter.” 

Present  report  of  cases  in  abstract. 

62.  Alleged  negligence  in  reducing  fracture  of 
femur. 

63.  X-ray  dermatitis. 

64.  Failure  to  diagnose  fracture  of  hip  and  im- 
proper treatment  of  same. 

65.  Nonunion  of  fracture  of  clavicle. 

66.  Alleged  improper  treatment  of  fracture  of 
radius. 

67.  Alleged  improper  treatment  of  compound 
fracture  of  tibia. 

68.  Alleged  dislocation  of  astragulus. 

69.  Improper  laparotomy  and  consequent  mis- 
carriage. 

70.  Partial  ankylosis  following  fracture  and  dis- 
location of  elbow. 

71.  Unnecessary  laparotomy. 

72.  Miscarriage. 

73.  Ununited  tendo-achilles. 

74.  Death  following  thyroidectomy. 

75.  Operation  on  minor  without  consent. 

American  Association  for  Labor  Legislation. 

Proposed  bill  providing  medical  and  surgical 
treatment,  nursing  and  hospital  treatment  and, 
when  needed,  supplies  of  drugs  and  appliances  to 
the  insured  workers,  as  well  as  medical  care  to  the 
family  of  the  insured. 

American  First  Aid  Conference. 

State  Committee  appointed  by  President:  Dr.  J. 

R.  Yocum,  Tacoma;  Dr.  J.  H.  O’Shea,  Spokane;  Dr. 
E.  H.  Heston,  Roslyn;  Dr.  E.  R.  Northrop,  Spo- 
kane (chn) ; Dr.  A.  J.  McIntyre,  Hoquiam. 

H.  R.  8352.  A BILL  to  standardize  the  treatment 
of  tuberculous  in  the  Unted  States,  to  provide  Fed- 
eral aid  in  caring  for  indigent  tuberculous  persons, 
and  for  other  purposes. 

Be  it  enacted  by  the  Senate  and  House  of  Repre- 
sentatives of  the  United  States  of  America  in  Con- 
gress assembled.  Sec.  1.  That  within  the  appropria- 
tions made  from  time  to  time  for  such  purposes 
the  Secretary  of  the  Treasury  is  hereby  authorized 
to  aid  state  authorities  in  providing  care  and  treat- 
ment for  indigent  tuberculous  persons  who  are 
citizens  of  the  United  States,  but  not  legal  residents 
of  the  states  in  which  they  are  temporarily  located, 
and  for  this  purpose  may  designate  such  public  or 
private  hospitals  and  sanatoria  as  may  be  neces- 
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sary.  Prior  to  being  designated  to  receive  patients, 
and  from  time  to  time,  said  institutions  shall  be 
subject  to  inspection  by  officers  of  the  Public 
Health  Service  in  order  to  determine  the  facilities 
and  methods  available  and  in  use  for  care  and 
treatment  of  patients,  and  the  Secretary  of  the 
Treasury  is  further  authorized  to  prescribe  stand- 
ards to  which  institutions  shall  conform  in  order 
to  obtain  the  benefits  of  this  Act. 

Sec.  2.  That  hospitals  and  sanatoria  designated 
in  accordance  with  the  provisions  of  this  Act  shall 
be  entitled  to  and  may  receive  from  the  Federal 
Treasury  a subvention  fixed  annually  by  the  Secre- 
tary of  the  Treasury;  but  not  exceeding  75  cents 
per  diem  for  each  indigent  patient  admitted  with 
the  approval  of  the  Secretary  of  the  Treasury:  Pro- 
vided, that  the  State  in  which  said  indigent 
tuberculous  patient  is  admitted  to  a hospital  or 
sanatorium  for  treatment  shall  pay  or  cause  to  be 
paid  a subvention,  not  less  than  that  paid  by  the 
Federal  Government,  toward  the  cost  of  caring  for 
such  patient  in  said  hospital  or  sanatorium.  Sub- 
ventions under  this  law  will  be  granted  on’y  in  the 
case  of  indigent  patients  who  have  submitted  satis- 
factory evidence  that  they  were  not  assisted  by 
any  person  or  institution  to  leave  their  legal  resi- 
dence or  did  not  themselves  leave  in  order  to  re- 
ceive benefits  under  this  Act. 

Sec.  3.  That  the  Secretary  of  the  Treasury  is 
authorized  to  issue  regulations  governing  the  desig- 
nation of  institutions  and  establishment  of  stand- 
ards and  for  otherwise  carrying  out  the  provisions 
of  this  Act;  and  he  is  further  authorized  to  collect 
and  make  available  for  general  use  information 
and  descriptive  matter  relative  to  the  construc- 
tion, equipment  and  maintenance  of  hospitals, 
sanatoria  and  similar  institutions. 

Sec.  4.  That  detailed  estimates  of  the  sums  re- 
quired annually  to  carry  out  the  provisions  of  this 
Act  shall  be  submitted  hereafter  in  the  usual 
books  of  estimates. 

American  Society  for  the  Control  of  Cancer. 

Dr.  C.  W.  Sharpies,  of  Seattle,  appointed  as  State 
Chairman  by  President. 

Conference  on  Medical  Education  and  Legislation. 

Dr.  T.  D.  Tuttle,  of  Seattle,  appointed  by  the 
President  as  representative  at  the  A.  M.  A.  Con- 
ference. 

Committee  of  American  Physicians  for  Medical 
Preparedness. 

The  Presidents  of  the  American  Medical  Associa- 
tion, the  American  Surgical  Association,  the  Con- 
gress of  American  Physicians  and  Surgeons,  the 
Clinical  Congress  of  Surgeons  of  North  America 
and  the  American  College  of  Surgeons  recently  ap- 
pointed a committee  of  representative  physicians 
and  surgeons  for  the  purpose  of  aiding  the  Medical 
Department  of  the  Army  and  Navy  in  ascertain- 
ing the  civilian  medical  resources  of  the  country. 
The  purpose  is  not  to  influence  any  decision  for  or 
against  military  preparedness  but  to  help  provide 
information  which  will  aid  in  making  the  one 


humanizing,  life-saving  department  of  military 
service  keep  pace  with  other  phases  of  prepared- 
ness. 

A meeting  of  the  committee  was  held  in  Chicago 
on  April  14,  1916.  Officers  w'ere  elected  and  an 
Executive  Committee  was  chosen.  The  *work  of 
the  Committee  will  necessitate  the  co-operation  of  a 
small  group  of  selected  men  in  each  state  and 
territory. 

Purpose — (A).  To  aid  the  Medical  Department 
of  the  United  States  Army  and  Navy  by  making 
a comprehensive  inventory  of  the  especial  quali- 
fications of  individual  civilian  physicians  thruout 
the  country. 

- (B.)  To  co-operate  with  the  National  Committee 
of  the  American  Red  Cross  in  bringing  that  organ- 
ization up  to  the  highest  standards  of  medical 
ideals  and  to  aid  in  the  organization  of  Red  Cross 
units  thruout  the  country. 

(C.)  The  activities  of  the  near  future  will  in- 
clude a very  practical  inventory  of  all  civilian 
medical  resources. 

(D.)  Research  work  and  careful  investigation 
along  many  lines  relating  to  the  subject  of  ef- 
ficient medical  preparedness,  etc. 

National  Committee  have  selected  as  a State 
Committee  the  following:  Drs.  J.  B.  Eagleson 

(Ch),  J.  M.  Semple,  C.  H.  Thomson,  G.  M.  Horton, 
Wilson  Johnston,  O.  F.  Lamson,  Alfred  Raymond, 
J.  R.  Yocom. 

Industrial  Insurance. 

Purposed  Medical  Aid  Legislation — the  Labor 
and  Employers  Bills. 

National  Committee  for  Prevention  of  Blindness 
Objects  and  requests  for  our  assistance. 

Deceased  Members. 

I regret  to  have  to  report  the  decease  of  the  fol- 
lowing members  and  would  suggest  that  this  House 
of  Delegates  appoint  a committee  to  prepare  suit- 
able resolutions. 

Dr.  Geo.  G.  Agerton,  of  Anacortes.  A graduate 
of  Arkansas  University  in  1888.  Deceased  12-29-15. 

Dr.  Enoch  M.  Anderson,  of  Spokane.  A gradu- 
ate of  Rush  in  1895.  Deceased  1-11-15. 

Dr.  E.  O.  Bostwick,  of  Centralia.  Deceased  2-4-16. 
Dr.  Elmer  M.  Brown,  of  Tacoma.  A graduate 
of  Willamette  in  1879  and  a Fellow  of  this  Associa- 
tion. Deceased  5-12-16. 

Dr.  John  A.  Dix,  of  Garfield.  A graduate  of  the 
Eclectic  Medical  College  of  Cincinnati  in  1871. 
Deceased  12-9-14. 

Dr.  William  C.  Gihson,  of  Seattle.  A graduate 
of  the  Missouri  Medical  College  in  1891.  Deceased 
6-8-15. 

Dr.  M.  W.  Harvison,  of  Palouse.  A graduate  of 
the  Venette  Medical  College  in  1891.  Deceased 
1-24-15. 

Dr.  Josiah  Jones,  of  Tacoma.  A graduate  of 
Rush  in  1890.  Deceased  7-6-15. 

Dr.  William  M.  McCoy,  of  Wenatchee.  A grad- 
uate of  the  University  of  Illinois  in  1901.  Deceased 
10-2-15. 
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Dr.  Charles  N.  Penfield,  of  Spokane.  A gradu- 
ate of  Hahnaman  Medical  College  of  Chicago  in 
1880  and  a Fellow  of  this  Association.  Deceased. 

Dr.  Isaac  N.  Power,  of  Cle  Elum.  A graduate  of 
Willamette  in  1877.  Deceased. 

Dr.  Date  K.  Thyng,  of  Tacoma.  A graduate  of 
the  University  of  Minnesota  in  1896.  Deceased 
9-23-15. 

Dr.  Enclid  Van  Zant,  of  Steilacoon.  A graduate 
of  the  College  P.  & S.  Keokuk  in  1878  and  a Charter 
member  of  this  Association.  Deceased  11-24-14. 

Dr.  Richard  H.  Gillen,  of  Seattle.  A graduate  of 
Jefferson  in  1870.  Deceased  4-26-16. 

Dr.  Mary  H.  Gruwe’.l,  of  Seattle.  A graduate  of 

. Deceased  6-2-16. 

To  the  House  of  Delegates  of  Wash.  State  Med. 

Assoc,  for  1916. 

Greeting: 

This  is  to  inform  you  that  at  a meeting  of  the 
Grays  Harbor  County  Medical  Society,  held  June 
7.  1916,  an  invitation  was  authorized  for  the  Wash- 
ington State  Medical  Association  to  meet  in  1918 
in  Grays  Harbor,  in  Aberdeen  or  Hoquiam  as  may 
later  be  determined.  The  invitation  is  hereby 
cordially  extended. 

Fraternally  yours, 

W.  Y.  Crox.'Vll,  Sec’y. 

(Signed)  C.  H.  Thomson,  Sec.-Treas. 

On  motion  the  report  of  the  Secretary-Treasurer 
was  accepted  and  ordered  placed  on  file. 

The  Secretary  regretted  the  scant  notice  given 
the  deceased  members.  After  considerable  discus- 
sion Dr.  J.  M.  Semple  moved  that  we  have  a Com- 
mittee on  Necrology,  composed  of  the  Presidents 
of  the  component  societies  and  the  state  secretary. 
The  motion  was  seconded  and  adopted. 

In  connection  with  the  present  list  of  deceased 
members  Dr.  W.  N.  Hunt  moved  that  the  Chair 
appoint  a committee  to  draw  up  suitable  resolutions. 
The  motion  being  seconded  and  adopted  the  Chair 
appointed  Drs.  H.  H.  McCarthey,  L.  M.  Sims,  C. 
H.  Thomson. 

Dr.  F.  Epplin  moved  that  delinquent  members  be 
personally  approached  by  a local  committee  before 
suspension  from  this  Society.  Dr.  L.  M.  Sims  of- 
fered as  an  amendment  that  the  local  committee  be 
composed  of  the  President  and  Secretary  of  the 
County  Society.  The  motion-  was  adopted  as 
amended. 

The  Secretary  moved  that  all  motions  involving 
the  future  action  or  the  policy  of  this  Association 
shall  be  offered  in  writing  and  signed  by  the  pro- 
ponent. 

The  House  of  Delegates  adjourned. 


Second  Business  Session. 

1:30  o’clock  p.  m. 

A quorum  being  present  the  House  was  called 
to  order  by  the  Second  Vice-President,  Dr.  C.  S. 
Wilson. 

The  financial  report  of  the  Auditor  was  read 
and  accepted. 


Dr.  F.  Epplin  moved  that  certain  societies  in 
various  parts  of  the  state  be  designated  by  the 
Executive  Committee  to  round  up  the  practitioners 
in  those  counties  where  the  societies  are  dormant 
Of  non-existent,  in  order  to  increase  our  state  mem- 
bership and  indirectly  make  the  Defense  Fund 
more  valuable  to  the  profession  at  large.  The  mo- 
tion was  seconded  and  adopted. 

Dr.  W.  N.  Hunt  moved  that  the  By-Laws  and  De- 
fense Fund  regulations  be  printed  and  issued  to 
the  members.  Motion  was  seconded  by  Dr.  H.  P. 
Marshall.  On  being  put  to  a vote  it  was  lost. 

Dr.  H.  M.  Page,  of  Cathalmet,  was  granted  per- 
mission to  address  the  House  in  regard  to  an  al- 
leged illegal  practitioner  in  Wahkiakum  County. 
He  stated  that  he  could  get  no  assistance  from  the 
prosecuting  attorney  and,  as  there  was  no  local 
county  society  he  asked  the  assistance  of  this  as- 
sociation. 

President  Suzzallo  spoke  on  the  proposed  Drug- 
less Healer’s  Act  and  upon  the  necessity  of  main- 
taining high  medical  standards.  Dr.  J.  W.  Mowell 
stated  that  the  alleged  illegal  practitioner  had 
signed  several  Industrial  Insurance  reports  and 
called  attention  to  the  ruling  of  the  attorney  general 
in  this  regard.  The  secretary  regretted  the  fact 
that  local  practitioners  were  not  willing  to  take 
an  active  part  in  these  prosecutions. 

After  considerable  further  discussion  Dr.  J.  M. 
Semple  offered  the  following  resolution:  That, 

upon  the  presentation  of  proper  and  sufficient 
evidence  by  Dr.  Page,  the  Secretary  of  this  As- 
sociation shall  sign  a complaint  against  the  al- 
leged illegal  practitioner.  It  was  seconded  and 
adopted. 

Dr.  H.  P.  Marshall  spoke  in  regard  to  the  case 
of  Ennis  vs.  Banks  and  urged  that  the  case  again 
be  appealed  to  the  Supreme  Court.  Dr.  Sleicher 
and  Dr.  Thomson  commented  upon  conditions  in 
Lewis  County.  On  motion  the  President  appointed 
Drs.  Marshall,  Sleicher  and  Axtell  as  a committee 
to  investigate  this  case  and  to  report  at  9 a.  m. 
Thursday. 

Dr.  J.  M.  Sleicher  presented  a resolution  which 
was  ordered  laid  upon  the  table  until  the  follow- 
ing morning. 

On  motion  the  election  of  officers  for  the  ensuing 
year  was  made  a special  order  of  business  for 
Thursday  at  5 p.  m. 

The  House  of  Delegates  then  adjourned  to  meet 
at  9 a.  m.  Thursday. 


Third  Business  Session. 

July  13,  9 o’clock  a.  m. 

A quorum  being  present  the  House  was  called 
to  order  by  President  Brown. 

Dr.  J.  M.  Sleicher  presented  the  following  reso- 
lution: 

RESOLVED,  That  the  future  meetings  of  the 
State  Medical  Association  be  divided  into  three 
sections  as  to  scientific  program:  viz.  Surgery,  In- 
ternal Medicine  and  External  Medicine.  The  first 
two  sections  will  explain  themselves;  the  last  sec- 
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tion  shall  consist  of  Dermatology,  Sanitology  and 
Climatology.  We  have  in  the  past  neglected  Sani- 
tation. 

Dr.  J.  R.  Yocom  spoke  in  regard  to  the  value  of 
special  meetings.  Dr.  Wilson  Johnston  thought  it 
possible  that  we  might  obtain  the  1917  annual  ses- 
sion of  the  American  Public  Health  Association. 
He  suggested  that  the  meeting  could  be  held  in 
Spokane  at  or  about  the  time  of  the  state  meeting 
and  urged  that  we  extend  an  invitation. 

Dr.  Sleicher’s  resolution  on  being  put  to  a vote 
was  lost. 

The  secretary  inquired  if  the  Executive  Com- 
mittee could  exercise  any  discretion  in  accepting 
or  refusing  any  subscriptions  to  the  Defense  Fund. 
After  considerable  discussion  it  was  determined 
that  the  Executive  Committee  should  accept  all 
subscriptions  for  members  in  good  standing. 

The  Secretary  moved  that  all  business  of  the 
Association  be  conducted  in  general  assembly.  The 
motion  was  seconded  by  Dr.  H.  H.  McCarthey  and 
lost. 

Report  of  Committee  on  President’s  Address. 

Your  Committee  begs  to  draw  your  attention  to 
the  following  suggestions  made  by  your  President 
in  his  excellent  address,  and  recommend  that  ac- 
tion be  taken  thereon: 

The  question  of  granting  licenses  to  practise 
medicine  and  surgery  to  licentiates  of  all  or  certain 
other  states  without  examination  should  be  passed 
upon  by  this  Board.  Your  committee  recommends 
the  following:  A license  granted  by  the  State 

Board  in  a certificate  from  a federal  commission  or 
examining  board  as  the  best  solution  of  the  reci- 
procity problem. 

On  motion  the  report  was  adopted. 

Dr.  C.  W.  Sharpies  moved  that  the  President 
sent  an  invitation  to  the  American  Public  Health 
Association  if  found  advisable.  The  motion  was 
adopted. 

The  House  of  Delegates  then  adjourned. 


Fotjrth  Business  Session. 

5 o’clock  p.  m. 

A quorum  being  present  the  House  was  called  to 
order  by  President  Brown. 

The  election  of  officers  being  the  next  order  of 
business,  the  following  were  unanimously  elected 
for  the  ensuing  year: 

President-Elect,  G.  M.  Horton,  Seattle ; First  Vice- 
President,  C.  Stuart  Wilson,  Tacoma;  Second  Vice- 
President,  H.  P.  Marshall,  Spokane;  Secretary- 
Treasurer,  C.  H.  Thomson,  Seattle;  Assistant  Sec- 
retary-Treasurer, J.  H.  O’Shea,  Spokane.  Trustees, 
1st  District,  H.  J.  Whittacre,  Tacoma;  R.  J.  O’Shea, 
Seattle;  2nd  District,  F.  Epplin,  Spokane;  F.  E. 
Culp,  Wenatchee.  Journal  Trustees,  Wilson  John- 
ston, Spokane;  E.  W.  Janes,  Tacoma;  P.  D.  Mc- 
Cornack,  Spokane.  Delegates  to  A.  M.  A.,  D.  E. 
McGillivary,  Port  Angeles;  E.  A.  Rich,  alternate, 
Tacoma. 

Seattle  was  selected  on  motion  as  the  place  of 
meeting  for  1918. 


The  Tenth  House  of  Delegates  then  adjourned 
sine  die. 


GENERAL  ASSEMBLY. 

The  first  session  of  the  General  Assembly  was 
called  to  order  by  the  President,  Dr.  J.  R.  Brown, 
at  the  Elks  Club,  Seattle,  Wash.,  at  9:30  a.  m.,  July 
12,  1916.  The  following  program  was  pi’esented: 

FIRST  DAY,  MORNING  SESSION. 

Annual  Address  of  President.  Dr.  J.  R.  Brown, 
Tacoma. 

Medical  Education  and  Legislation  in  the  North- 
west. Henry  Suzzallo,  President  of  University  of 
Washington. 

Common  Diseases  of  the  Feet  and  Their  Treat- 
ment. Dr.  E.  A.  Rich,  Tacoma.  Discussion  led  by 
Dr.  F.  J.  Fassett,  Seattle;  Dr.  C.  F.  Eikenbary, 
Spokane. 

Diagnosis  of  Kidney  Disorders.  Dr.  H.  J.  Whitt- 
acre, Tacoma.  Discussion  led  by  Dr.  G.  S.  White- 
side,  Portland;  Dr.  A.  MacRae  Smith,  Bellingham. 

Heliotherapy  With  Special  Reference  to  Skin 
Lesions.  Dr.  Arthur  Jordan,  Seattle.  Discussion 
led  by  Dr.  Blake  Baldwin,  Seattle;  Dr.  Warren 
Brown,  Tacoma. 

Motion  was  made  and  unanimously  adopted  that 
President  Henry  Suzzallo,  of  the  University  of 
Washington,  be  elected  an  honorary  member  of  this 
Association. 


FIRST  DAY,  AFTERNOON  SESSION. 

Suppurative  Conditions  of  Lungs  and  Pleura.  Dr. 
S.  E.  Lambert,  Spokane.  Discussion  led  by  Dr. 
W.  C.  Keyes,  Bellingham;  Dr.  J.  H.  Snively,  Se- 
attle. 

■The  Infant  for  Adoption.  Dr.  J.  B.  Manning,  Se- 
attle. Discussion  led  by  Dr.  G.  B.  McCulloch,  Seat- 
tle; Dr.  G.  S.  Hicks,  Tacoma. 

The  Treatment  of  Sterility  in^Female.  Dr.  A.  C. 
Martin,  Seattle.  Discussion  led  by  Dr.  E.  R.  Perry, 
Raymond;  Dr.  Mary  McMillan,  Spokane. 

At  7:30  p.  m.  Dr.  Charles  T.  Mix,  of  Chicago, 
addressed  the  Association  upon  the  subject  of 
Angina  Pectoris.  Afterwards  the  members  were. en- 
tertained at  a smoker. 


SECOND  DAY,  MORNING  SESSION. 

Ultimate  Nervous  Results  of  Acute  Angulation 
and  Flexure  of  the  Sigmoid  and  the  Consequent 
Fecal  Stasis,  Eczema  Madidans,  With  Report  of  Six 
Cases  (3d  Series).  Dr.  W.  H.  Axtell,  Bellingham. 
Discussion  led  by  Dr.  J.  M.  Semple,  Spokane;  Dr. 
N.  W.  Jones,  Portland. 

The  Use  and  Abuse  of  Antiseptics  in  Practice. 
Dr.  H.  P.  Marshall,  Spokane.  Discussion  led  by 
Dr.  A.  J.  McIntyre,  Hoquiam;  Dr.  W.  F.  West, 
Everett. 

A Series  of  Short  Case  Reports.  Puget  Sound 
Academy  of  Ophthalmology  and  Oto-laryngology. 

(A)  “Window”  Resection  of  the  Larynx  for  the 
Removal  of  Intrinsic  Malignant.  Dr.  F.  Adams, 
Seattle. 
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(B)  Primary  Syphilis  of  the  Eye.  Dr.  W.  G. 
Cameron,  Tacoma. 

(C)  Sub-Conjunctival  Injection  of  Mercury  Cyan- 
ide for  the  Treatment  of  Incipient  Cataract  in  the 
Young.  Dr.  N.  H.  Goodenow,  Everett. 

(D)  Traumatic  Dislocation  of  the  Lens  Into  the 
Vitreous,  With  Extraction.  Dr.  A.  W.  Hawley,  Se- 
attle. 

(E)  Thyro-Glossal  Cyst.  Dr.  W.  K.  Seelye,  Se- 
attle. 

(F)  Facial  Paralysis  From  Ear  Complications. 
Dr.  C.  B.  Wood,  Seattle. 


SECOND  DAY,  AFTERNOON  SESSION. 

Plyoric  Stenosis  in  Infancy.  Dr.  P.  D.  McCornack, 
Spokane.  Discussion  led  by  Dr.  J.  I.  Durand,  Seat- 
tle; Dr.  R.  S.  Miles,  Tacoma. 

A Conception  of  Urethral  Stricture  That  Admits 
of  Scientific  Treatment  (Illustrated).  Dr.  G.  S. 
Peterkin,  Seattle.  Discussion  led  by  Dr.  F.  L. 
Ashton,  Seattle;  Dr.  G.  F.  Fleming,  Spokane. 

Symposium  on  Arteriosclerosis. 

(A)  Pathology  and  Etiology.  Dr.  F.  Epplin, 
Spokane. 

(B)  Symptoms  and  Diagnosis.  Dr.  C.  R.  Mc- 
Creey,  Tacoma. 

(C)  Eye  Symptoms.  Dr.  H.  Stillson,  Seattle. 

(D)  Prophylaxis  and  Treatment.  Dr.  Edwin 
Janes,  Tacoma.  Discussion  led  by  Dr.  E.  P.  Fick, 
Seattle;  Dr.  W.  D.  Kirkpatrick,  Bellingham;  Dr. 
J.  R.  Thompson,  North  Yakima;  Dr.  C.  J.  Taggart, 
Bremerton. 

Secretary-Treasurer  read  the  report  of  the  House 
of  Delegates.  It  was  unanimously  adopted.  Dr.  J. 
M.  Semple  took  the  chair  as  President  for  the  en- 
suing year  and  Dr.  G.  M.  Horton  was  introduced 
as  the  President-Elect.  A vote  of  thanks  was 
tendered  the  retiring  President,  Dr.  J.  R.  Brown, 
and  the  Elks  Club. 

In  the  afternoon  the  visiting  ladies  were  enter- 
tained by  a luncheon  at  the  Sunset  Club  and  an 
automobile  trip  around  the  boulevards. 

In  the  evening  there  was  a banquet  at  the  New 
Washington  Hotel  for  the  visiting  members.  Dr. 
P.  V.  von  Phul  acted  as  toastmaster  and  intro- 
duced the  following  speakers:  Mayor  Gill,  Gov- 

ernor Lister,  Bishop  O’Dea,  President  Suzzallo,  Dr. 
F.  T.  Westbrook,  Dr.  J.  R.  Brown,  Dr.  J.  M.  Semple, 
Dr.  Wilson  Johnston.  The  Secretary  was  tendered 
a loving  cup. 

The  entire  third  day  was  given  up  to  an  ex- 
cursion on  the  steamer  Iroquois.  Luncheon  was 
served  on  the  boat  and  a clam  bake  on  the  beach 
at  East  Sound. 

C.  H.  Thomson,  Secretary-Treasurer. 


MEETING  OF  WASHINGTON  STATE,  COUNTY 
AND  CITY  HEALTH  OFFICERS. 

The  Sixth  Annual  Conference  of  State,  County 
and  City  health  officers  of  Washington  was  held  at 
the  Frye  Hotel,  Seattle,  Wash.,  July  10-11,  1916. 


July  10 — Morning  Session,  9:30  o’clock. 

The  meeting  convened  with  Dr.  Elmer  E.  Heg  in 
the  chair.  There  were  53  health  officers  registered 
at  the  meeting. 

Neglect  of  Physicians  in  Reporting  Tuberculosis. 
The  first  paper,  by  Dr.  M.  Harrison,  of  Port 
Angeles. 

Education  of  Mothers  in  Disease  Prevention  was 
read  by  Dr.  D.  H.  Ransom,  of  Clarkston.  The 
discussion  on  this  paper  was  opened  by  Mrs.  R.  C. 
McCredie,  of  Sunnyside,  and  brought  forth  a very 
interesting  discussion.  Dr.  Ransom’s  general  plea 
was  for  a wider  education  among  mothers  in  the 
matter  of  disease  prevention,  not  only  during  the 
first  year  of  the  child’s  life  but  during  the  latter 
periods  of  childhood  as  well. 

Rabies  in  the  Northwestern  States  was  presented 
by  Dr.  J.  S.  Boggess,  of  the  U.  S.  Public  Health 
Service.  The  writer  urged  upon  health  officers  the 
importance  of  not  killing  dogs  that  are  suspected 
of  being  rabid,  but  placing  such  dogs  in  close  con- 
finement and  allowing  them  to  die.  If  they  have 
rabies  they  will  die.  A microscopic  examination 
after  death  gives  much  more  satisfactory  results 
than  one  made  after  dog  has  been  killed.  He 
further  urged  the  importance  of  sending  dog  heads 
to  the  laboratory  promptly  after  death  for  exam- 
ination, not  sealing  them  in  hermetically  sealed 
cans  but  wrapping  them  in  a cloth  soaked  in  an 
antiseptic  solution,  and  packing  them  in  ordinary 
boxes  for  shipment.  Attention  was  called  to  the 
fact  that,  while  rabies  has  not  become  very  exten- 
sive in  Washington  up  to  the  present  time,  it  pre- 
vails to  a large  extent  in  our  border  states  and  we 
must  be  prepared  to  fight  this  disease. 

Afternoon  Session,  1:30  o’clock. 

The  meeting  was  called  to  order  with  Dr.  Wilson 
Johnston,  of  Spokane,  in  the  chair. 

Communicable  Diseases  in  Municipal  Districts. 
Dr.  W.  R.  Armstrong,  of  Camas,  presented  this 
paper. 

The  Influence  of  Insanitary  Conditions  in  Rural 
Districts  on  Urban  Mortality.  By  Dr.  J.  S.  Mc- 
Bride, of  Seattle.  Discussion  on  these  papers  was 
opened  by  Dr.  E.  R.  Perry,  of  Raymond.  They  were 
followed  by  a general  discussion  on  infantile  par- 
alysis, practically  every  health  officer  present 
taking  part  in.  At  the  end  of  the  discussion  it  was 
moved  that  it  be  recommended  to  the  State  Board 
of  Health  that  infantile  paralysis  be  made  a 
strictly  quarantinable  disease  for  a period  of  not  less 
than  eight  weeks  from  the  beginning  of  the  disease, 
and  that  persons  exposed  to  such  disease  be  quar- 
antined for  ten  days. 


July  11,  Morning  Session,  9':  30  o’Clock. 

The  meeting  was  called  to  order  by  Dr.  J.  S.  Mc- 
Bride of  Seattle. 

The  State  Laboratory  As  An  Economic  Measure. 
By  Dr.  E.  P.  Pick,  of  Seattle.  The  writer  brought 
out  many  interesting  points  wherein  a thoro  and 
completely  equipped  and  manned  state  laboratory 


280 


SOCIETY  MEETINGS 


Vol.  XV.  No.  8. 


wouM  prove  a most  profitable  investment  on  the 
part  of  the  state.  In  the  course  of  his  remarks  he 
stated  that  practical  bacteriologic  work  had  been 
carried  on  for  only  about  twenty-seven  years  and 
yet  every  one  of  us  fully  realizes  that  the  progress 
made  through  bacteriologic  departments  in  this 
short  period  is  simply  astounding. 

Quarantine  of  Communicable  Diseases.  By  Dr. 
H.  M.  Partlow,  of  Olympia. 

Modification  of  Quarantine  Regulations.  By  Dr. 
J.  B.  Anderson,  of  Spokane.  A general  discussion 
followed  the  presentation  of  these  two  papers.  Dr. 
Partlow  urged  the  abolition  of  isolation  and  pla- 
carding, and  substituting  therefor  quarantine  for 
all  communicable  diseases.  Dr.  Anderson  advo- 
cated a plan  of  putting  the  quarantined  people  on 
a basis  of  honorable  quarantine,  without  a notice 
being  posted  on  the  premises,  holding  that  many 
people  would  comply  literally  with  such  honorable 
quarantine  and  would  be  greatly  pleased  at  not 
having  a sign  on  their  houses.  Violation  of  such 
honorable  quarantine  would  result  in  placarding 
the  house. 

Aftee>’oon  Session,  1:30  o’Clock. 

The  meeting  was  called  to  order  by  Dr.  J.  B. 
Anderson,  of  Spokane. 

Dr.  T.  B.  Tuttle  presented  charts  representing 
death  rates  in  old  and  young  states,  giving  evidence 
that  Washington  actually  has  the  lowest  death  rate 
of  any  state  in  the  Union,  basing  his  evidence  not 
only  on  death  returns  but  on  the  comparison  of 
actual  counts  of  infants  by  the  United  States  Census 
Bureau  in  the  State  of  Washington,  as  compared 
with  those  of  other  states. 

Careless  Reporting  of  Communicable  Diseases.  By 
Dr.  V.  J.  Capron,  of  Seattle.  He  presented  evidence 
showing  a lack  of  care  in  making  out  reports,  not 
only  with  regard  to  communicable  diseases  but 
with  regard  to  births,  several  instances  being  cited 
in  which  it  would  be  impossible  under  the  most 
broad  construction  to  determine  that  a birth  certif- 
icate represented  the  same  individual  as  did  a death 
certificate,  and  yet  the  two  were  undoubtedly  in- 
tended to  represent  the  same  child. 

These  papers  were  followed  by  a general  dis- 
cussion on  the  importance  of  doing  away  with  the 
present  system  of  city  and  county  health  officers, 
except  cities  of  the  first  class,  and  substituting 
therefor  the  whole-time  district  health  officers,  with 
sufficient  nurses  and  lay  inspectors  to  cover  the 
field.  A proposed  bill  providing  for  dividing  the 
state  into  districts  with  a whole-time  health  officer 
for  each  district  was  read.  It  was  unanimously 
voted  to  support  such  a measure  at  the  next  session 
of  the  legislature. 


WASHINGTON  ASSOCIATION  FOR  THE  PRE- 
VENTION AND  RELIEF  OF  TUBERCULOSIS. 
The  annual  meeting  of  the  Washington  Associa- 
tion for  the  Prevention  and  Relief  of  Tuberculosis 
was  held  in  Everett,  Wash.,  July  27-28,  1916.  A 


program  of  unusual  merit  was  presented.  The 
emphasis  on  the  value  of  sanatorium  treatment  for 
the  tuberculous  was  timely,  as  the  authorities  of 
Snohomish  County  are  clearing  the  site  for  their 
proposed  institution. 

PROGRAM. 

Thursday,  July  27,  12:00  Noon. 

Luncheon  for  visiting  delegates  at  the  Commercial 
Club,  as  guests  of  the  Snohomish  County  Anti- 
Tuberculosis  League. 

Informal  talks  by  Mr.  Robert  Moody,  Everett;  Dr. 
Frederick  Slyfield,  Seattle. 

2:30  P.  M. 

Address  of  the  President. . . .Dr.  C.  Quevli,  Tacoma 

Report  of  the  Exec.  Secretary 

Mrs.  B.  B.  Buchanan,  Seattle 

Report  of  the  Survey  Nurse 

Mrs.  E.  J.  Davies,  Seattle 

Preliminary  Business  of  the  Association. 

“The  Campaign  Against  Bovine  Tuberculosis” 

Dr.  H.  T.  Graves,  Olympia,  Commissioner  of 
Agriculture. 

“Guarding  the  Milk  Supply  of  a City” 

Mr.  A.  N.  Henderson,  Chief  Milk  Inspector, 
Seattle. 

Discussion  opened  by  Prof.  John  Weinzirl,  Uni- 
versity of  Washington,  Seattle. 

“Tuberculosis  and  the  Workman” 

Mr.  E.  P.  Marsh,  Everett,  President  State  Federa- 
tion of  Labor.  Discussion. 

8:15  P.  M. 

Informal  Reception. 

Welcome  to  Delegates  and  Guests 

Mayor  D.  D.  Merrill 

Response  

Mr.  Wm.  K.  McKibben,  Seattle,  Secretary  King 
County  Anti-Tuberculosis  League. 

“The  Full  Time  Health  Officer  in  Relation  to 

Tuberculosis”  

Dr.  Thomas  D.  Tuttle,  State  Commissioner  of 
Health. 

“The  Sanatorium  as  a Public  Investment” 

Dr.  J.  E.  Crichton.  Seattle,  Acting  President  King 
County  Anti-Tuberculosis  League. 


Friday,  July  28,  9:00  A.  M. 

Business  Meeting  of  the  Association. 

Report  of  the  Secretary. Prof.  John  Weinzirl,  Seattle 

Report  of  the  Treasurer.  .Mr.  J.  V.  A.  Smith,  Seattle 

Report  of  Committees. 

10:00  A.  M. 

Dr.  W.  C.  Cox,  Chairman. 

“Care  of  the  Teeth  in  Tuberculosis” 

Dr.  C.  F.  Fiset,  Seattle 

“Home  versus  Sanatorium  Treatment” 

Dr.  R.  J.  Carey,  Tacoma,  Superintendent  “Moun- 
tain View”  Sanatorium,  Pierce  County. 

“Some  Economic  Aspects  of  Tuberculosis”.... 

Dr.  J.  S.  Boggess,  Seattle,  Surgeon  U.  S.  Public 
Health  Service. 

“Tuberculosis  and  Life  Insurance” 

Mr.  C.  C.  Thompson,  Seattle,  District  Superin- 
tendent Metropolitan  Life  Insurance  Co. 
Discussion  opened  by  Dr.  J.  Ward  Finley,  Bur- 
lington; Dr.  L.  G.  Woodford,  Everett;  Dr.  A.  P. 

Duryee,  Everett;  Mrs.  M.  P.  Hurd.  Mt.  Vernon. 

12:15  P.  M. 

Executive  Meeting  Board  of  Directors,  Private  Din- 
ing Room,  Commercial  Club. 

2:00  P.  M. 

Dedication  of  the  Site  for  the  Proposed  Sanatorium 
to  be  erected  by  Snohomish  County. 

Informal  Program  and  Picnic  Supper  by  the  Sno- 
homish County  Anti-Tuberculosis  League. 


August,  1916. 
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At  the  noon  luncheon  Mr.  Robert  Moody  spoke 
on  the  necessity  of  taking  steps  to  fight  the  disease 
in  his  county,  and  expressed  the  belief  that  the  tax- 
payers would  stand  behind  the  work.  Dr.  Fred- 
erick Slyfield  dwelt  briefly  on  the  value  of  insti- 
tutional treatment  in  controlling  the  disease. 

The  President’s  address  was  a review  of  his  six 
years’  connection  with  the  Association  and  its 
progress.  The  Executive  Secretary  gave  a brief 
report  of  the  meeting  of  the  National  Tuberculosis 
Convention,  held  in  Washington,  D.  C.,  in  May. 
The  state  work  has  developed  until  there  are  three 
tuberculosis  sanatoria  in  operation,  with  a fourth 
in  prospect  and  several  counties  looking  for  suit- 
able sites.  Survey  work  is  a new  department, 
created  last  October.  The  counties  of  Yakima, 
Thurston  and  Pierce  have  been  surveyed  as  to  the 
existing  cases,  their  needs  and  facilities  for  caring 
for  the  patients. 

Dr.  Graves  gave  a short  history  of  tuberculosis 
in  cattle.  He  stated  that  the  $25,000  appropriated 
for  reimbursing  cattle  owners  in  part  for  their 
tuberculous  animals  had  been  exhausted.  That 
the  workingman  suffers  greatly  from  the  inroads 
of  tuberculosis,  and  that  the  clean,  sanitary  work- 
shop has  a direct  influence  upon  his  home  was 
forcefully  illustrated  by  Mr.  E.  P.  Marsh. 

The  fallacy  of  the  state  sanatorium  idea  was 
brought  out  by  Dr.  Crichton,  who  pointed  to  the 
splendid  showing  made  by  the  tuberculosis  sana- 
torium when  under  local  control,  both  in  the  east 
and  in  Washington.  Dr.  Cary  illustrated  the  value 
of  sanatorium  versus  home  treatment,  while  Dr. 
Boggess  gave  some  figures  showing  the  economic 
waste  due  to  the  inroads  of  tuberculosis.  This 
subject  was  emphasized  from  a different  angle  by 
Mr.  Thompson,  who  showed  in  comparison  the  vast 
sums  expended  in  pleasure  or  luxuries. 


BOOK  REVIEWS 

Edited  by  Kenelm  Winslow,  M.  D. 

Blood-Pressure,  Its  Clinical  Applications.  Second 
Edition,  Revised  and  Enlarged.  By  George  W. 
Norris,  A.  B.,  M.  D.,  Assistant  Professor  of  Medi- 
cine in  the  University  hf  Pennsylvania,  etc. 
Octavo,  424  pages,  with  102  engravings  and  1 
colored  plate.  Cloth,  $3.00,  net.  Lea  & Febiger, 
Publishers,  Philadelphia  and  New  York,  1916. 
There  is  an  excellent  first  chapter  on  the  physio- 
logic factors  involved  in  the  production  of  blood- 
pressure.  In  chapters  devoted  to  the  mechanical 
appliances  for  determining  pressure  Norris  affirms 
that  Nicholson’s  sphygmomanometer  is  the  best 
in  his  belief,  with  which  the  reviewer  is  in  com- 
plete accord.  There  is  an  exceedingly  interesting 
chapter  on  hypotension,  in  which  it  is  shown  that 
it  may  be  essential  (relaxed  splanchnics),  and  asso- 
ciated with  enteroptosis  and  hypostatic  albuminuria 
in  some  cases.  The  symptomatology  of  hypoten- 
sion is  so  varied  that  its  discovery  by  the  sphygmo- 
manometer is  the  only  certain  criterion.  In  other 
words,  the  most  important  fact  in  clinical  medicine 
is  that  the  discovery  of  one  pathologic  lesion  or 


state  during  a complete,  routine,  physical  examina- 
tion is  often  worth  volumes  of  symptoms,  or  even 
syndromes,  in  making  a correct  diagnosis.  Thus 
hypotension  is  most  often  diagnosed  neurasthenia 
from  its  symptomatology.  Norris  describes  blood- 
pressure  in  all  the  acute  infections.  It  may  have 
a prognostic  value,  as  in  pneumonia.  Gibson’s  sign 
is  not  in  itself  of  great  import  when  the  tension 
in  mm.  is  below  the  pulse  rate  but,  associated  with 
a weak  pulmonic  second  and  arrhythmia,  the  out- 
look is  bad  indeed.  The  matter  under  “significance 
of  blood  pressure  as  a practical  guide  in  cardiac 
disease’’  will  be  found  of  great  value.  The  dis- 
cussions by  Norris  on  blood-pressure  in  all  the 
more  common  diseases,  including  nervous  disorders 
and  also  in  obstetrics  and  surgery,  are  illuminating 
and  show  a wide  clinical  experience  and  scholarly 
attainments.  The  book  possesses  great  practical 
worth  for  medical  men.  Wiinslow. 


Rules  for  Recovery  from  Pulmonary  Tuberculosis. 
A Layman’s  Handbook  on  Treatment.  By  Law- 
rason  Brown,  M.  D.,  of  Saranac  Lake,  N.  Y. 
Second  edition,  revised  and  enlarged.  12mo,  184 
pages.  Cloth,  $1.25,  net.  Lea  & Febiger,  Pub- 
lishers, Philadelphia  and  New  York,  1916. 

This  admirable  little  book  for  the  laity  contains 
many  useful  points  for  the  physician.  Brown  is 
a strong  advocate  of  a climate  for  consumptives 
having  a diurnal  variation  of  at  least  2t)  degrees. 
He  shows  that  such  changes  and  also  cold  stimulate 
the  nervous  system.  At  Saranac  patients  gain 
chiefly  from  August  to  Christmas.  Ventilation, 
consisting  as  it  does  in  movement  of  cool  air,  has 
a bearing  on  the  treatment  of  the  tuberculous.  Thus 
sleeping  with  only  the  head  out  of  the  window  is 
not  comparable  with  sleeping  outdoors.  (The 
classic  experiment  of  L.  Hill  may  be  remembered 
where  the  subject  sat  in  a heated  close  chamber 
breathing  outside,  pure  air  through  a tube,  with 
no  relief  from  oppression)'.  Brown  affirms  that 
a room  with  one  window  is  no  more  ventilated  than 
a receptacle  can  be  emptied  of  fluid  without  the 
admission  of  air.  In  order  that  air  may  come  in 
there  must  be  an  opening  for  it  to  flow  out.  He 
believes  that,  if  a person  is  outdoors  from  8 to  10 
hours  daily,  there  is  nothing  to  be  gained  by  sleep- 
ing out  o'nights.  While  not  going  so  far  as  Fischer 
in  his  dictum  that  adults  already  having  tubercu- 
losis can  not  take  it  again.  Brown  believes  that 
they  require  a very  large  dose  of  bacilli  from  out- 
side to  succumb  to  clinical  tuberculosis.  The  prac- 
tical points  respecting  details  of  treatment  in  the 
matter  of  exercise,  clothing,  food  and  sleeping  and 
sitting  outdoors  in  cold  weather  are  of  great 
worth.  Winslow. 


The  Intestinal  Putrefactions.  Clinical  Studies  of 
Enterocolitis.  By  Charles  Fenner  Peckham,  M. 
D.,  Providence,  R.  I.  Cloth,  91  pages.  Snow  & 
Farnham  Co.,  Printers.  1916. 

The  writer  has  attempted  to  solve  a large  sub- 
ject in  a small  book.  He  tries  to  put  the  whole 
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subject  of  “autointoxication”  on  an  exact  scientific 
basis,  classifying  intestinal  putrefaction  on  a 
chemical  basis  but  making  the  diagnosis  hang 
on  symptomatology,  chemical  and  bacteriologic 
examination.  Thus  he  divides  the  cases  into  seven 
types,  indolic,  sacchrobutyric,  acetic,  oxalic,  oleic, 
ammoniacal  and  uric  acid.  The  symptomatology 
appears  to  be  rather  vague,  but  the  results  are 
supposed  to  be  apparent,  perhaps  20  or  30  years 
later,  in  the  degenerations  of  vital  organs  common 
to  middle  age  and  after.  In  each  type  the  diagnosis 
depends  upon  the  chemical  and  bacteriologic  find- 
ings and  symptoms.  Thus  the  indolic  type  has  a 
very  vague  symtomatology,  lasting  30  to  60  years 
perhaps,  but  the  salient  feature  is  persistent  in- 
dicanuria.  Since  doctors  disagree  so  violently  on 
the  significance  of  this  condition — Simons  and 
Porter  thinking  it  of  great  significance  while  the 
greatest  clinicians  regard  it  of  no  diagnostic 
value,  as  Cabot,  who  says  that  he  has  found  it  of 
so  little  value  that  it  is  not  worth  the  time  taken 
in  making  the  test — it  becomes  difficult  to  form 
any  sound  opinion  of  the  whole  matter.  The 
author  places  great  reliance  on  intestinal  anti- 
septics in  his  treatment,  which  are  generally  con- 
sidered of  little  service.  However,  the  book  is 
well  worth  reading  as  it  represents  earnest  study 
by  a capable  laboratory  worker  in  a subject  which 
has  enormous  possibilities  and  is  still  much 
where  Herter  left  it.  Winslow. 


Diseases  of  the  Eye.  By  George  E.  deSchweinitz, 
M.  D.,  LL.D.,  Professor  of  Ophthalmology  in  the 
University  of  Pennsylvania.  Eighth  Edition, 
Thoroughly  Revised  and  Enlarged.  Octavo  of 
754  pages,  386  text  illustrations  and  seven  litho- 
graphic plates.  Philadelphia  and  London.  W.  B. 
Saunders  Company,  1916.  Cloth,  $6.00,  net;  half 
Morocco,  $7.50,  net. 

The  new  edition  rewritten,  reset  and  in  new 
form  is  a model  of  completeness  and  is  excellently 
composed.  Indeed  it  is  one  of  the  most  admirable 
examples  of  medical  literature.  Although  consist- 
ing of  some  two  hundred  fewer  pages  than  the 
old  edition,  it  contains  nearly  a tenth  more  mat- 
ter and  is  bound  in  a more  suitable  size— regular 
quarto — making  a volume  of  better  appearance. 
Useless  quotation  marks  applied  to  words  and 
phrases  in  former  editions  are  eliminated  and  the 
diction  is  marked  by  a degree  of  excellence, 
amounting  to  a sort  of  punctillious  perfection, 
quite  in  keeping  with  the  man  as  we  know  him. 
Some  important  new  matter  appears  on  iritis, 
especially  autotoxemic  and  secondary  to  mucous 
membrane  infections.  Dr.  Sweet’s  revised  method 
of  localizing  foreign  bodies  in  the  eyeball  by 
x-rays  is  given  in  full.  Elliot's  sclero-corneal 
trephining  operation  for  glaucoma  is  recommended 
by  deSchweinitz  as  the  most  satisfactory  of  all, 
and  a description  of  the  operation  written  by 
Lieut-Colonel  Elliot  is  incorporated  in  the  text. 
Smith’s  operation  for  cataract,  the  intracapsular 
operation,  is  described  and  commented  upon  brief- 


ly but  somewhat  emphatically.  “It  is  the  author’s 
impression  * * * that  while  the  operation  will 

retain  a place  in  ophthalmic  surgery,  especially  in 
extraction  of  unripe  cataracts,  it  is  not  likely  to 
drive  from  the  field  those  procedures  which  have 
for  years  been  firmly  and  favorably  established.” 
Throughout  the  book  frequent  references  to  the 
works  of  others  are  to  be  noted,  with  both  criti- 
cisms and  commendations.  The  personality  of  the 
author  with  his  own  peculiar  refinement  and  exact- 
ness is  apparent  on  every  page.  Seelye. 


Nervous  and  Mental  Diseases.  The  Practical  Medi- 
cine Series.  Vol.  X.  Series  1915.  Edited  by 
Hugh  T.  Patrick,  M.  D.,  Professor  of  Neurology  in 
Chicago  Policlinic,  etc.,  and  Peter  Bassoe,  M.  D., 
Assistant  Professor  of  Nervous  and  Mental  Dis- 
eases, Rush  Medical  College.  Price,  $1.35.  Year 
Book  Publishers,  Chicago. 

The  review  of  the  literature  on  nervous  and 
mental  disease  for  1915  is  quite  complete  in  this 
volume.  Of  especial  interest  will  be  noted  the 
article  on  neurosis  of  the  war,  insanity  and  the 
war,  the  cerebrospinal  fluid  and  diseases  of  the 
meninges.  A new  viewpoint  will  be  noted  on  these 
subjects  from  what  has  previously  existed,  nor 
have  we  had  such  an  opportunity  to  study  them 
before.  One’s  time  is  well  spent  in  considering 
these  reports  and  discussions.  Various  other  sub- 
jects on  neurologic  matters  showing  somewhat 
altered  views  will  likewise  be  noted,  clearly  de- 
fined and  of  interest  to  the  general  practitioner. 

Smith. 


International  Clinics.  Vol.  IV.  Twenty-fifth  Series, 

1915.  j'.  B.  Lippincott  Co.,  Philadelphia  and 

London. 

Here  is  the  twenty-fifth  anniversary  number  of 
this  time  honored  and  worthy  publication.  Sir 
Wm.  Osier  begins  it  by  prophesying  that  the  man- 
tle of  leadership  in  medicine  is  about  to  fall  on 
America.  He  goes  on  to  decry  the  “full  time” 
teacher  in  internal  medicine,  affirming  that  the 
professor  of  medicine  should  be  in  constant  touch 
■with  both  the  public  and  profession  by  acting  as 
a consultant. 

In  the  Problem  of  the  Irregular  Heart  Reilly  is 
a benefactor  in  presenting  absolutely  the  simplest 
and  clearest  description  of  the  modern  conception 
of  this  bothersomely  complex  subject.  Nearly  all 
irregularities  in  children  are  sinus  arhythmias, 
(beginning  in  sinus  node)  and  are  harmless. 
Sixty  per  cent,  of  irregularities  in  adults  are  pre- 
m.ature  beats  or  extrasystoles  and  are  innocuous. 
In  these  the  pulse  is  slow — rarely  over  90 — and 
the  complaint  is  of  the  heart  stopping  or  turning 
over.  The  pulse  occasionally  stops  or  skips  a 
beat.  The  patient  is  usually  over  fifty  and  the 
irregularity  ceases  on  exercise  or  whenever  the 
heart  beats  over  100.  In  the  absence  of  other 
heart  lesions  the  diagnosis  is  clear.  Auricular 
fibrillation  is  the  cause  of  30  per  cent,  of  irregulari- 
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ties  and  always  in  irregularities  where  the  pulse 
is  over  120.  The  pulse  is  wildly  irregular  in  time 
and  intensity,  and  differs  in  count  from  the  apex 
beat.  It  occurs  with  mitral  disease  and  signs  of 
decompensation  are  present.  The  trouble  lasts 
till  death.  Heart  block  occurs  in  3 per  cent,  of 
cases.  The  pulse  is  40  or  under.  Possibly  half 
the  waves  from  the  auricle  reach  the  ventricle 
and  one  then  notes  double  the  number  of  pulsa- 
tions in  the  neck  veins  as  compared  with  the 
wrist  pulse.  Pulse  alternans,  or  alternate  large 
and  small  beat,  is  very  rare  and  seen  in  the  dying. 
Paroxysmal  tachycardia  is  rare.  There  is  sudden 
onset  and  surprisingly  little  disturbance,  rapid, 
regular  pulse  (perhaps  200)  and  a sudden  recovery. 
Auricular  flutter  is  a continuous  tachycardia 
(pulse  130  to  170)  in  the  aged,  causing  alarming 
symptoms  but  ending  in  recovery.  This  volume 
is  unusually  rich  in  interesting  articles,  notable 
those  by  Crile  and  Mayo.  Winslow. 


International  Clinics.  Vol  I,  Twenty-sixth  Series, 

1916.  J.  B.  Lippincott  Co.,  Philadelphia. 

In  this  number  the  articles  are  grouped  under 
the  headings — Treatment,  Medicine,  Neurology, 
Public  Health,  Pathology,  Gynecology  and  Surgery. 
There  is  an  article  on  the  early  diagnosis  of  gastric 
cancer,  by  Friedenwald,  in  which  he  finds  but  7.3 
per  cent,  of  1,000  personal  cases  gave  an  ulcer 
history,  and  but  23  per  cent,  gave  a history  of  any 
previous  digestive  disturbance  at  all.  He  says  that 
in  77  per  cent,  of  cases  the  onset  of  cancer  was 
sudden  and  acute.  This  experience  is  directly  op- 
posite to  that  of  the  Mayo  Clinic  and  of  the  nearly 
1,000  cases  of  Smithies  proved  by  operation  and 
autopsy,  in  which  50  per  cent,  gave  ulcer  histories 
and  nearly  70  per  cent,  were  on  an  ulcer  basis. 
There  is  an  interesting  review  of  medicine  for 
1915  in  this  volume,  covering  war  experiences,  and 
all  leading  surgeons  of  the  various  nations  appear 
to  agree  that  the  use  of  antiseptics  under  present 
conditions  of  warfare  is  of  no  value  in  either  pre- 
vention or  treatment  of  infections.  Wounds  of  the 
small  intestines  are  practically  always  fatal. 

Winslow. 


The  Medical  Clinics  of  Chicago.  Volume  I Number 
6,  (May,  1916).  Octavo  of  229  pages,  22  illustra- 
tions. Philadelphia  and  London,  W.  B.  Saunders 
Company,  1916.  Published  Bi-Monthly.  Price 

per  year:  Paper,  $8.00;  cloth,  $12.00. 

This  number  begins  with  an  interesting  account 
of  experience  of  the  Allen  treatment  of  diabetes 
by  Dr.  Hamburger.  The  extensive  experience  of 
some  of  the  Boston  men  is  also  alluded  to.  Ham- 
burger wisely  remarks  in  closing  that,  while  a 
sugar-free  urine  is  the  desideratum  in  the  treat- 
ment of  diabetes,  some  patients  live  more  satis- 
factorily when  not  dieted  to  this  extent  and  feel 
much  better  on  a more  liberal  regime  with  a small 
amount  of  glucose  in  the  urine  at  times.  Dr.  Tiven 
gives  a most  interesting  talk  on  metastases  origi- 


nating in  infections  of  the  tonsils  and  sinuses.  Dr. 
Mix  makes  a masterly  analysis  of  a case  of 
hematuria,  in  the  course  of  which  he  brings  out 
numerous  points  having  broad  clinical  significance, 
as  vomiting  of  foam  eliminates  trouble  in  the  up- 
per abdomen,  giving  rise  to  reflex  anastalsis  and 
regurgitation  of  bile.  The  loss  of  weight  is  not  due 
to  vomiting  because  food  has  not  been  lost  in  that 
way.  In  differential  diagnosis  the  few  ordinary 
causes  of  symptoms  should  be  kept  in  mind  and 
not  the  multitudinous  extraordinary  ones.  These 
in  hematuria  are  stone,  nephritis,  tuberculosis  and 
tumor.  The  clinical  cases  are  as  usual  intensively 
interesting  and  instructive.  Winslow. 


Medical  Lectures  and  Aphorisms.  By  Samual  Gee, 
M.  D.  Fellow  of  the  Royal  College  of  Surgeons, 
Honorary  Physician  to  H.  R.  H.,  The  Prince  of 
Wales,  and  Consulting  Physician  to  St.  Bartholo- 
mew’s Hospital.  Cloth,  408  Pp.,  $2.00.  Oxford 
University  Press,  London  and  New  York,  1915. 
Gee  was  one  of  the  ablest  men  in  England  re- 
cently lost  to  medicine.  Indeed,  Legg  said  of 
him  that  he  was  the  ablest  all  around  man  he  had 
ever  met.  His  knowledge  was  encyclopedic  on  all 
subjects  and  he  was  one  of  the  most  accomplished 
classical  scholars  in  England.  Osier  has  said  of 
him  that  he  was  splendid  in  hospital  wards  and 
laboratories,  but  ill-fitted  by  temperament  for  the 
hurly-burly  of  the  professional  life.  His  works  are 
well  worth  the  reading.  Winslow. 


Gould’s  Practitioner’s  Medical  Dictionary.  Third 
Edition,  Revised  and  Edited  by  R.  J.  E.  Scott, 
M.  A.,  B.  C.  L.,  M.  D.,  of  New  York.  962  pages, 
weighing  only  214  pounds,  flexible  bindings,  cloth 
and  leather,  marbled  edges,  round  corner,  height 
8%,  width  614,  thickness  114  inches.  Price,  $2.75, 
in  cloth.  P.  Blakiston’s  Son  & Co.,  Philadelphia. 
In  the  present  edition  some  20,000  new  words 
have  been  added  and  the  work  contains  about  71,- 
000  definitions.  There  is  no  medical  dictionary  of 
its  class  (not  a pocket  dictionary)  which  is  so  con- 
veniently small.  Gould’s  dictionary  scarcely  needs 
any  notice  since  it  has  become  an  institution,  there 
being  some  third  of  a million  volumes  now  in  use 
by  English-speaking  practitioners.  The  omission  of 
unnecessary  illustrations,  thin  paper  and  fine  print 
enable  the  publishers  to  give  us  the  multum  in 
parvo.  Winslow. 


Diagnostic  Methods.  A Guide  for  History  Taking, 
Making  of  Routine  Physical  Examinations,  and 
the  Usual  Laboratory  Tests  Necessary  for  Stu- 
dents in  Clinical  Pathology,  Hospital  Internes 
and  Practising  Physicians.  By  Herbert  Brooks. 
A.  B.,  M.  D.  Professor  of  Pathology,  University 
of  Tennessee.  Third  Edition,  Revised  and  Re- 
written. Cloth,  96  Pp.,  $1.00.  C.  V.  Mosby 
Co.,  St.  Louis,  1916. 

We  have  noticed  this  book  before.  It  is  just 
what  it  describes  itself  to  be  and  is  a thoroly 
reliable  and  convenient  practical  guide  in  contain- 
ing just  what  the  average  practitioner  requires  in 
compact  form. 
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ORIGINAL  CONTRIBUTIONS 

A DISCUSSION  OF  MEDICAL 
EDUCATION.* 

By  Richard  B.  Dillehunt,  M.  D. 

PORTL.AND.,  ORE. 

Assistant  Dean,  University  of  Oregon  Medical 
School. 

The  progress  of  scientific  medicine  during  the 
nineteenth  century  has  been  so  great  and  the  tri- 
umphant culminations  of  exhaustive  reseai'ch  have 
been  so  manifold,  that  there  has  arisen  from  the 
chaos  of  empiricisms  of  fifty  years  ago  a new  school 
of  medicine  which  is  not  dependent  upon  the 
leadership  of  any  single  individual  or  group  of 
individuals,  nor  upon  their  verbal  or  written  ema- 
nations, but  which  finds  for  its  sustenance  and 
growth  scientifically  demonstrated  facts. 

It  would  not  be  difficult  to  consume  all  the 
time  allotted  here  in  an  exposition  of  the  advance 
that  has  been  made  in  any  single  branch  of  medical 
science,  for  instance,  pharmacology,  biochemistry 
or  bacteriology^,  but  by  no  means  the  least  impor- 
tant reformation  has  been  made  in  the  matter  of 
medical  education  and  it  has  been  so  far-reaching 
in  its  scope  that  there  is  no  more  similarity  between 
the  high  grade  medical  school  of  today  and  that  of 

*Rea(l  before  the  Meeting  of  the  Alumni  .Association  of  the 
t^niversily  of  Oregon  Medical  School,  Portland,  Ore.,  June  8, 
191G. 


thirty  years  ago,  than  there  is  between  the  bacte- 
riology of  today  and  that  of  the  period  before  Pas- 
teur. In  fact,  the  real,  generalized  effort  to  really 
educate  young  men  wEo  choose  medicine  as  a 
vocation  throughout  this  country  is  an  eventuality 
of  the  last  ten  years  and,  as  in  the  case  of  bac- 
teriology and  biochemistry,  the  field  for  improve- 
ment has  not  yet  been  exhausted. 

To  anyone  who  looks  forward  to  the  hope  of 
elevating  the  practitioner,  of  medicine  above  the 
level  of  a purvey'^or  of  pills  and  potions  for  two- 
dollar  fees,  as  he  is  sadly  enough  too  often  looked 
upon  by  the  masses,  it  must  be  obvious  that  the 
most  important  single  branch  of  scientific  medicine 
is  medical  education.  As  such  it  commands  at 
least  the  casual  attention  of  every  practitioner, 
and  hence  this  paper  is  written  not  only  to  depict 
briefly  the  progress  made  in  that  branch  but  to 
call  attention  to  some  features  that  must  be  an- 
ticipated. 

Those  who  have  followed  the  most  admirable 
work  of  the  Council  of  Medical  Education,  of  the 
American  Medical  Association,  are  already  aware 
of  the  fact  that  in  1904  there  Avere  162  medical 
colleges  in  the  United  States,  with  28,142  students, 
5600  of  Avhom  graduated  that  year  and  that  in 
1915,  11  y'ears  later,  in  spite  of  great  increase  in 
population,  this  number  was  reduced  to  95  schools 
with  14,891  students,  3536  of  whom  graduated. 
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This  great  reduction  was  brought  about  bj-  the 
careful  compilation  of  data  b\'  the  American  Med- 
ical Association  which  were  utilized  bj-  educa- 
tional bodies,  universities  and  the  lay  press.  Prac- 
tically every  m.edical  school  which  was  conducted 
as  a joint  stock  concern,  dealing  out  IM.  D.  de- 
grees in  return  for  tuition,  has  passed  to  its  death 
either  by  a process  of  absorption  or  disintegration ; 
some  because  the  owners  became  ashamed  of  them- 
selves, others  because  matriculation  ceased,  and 
still  others  because  in  honest  effort  they  conld  not 
continue  at  a high  standard  without  endowment. 

This  looks  like  a great  advance  but  it  is  sec- 
ondary to  the  tremendous  change  wrought  in  the 
internal  conduct  of  the  surviving  institutions.  Ten 
years  ago  only  eight  or  ten  medical  colleges  paid 
any  attention  to  preliminary  education  and  the 
chief  requirement  for  admission  was  the  declara- 
tion of  one’s  desire  and  the  payment  of  fees. 
Now  83  of  the  95  schools  require  at  least  one 
year  in  a college  or  university,  embracing  adequate 
work  in  biology,  chemistry,  ph3'sics  and  a foreign 
language,  after  graduation  from  high  school;  and 
46  of  these  require  two  years  or  more  of  university 
work,  while  7 require  a fifth  year  as  an  intern 
before  granting  the  degree  of  M.  D.  These  re- 
quirements are  not  only  on  paper,  in  catalogues, 
but  are  really  enforced.  Teachers  are  now  se- 
lected on  a basis  of  qualification  rather  than  upon 
one  of  personal  friendship  or  family  ties,  and  lab- 
oratory and  clinical  facilities  are  not  only  “pos- 
sessed” as  admitted  in  the  catalogue  but  are  util- 
ized for  teaching  the  student.  Every  college  clas- 
sified as  acceptable  or  nearly  so  has  a curriculum 
comprising  at  least  4000  hours  of  work  and  the 
student  of  todav  must  be  present  upon  80  per 
cent,  of  this  work  or  withdraw. 

The  great  result  of  this  elevation  is  the  produc- 
tion of  a finished  product  who  is  prepared  at  least 
to  enter  a hospital  as  an  intern,  and  about  80 
per  cent,  of  all  graduates  do  so  voluntarih'.  Those 
who  fail  to  do  so  regret  it,  for  they  all  soon  learn 
that  the  average  medical  college  has  been  able 
only  to  ground  them  in  fundamental  principles. 
It  is  here,  then,  that  the  modern  medical  school 
falls  short  of  its  duty  because  ideally,  with  the 
degree  of  Doctor  of  Medicine,  there  should  go 
the  ability  to  meet  and  handle  patients,  more  than 
ordinary  diagnostic  acumen  and  some  self-confi- 
dence and  prestige  by  virtue  of  experience  and  re- 
sponsibility in  the  hospital. 

The  routine  of  the  young  man  intending  to 


study  medicne  today  can  be  divided  into  three 
phases  after  graduation  from  high  school,  viz. : 

( 1 ) College  education. 

(2)  IMedical  school  work. 

(a)  Laboratory  departm.ents. 

(b)  Clinical  departments. 

(3)  Hospital  training. 

Page  after  page  has  been  written  upon  all  of 
these  and  time  will  not  permit  extended  discussion, 
but  each  phase  can  be  considered  briefly  in  an 
effort  to  portray  what  would  seem  to  be  the  ideal 
curriculum. 

The  object  of  the  college  education  ought  to  be 
to  confer  upon  the  young  man  some  culture  of 
mind  and  development  of  intellect,  as  well  as  to 
prepare  him  in  the  fundamental  sciences.  No 
student  can  go  to  college  for  one  year,  cram  in  three 
laboratory  sciences,  viz.,  chemistry,  biology  and 
phvsics,  and  one  language,  and  leave  with  much 
acquaintance  w’ith  any  of  them,  nor  will  he  have 
received  any  of  the  embellishment  to  which  he  is 
entitled  if  his  sponsors  would  have  him  succeed. 
In  two  years  he  can  studt’  these  heavy  sciences 
separately  and  digest  each,  and  can  at  the  same 
time  turn  some  attention  to  literature  and  arts, 
those  features  which  tend  to  make  some  men  su- 
perior to  others  who  have  the  same  inherent  ability ; 
and  he  may  perchance  learn  to  spell  and  to  write. 
Furthermore,  ten  state  licensing  boards  now  re- 
quire two  years  of  preliminary  college  work. 
Three  jears  would  be  better  but  the  time  element 
must  be  considered. 

The  medical  school  that  assumes  the  function 
of  conferring  upon  its  matriculants  a degree  recog- 
nized by  all  the  states,  and  carrying  with  it  the 
attributes  of  a well  trained  physician,  has  a great 
obligation  to  discharge  to  every  student,  and  the 
latter  should  select  one,  not  upon  a basis  of  glar- 
ing advertisements,  low  tuition  or  easy  entrance, 
but  from,  a standpoint  of  its  preliminary  require- 
ments, character  of  teaching  and  recognition  of  its 
diplom.a  by  the  various  states.  The  schools  that 
cater  to  the  poor  boy,  with  low  tuition,  are  not 
spending  much  upon  the  poor  boy’s  education  and 
the  investment  is  a loss.  In  the  University  of 
Oregon  IMedical  School  the  tuition  is  $150  a year, 
while  the  actual  cost  to  the  institution  per  student 
is  about  $450  per  annum. 

The  portion  of  the  medical  college  work  which 
has  been  elevated  to  the  greatest  degree  of  per- 
fection at  present  is  probably  the  laboratory  divi- 
sion. Young  men  are  beginning  to  learn  that 
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a great  field  is  open  in  teaching  and  in  research  in 
anatomy,  pathology,  physiology,  bacteriology  and 
biochemistry,  and  the  result  has  been  that  prac- 
tically every  signal  contribution  to  medical  knowl- 
edge in  the  past  few  years  has  come  from  these 
fields  of  endeavor,  and  men  have  been  prepared 
who  are  qualified  to  become  full-time  teachers  in 
these  branches.  Many  a young  graduate  would 
do  well  to  consider  these  opportunities,  especially 
if  he  is  not  endowed  with  charming  personality, 
large  physique  and  chin  whiskers,  so  often  con- 
sidered necessary  to  success  in  practice. 

In  the  laboratory  work  of  the  first  two  t'ears 
the  student  is  in  charge  of  full-time  men  and  it 
is  their  duty  to  decide  at  the  end  of  the  first  year 
whether  or  not  he  is  fit  material  to  weld  into  an 
acceptable  phj'sician,  and  if  not  he  must  be  rejected 
for  his  own  sake,  for  the  school’s  sake,  for  the 
profession’s  sake  and  for  the  public’s  sake. 

Each  laboratory  department  should  support  at 
least  two  full-time  men  and  some  research  work 
should  be  prosecuted  there,  and  students  should 
be  given  the  opportunity  of  taking  part  in  this 
work  to  the  extent  in  suitable  cases  of  securing 
the  Ph.  D.  degree.  In  so  doing  some,  who  other- 
wise pass  on  to  failure  in  practice,  would  learn 
that  therein  lies  a successful  future. 

From  the  standpoint  of  purely  teaching  students, 
the  first  two  years  now  fulfill  their  functions  ade- 
quately in  most  schools,  but  scarcely  as  much  can 
be  said  of  the  clinical  t'ears.  Clinical  work  is 
presented  in  three  wavs,  by  lecture  and  quiz,  by 
clinics  and  by  hospital  work.  Each  of  these  has  its 
definite  important  place  and  they  must  be  care- 
fully articulated  in  the  curriculum. 

The  first  two  methods  have  been  developed  ad- 
mirably and  the  results  are  largely  dependent  upon 
the  teaching  ability  of  the  lecturers  and  clinicians, 
and  it  was  here  that  the  medical  school  of  a short 
time  ago  completed  its  mission.  The  graduate 
often  could  write  a masterpiece  on  typhoid  fever 
but  was  helpless  in  a differential  diagnosis  be- 
tween sunstroke  and  apoplexy.  His  alma  mater 
had  forsaken  him  while  his  wings  were  still  too 
tender.  More  recently  the  clinical  departments 
have  established  charity  services  in  hospitals,  where 
students  can  take  histories,  make  deliberate  ph}'si- 
cal  examinations  and  carry  out  laboratory  work  in 
an  effort  to  arrive  at  a diagnosis,  and  it  is  this 
which  must  eventually  crown  the  work  of  the 
teaching  function  of  all  medical  schools; 

It  is  impossible  to  present  the  lecture,  clinic  and 
hospital  work  in  two  t'ears,  because,  if  the  stu- 


dent is  to  secure  enough  of  the  former  to  enable 
him  to  intelligently  carry  out  the  hospital  work, 
he  will  not  have  time  to  follow'  the  progress  of 
any  number  of  cases  long  enough  to  benefit  him. 
The  result  is,  as  has  been  stated,  that  the  graduate 
of  today  must  seek  an  internship  in  order  to 
round  out  his  training  w'ith  real  experience.  There 
are  plenty  of  hospitals  to  supply  all  graduates 
with  such  service,  but  there  are  not  many  that  give 
the  intern  the  training  that  he  deserves. 

As  conducted  by  most  hospitals  the  internship 
amounts  chiefly  to  a sort  of  orderly  service,  where- 
in the  young  graduate  has  the  privilege  of  assist- 
ing in  some  operations,  giving  anesthetics  and 
passing  a catheter  now'  and  then  in  return  for 
board  and  room.  He  is  given  the  opportunity  of 
examining  and  diagnosing  charity  cases  but  the 
excitement  of  such  is  too  little  to  appeal  to  him. 
This  cannot  be  laid  entirely  to  the  hospital  manage- 
ment, for  no  hospital  is  better  than  its  staff  and, 
unless  the  latter  has  the  educational  feature  at 
heart,  the  intern  derives  little  benefit  from  his 
service.  Some  hospitals  have  no  staff  and  are 
therefore  sort  of  “free  for  all”  institutions,  w'here 
the  intern  has  no  responsibility  to  anyone  in  par- 
ticular. Others  have  such  meager  equipment  in 
the  pathologic,  bacteriologic,  serologic  and  other 
laboratory  departments  that  even  if  the  intern 
were  inclined  to  elevate  the  standard  of  work  done 
there,  he  would  lack  the  means.  Such  a state 
of  things  means  that  the  majority  of  physicians 
working  at  that  hospital  do  not  consider  these 
departments  necessary,  w'liich  stamps  them  as  unfit 
to  help  develop  the  intern,  even  if  they  were  so 
inclined. 

There  are  five  qualities  that  the  intern  should 
derive  from  his  service:  First,  the  ability  to  take, 

record  and  interpret  a case  historj',  and  one  who 
can  do  this  will  be  75  per  cent,  correct  in  diag- 
nosis. Second,  the  ability  to  make  a careful  phys- 
ical examination,  which  comes  only  after  having 
been  often  checked  up  on  mistaken  findings.  This 
will  add  about  10  per  cent,  to  his  diagnostic  equip- 
ment. Third,  the  ability  to  carry  out  the  neces- 
sary laboratory  w^ork  upon  such  cases  as  demand 
it.  This  augments  his  armamentarium  about  5 
per  cent.  The  sum  of  these  three  is  90  and,  if  he 
arrives  at  a correct  diagnosis  in  90  per  cent,  of 
his  life’s  work,  he  ranks  high.  Fourth,  he  should 
be  able  to  select  upon  a sound  basis  the  type  of 
treatment  applicable  in  a given  case  and,  by  having 
had  to  assume  the  responsibility  for  treatment  of 
many  cases  in  the  hospital,  should  learn  to  appro- 
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ciate  that  which  he  w'ill  have  to  assume  in  prac- 
tice. Fifth,  the  intern  should  have  the  privilege 
of  seeing  and  helping  to  handle  private  cases 
chiefly  for  the  benefit  he  will  accrue  in  learning 
to  deal  with  patients,  not  only  as  “cases”  but  as 
men. 

All  this  work  implies  a general  supervision  of 
the  intern’s  work  by  the  medical  school  and  should, 
therefore,  be  included  as  a fifth  year  in  the  cur- 
riculum. Such  an  arrangement  could  be  carried 
out,  of  course,  only  in  an  exceptionally  efficient 
hospital,  which  it  is  almost  sure  to  be,  if  conducted 
in  co-operation  wfith  an  efficient  medical  school, 
and  wffiich  is  almost  sure  not  to  be,  if  conducted 
without  regard  to  its  educational  duty.  If  it  be 
impossible  to  secure  co-operation  with  an  estab- 
lished hospital,  the  medical  school  must  own  and 
control  its  own,  which  is  in  the  end  the  best  plan. 

The  ideal  medical  curriculum,  then,  comprises 
seven  years’  work,  twm  in  preliminary  education 
and  five  in  medical  school  work.  Thereafter,  if 
the  graduate  desires  to  take  up  surgery,  he  may 
secure  further  experience  abroad  or  under  a sur- 
geon in  this  country.  The  same  is  true  if  he  as- 
pires to  become  an  internist.  For  those  who  in- 
tend to  take  up  work  in  the  eye  or  ear,  nose  and 
throat  the  fifth  }'ear  could  be  confined  to  hospital 
work  in  those  subjects. 

The  average  age  of  the  graduate  under  this 
arrangement  would  be  about  27  years.  He  has 
made  an  investment  which  cannot  be  withdrawn, 
namely  a disbursement  of  seven  very  valuable 
years.  It  is  too  late  to  prepare  for  another  field 
if  his  means  are  limited  and  yet  the  tragedy  of  it 
is  that  after  all  this  he  comes  to  the  world  on  a 
footing  directly  beside  the  osteopath,  chiropractor 
and  the  like,  whose  privileges  in  this  state  are  the 
same  as  his,  namely  to  consult  with,  advise  and 
treat  the  sick. 

It  is  almost  an  affront  to  admit  that  the  vari- 
ous healing  cults  are  in  any  way  competitors  of  a 
graduate  of  the  modern  medical  school  and  they 
would  not  be,  were  it  not  for  the  fact  that  the 
medical  schools  have  been  far  too  reticent  in  de- 
veloping in  the  clinical  years  the  departments 
of  kinesitherapy,  corrective  g3'mnastics,  postural 
treatment,  massage,  psychotherapy,  mensuration  of 
refractive  errors,  vibratory-  and  electrotherapy. 
These  forms  of  treatment  have  a definite  value  in 
certain  cases,  cannot  be  supplanted  by  pills,  must 
be  taught  in  the  medical  schools  and  are  not  at 
present. 


It  is  unfortunate  that  the  medical  school  cannot 
extend  its  maternity  until  its  offspring  is  strongly 
on  his  feet  financially.  The  young  graduate  fre- 
quently finds  himself  thrust  out  into  the  world 
without  funds  and  without  the  means  to  make 
even  a modest  start  in  his  life’s  work.  It  is  lit- 
tle wonder  that  some  fall  by  the  wayside  and 
others  pursue  a temporary  course  that  is  at  first 
easier  than  the  trodden  path  but  leads  to  a bitter 
end.  The  mere  legal  right  to  be  called  “doctor” 
by  virtue  of  the  M.  D.  degree  is  not  enough  to 
assure  the  graduate  his  bread  and  butter,  and  I 
believe  that  very  few  men  ever  select  by  mere 
choice  the  advertising  route,  the  fake  specialist 
or  other  routes  unmentionable.  Knowing,  as  they 
all  do,  that  the  ultimate  end  of  such  a course  is 
obscurity  and  sequestration,  their  error  must  sure- 
ly be  laid  to  sheer  necessity.  If  any  do  voluntarily 
go  into  these  ways,  it  bespeaks  something  lacking 
in  the  medical  school  that  allowed  them  to  get 
that  far,  and  for  those  who  may  be  forced  to  do 
so  by  necessity,  the  medical  school  must  some  day 
be  in  a position  to  provide  assistantships,  encourage- 
ment, a few  patients  perhaps— a chance. 

State  schools  especially  should  harbor  the  state 
laboratories  of  public  health,  hygiene  and  sanita- 
tion, bacteriology  and  pathology.  The  state  sani- 
tation and  the  charity  medical  wmrk  of  the  state 
should  be  a part  of  its  duty  to  the  state  and  a part 
of  its  material  for  teaching.  Therefore,  a state 
hospital  should  be  an  important  part  of  the  state 
medical  school  and  thereby  the  school  would  have 
the  facilities  for  offering  to  the  profession  post- 
graduate work  in  all  departments. 

How  a state  can  afford  to  ignore  the  increase 
in  efficiency  and  decrease  in  expense  of  central- 
izing in  the  medical  school  the  state  Departments 
of  Public  Health  and  the  medical  charities  is  hard 
to  imagine.  But  that  is  done  in  this  state. 

Now  all  these  generalities  have  been  presented 
to  you,  not  so  much  to  give  a dissertation  on  medi- 
cal education,  but  more  to  apprise  jou  of  what 
the  University  of  Oregon  Medical  School  aspires 
to  and  intends  to  accomplish.  These  ideals  can 
be  attained  by  a disbursement  on  the  part  of  the 
state,  not  of  much  more  monejq  but  more  cen- 
tralized disbursement  of  funds  already  spent. 
Much  has  been  accomplished,  as  you  know,  much 
is  being  accomplished,  and  your  body  has  aided 
in  it.  With  your  further  aid  the  next  few  years 
will  make  a great  increase  in  the  benefit  derived 
by  the  public  and  the  profession  from  your  alma 
mater. 
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THE  ETIOLOGY  AND  PATHOLOGY  OF 
ARTERIOSCLEROSIS.* 

By  Frederick  Epplen,  M.  D. 

SPOKANE,  WASH. 

ETIOLOGY. 

The  statement  so  often  made  that  arteriosclero- 
sis is  a disease  of  senility  is  but  relatively  true. 
It  gains  justification  only  from  a clinical  view- 
point, in  that  age  is  effective  in  producing  the 
disease  by  permitting  summation  of  injurious  in- 
fluences in  bygone  years.  Indeed  it  is  not  nearly 
so  true  as  the  statement,  “a  man  is  as  old  as  his 
arteries,”  for  we  are  seeing  increasing  numbers  of 
young  and  middle-aged  men  suffering  or  dying 
from  this  disease.  Its  real  beginning  is  to  be 
sought  in  relative  youth,  indeed,  even  in  early 
childhood;  it  is  in  its  inception  truly  a juvenile 
disease.  It  is  not  so  much  a question  of  how  many 
years  the  individual  has  lived,  but  what  vicissi- 
tudes of  life  he  has  encountered;  how  much  he 
has  suffered  from  intoxications  acute  or  chronic; 
what  diseases  have  ravaged  his  health  and  resist- 
ance and  required  that  he  build  up  compensatory 
defenses. 

It  is  conceivable  that  there  is  such  a condition 
as  physiologic  arteriosclerosis  in  senility,  but  the 
burden  of  proof  rests  with  those  who  so  contend. 
We  know  of  too  many  causative  factors,  some  of 
which  it  is  reasonable  to  assume  few  old  men  can 
have  escaped  entirely.  We  remember  very  dis- 
tinctly an  autopsy  made  by  an  instructor  of  ours 
on  a man  of  eighty-four  who  died  of  pneumonia. 
We  marveled  at  the  perfect  condition  of  his  ar- 
terial system.  The  pathologist’s  response  is  cer- 
tainly apropos,  “That  is  why  he  lived  to  be  eighty- 
four  and  could  die  of  a pneumonia.”  Had  he 
had  his  pneumonia  at  thirty  there  would  doubtless 
have  been  a different  story  to  tell,  so  far  as  his 
vascular  system  is  concerned.  While  it  is  true 
that  many  people  die  of  arteriosclerosis  in  whose 
histories,  however  carefully  taken,  no  note  of  any- 
thing in  the  nature  of  infections  occurs,  it  must 
be  borne  in  mind  that  the  indifference  of  many 
patients  to  bygone  disease  is  colossal ; it  is  prob- 
able that  such  histories  are  incomplete. 

Nor  must  our  newer  views  of  focal,  especially 
hidden  focal,  infections  be  lost  sight  of.  A recent 
comparison  of  statistics  is  a case  in  point.  In 

*Read  before  the  Twenty-seventh  Annual  Meeting  of  Wash- 
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England  and  America,  two  countries  where  habits 
of  life  are  very  similar,  it  has  been  noted  that  con- 
servation of  life  and  lowered  mortality  statistics 
during  the  past  thirty  years  are  equally  favorable 
in  both  countries  in  all  diseases  during  the  first 
three  decades  of  life.  A similar  improvement  ex- 
ists in  all  diseases  during  the  next  two  decades 
except  the  cardiovascular  and  renal  diseases.  These, 
while  showing  a marked  falling  off  in  England, 
show  an  alarming  increase  in  America.  The  Eng- 
lish dentist  is  practising  the  same  type  of  extract- 
ing dentistry  today  that  he  practised  thirty  years 
ago,  while  ours  are  practising  a type  based  upon 
saving  every  tooth  possible,  often  at  the  expense 
of  apical  abscesses  and  their  complications.  While 
the  relationship  between  this  and  our  unfavorable 
showing  in  the  above  statistics  is  insecurely  if  at  all 
established,  it  makes  one  feel  with  Will  Mayo 
when  he  says,  “Commend  me  to  the  dentist  who 
extracts.” 

We  recall  no  autopsy  in  an  acute  infectious 
disease  that  caused  death  after  a reasonably  long 
illness,  in  which  fatty  degenerations  of  the  intima 
of  the  aorta  had  not  occurred,  even  when  the  sub- 
ject was  a child.  Conceding  that  this  is  the 
primary  change  of  arteriosclerosis,  the  significance 
of  this  finding  is  only  too  evident,  pointing  as  it 
does  to  intimal  injury  in  every  prolonged  febrile 
infection.  This  finding  is  most  evident  in  the 
aortic  intima,  but  numerous  pathologists  report 
similar  steatoses  in  the  various  layers  of  the  walls 
of  all  the  larger  arteries. 

Wiesel  {Zeitschr  f.  Heilk.  Bd.  27),  calls  this 
an  “arteritis  chronica  postinfictiosa,”  and  expresses 
the  belief  that  the  process  is  not  arteriosclerotic  in 
nature,  because  he  has  never  seen  calcifications 
following  acute  infections.  His  argument  appears 
to  us  fallacious  because  it  is  not  the  acute  infec- 
tion that  kills,  and  is  autopsied,  that  results  in 
arteriosclerotic  calcification,  but  that  which  results 
in  recovery  and  permits  the  host  to  suffer  further 
similar  injuries,  the  summation  of  which  leads  to 
arteriosclerosis.  Calcification  is  nature’s  effort  to 
repair  repeated  damage  inflicted  by  the  various 
acute  infectious  diseases.  Typhoid  fever  and  rheu- 
matism are  the  most  important,  over  35  per  cent, 
of  the  latter  and  nearly  as  many  of  the  former 
having  palpable  thickened  arteries  according  to 
studies  on  4000  cases  by  Thayer  and  Brush, 
{Jour.  A.  M.  A.,  Vol.  43,  726).  All  other  acute 
infections  have  more  or  less  direct  influence,  es- 
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peciall}'  insofar  as  there  be  a summation  of  the 
effects  of  infections.  It  seems  to  make  but  little 
difference  what  the  acute  infection  is.  There  may 
be  a marked  reaction  in  the  arteries,  usually  in  the 
intima  but  sometimes  the  media  or  in  all  coats,  in 
the  nature  of  a fatty  degeneration  at  times  of 
high  grade.  Indeed  one  single  infection  may  lead 
to  so  much  disease  that  a marked  calcification  can 
take  place  (Faber,  Diss.  P.  140.  Jena,  1912). 

Among  the  chronic  infectious  diseases  tubercu- 
losis seems  to  be  by  far  the  most  important  as  a 
causative  factor.  Thereto  attaches  a corollary. 
Tuberculosis  is  a disease  constantly  associated  with 
a diminished  blood-pressure.  It  follows,  there- 
fore, that  an  increase  is  not  essential  to  develop- 
ment of  arteriosclerosis  as  is  so  often  maintained. 
We  give  tuberculosis  as  a factor,  knowing  that  its 
presence  here  is  a matter  of  controversy.  Doubt- 
less it  is  upon  the  clinical  observation  of  low 
blood-pressure  (not  essential  to  arteriosclerosis) 
that  the  antagonists  base  their  arguments. 

Syphilis,  so  often  given  a prominent  place  in  the 
causation  of  this  disease,  should  be  entirely  elimi- 
nated, inasmuch  as  it  produces  a disease  sui  gen- 
eris, mesarteritis  syphilitica,  of  which  more  will 
be  said  later. 

Much  has  been  written  recently,  and  of  old, 
on  intestinal  diseases  as  causes  of  arteriosclerosis. 
Willson  {Jour.  A.  M.  A.,  Sept.  25,  1915),  in  a 
recent  article  has  again  emphasized  the  importance 
of  various  intestinal  toxins  as  factors,  and  classi- 
fies these  as  follows : 

(a)  Chemical  toxemias,  ptomaines,  etc.,  those  pro- 
teid  decompositions  especially. 

(b)  Bacteriemias  incident  to  stasis,  as  well  as 
enteritic  processes. 

(c)  Intestinal  gases: 

( 1 ) Toxic  action. 

(2)  By  mechanical  pressure  upon  splanchnic 
vessels. 

He  elaborates  his  statements  by  a number  of 
non-conclusive  experiments  upon  cats  as  well  as 
upon  himself.  It  is  he  who  says  that  arterioscle- 
rosis may  be  dated  from  the  “time  wTen  the  child 
is  admitted  to  the  family  table.”  Metschnikow’s 
views  need  but  to  be  mentioned  without  entering 
into  any  discussion.  They  are  worthy  of  consid- 
eration insofar  as  they  bear  upon  chronic  intoxica- 
tions. 

Whether  the  relationship  of  diabetes  and  arterio- 
sclerosis be  one  of  cause  and  effect  or  merely  a 
pathologic  coincidence  is  ■ not  yet  determined. 


Diabetes  is  a disease  characterized  by  marked 
tissue  destruction,  associated  with  frequent  infec- 
tions, gangrene  and  quite  constant  intoxications. 
It  can  scarcely  be  possible  that  the  blood  vessels 
will  escape  such  vicissitudes. 

Alcoholism  has  been  blamed  for  much  of  the 
vascular  disease  now  so  prevalent,  but  the  question 
still  remains  unsettled.  Cabot  {Jour.  A.  M.  A., 
XLIII,  p.  774),  somewhat  against  the  consensus 
of  opinion,  takes  exception  to  the  statement  that 
alcohol  is  a common  cause  of  arteriosclerosis,  basing 
his  opinion  on  autopsies  performed  on  dipsomaniacs, 
in  whom  the  disease  existed  in  less  than  twenty 
per  cent.  His  opinions  are  supported  by  the  more 
recent  work  of  Fahr  {Verh.  d.  Deut.  Path.  Gesell. 
Jena,  1909,  p.  162),  who  found  the  same  per- 
centage of  arteriosclerosis  in  habitual  drunkards 
as  in  abstemious  individuals.  Nor  was  Fahr  able 
to  produce  arteriosclerosis  experimentally  in  rab- 
bits by  alcohol  injections,  as  did  Aubertin  (quot- 
ed by  Fahr). 

Considering  the  prevalence  of  alcoholic  indul- 
gence, without  diminution  of  the  disease  in  spite 
of  greater  temperance  in  recent  years,  it  seems 
very  difficult  to  segregate  alcoholic  influence  from 
those  of  hard  w’ork  and  infections.  Indeed,  it 
seems  rather  that  alcohol  predisposes  only  insofar 
as  those  who  indulge  in  alcohol  are  more  frequent 
sufferers  from  infections  in  general,  and  are  like- 
ly to  be  hard  workers.  Its  direct  influence  has 
probably  been  considerably  exaggerated.  A hasty 
review  of  available  literature  conveys  the  impres- 
sion that  the  French  and  German  schools  in  general 
do  not  believe  that  alcohol  is  a very  strong  factor^ 
while  the  English  and  American  writers  generally 
consider  it  of  much  importance.  Perhaps  the  man- 
ner of  indulgence  is  sufficiently  variable  in  the  two 
sets  of  countries  to  make  an  essential  difference. 

Those  who  give  alcohol  an  important  role  base 
their  origin  largely  upon  the  rise  of  blood-pressure 
said  to  occur  in  alcohol  indulgence.  Experimental 
evidence  does  not  support  this  premise;  alcohol 
in  moderate  or  large  doses  always  produces  a fall 
in  pressure,  occasionally  after  a very  brief  prelimi- 
nary rise.  Certainly  the  change  in  blood-pressure 
upward  can  be  of  little  moment  so  far  as  alcohol 
is  concerned. 

An  alcoholic  ancestry  seems  to  be  particularly 
likely  to  be  followed  by  a generation  or  two  wfitb 
a tendency  to  early  arteriosclerosis.  “Bad  material 
used  in  the  tubing,”  as  Osier  puts  it.  We  have 
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a record  of  such  a family  in  whom,  how'ever,  the 
alcoholic  ancestry  was  not  established ; father, 
mother  and  one  brother  having  died  of  apoplexy, 
one  brother  suffering  from  nephritis  and  three 
sisters  from  hypertension. 

Aside  from  the  arteriosclerotic  kidney,  which  is 
part  and  parcel  of  the  disease  under  discussion, 
nephritis  is  one  of  the  most  important  causes  of 
arteriosclerosis.  It  seems  pretty  generally  accepted 
that  in  this  instance  the  arteriosclerosis  is  a condi- 
tion developing  secondarily  to  the  nephritis,  and  its 
coincidental  hypertension.  A parallel  development 
of  the  two,  depending  upon  the  same  etiologic  in- 
fluence, cannot  be  excluded.  Probably  both  factors 
are  involved,  viz.,  a mechanical  pressure  factor 
secondary  to  the  nephritis,  and  a toxic-infectious 
factor  w'hich  may  be  causing  both. 

Whether  the  mechanical  effects  of  hypertension 
alone  can  produce  arteriosclerosis  is  an  important 
question.  In  a previous  allusion  to  arteriosclerosis 
produced  by  disease  associated  wdth  low’ered  pres- 
sure we  did  not  discuss  this  matter  sufficiently,  nor 
can  conclusive  remarks  be  made  at  the  present  time. 
Hard  work,  such  as  that  of  professional  athletes, 
freight  handlers,  longshoremen,  farmers  and  wood 
saw5'ers,  seems  especially  to  predispose.  It  has 
been  assumed  that  these  occupations  lead  to  in- 
creased arterial  tension  by  causing  the  heart  to 
work  harder  against  prolonged  peripheral  resist- 
ance, superinduced  by  the  continued  hypercontrac- 
tion of  the  muscles. 

That  these  eventually  lead  to  arteriosclerosis  is 
the  argument.  It  is  just  this  that  is  questionable. 
Certainly  the  young  man  has  a thicker  artery  than 
the  infant,  and  in  turn  the  old  man  a thicker  one 
than  the  young  man.  But  it  is  equally  true  that 
the  young  man  has  a thicker,  tougher  skin  than 
the  infant,  and  in  turn  more  delicate  than  the 
old  man ; yet  no  one  considers  an  old  man’s  tough- 
ened skin  diseased.  It  seems  to  us  that  it  is  far 
more  reasonable  to  assume  that  hard  work  is  es- 
sentially a localizing  factor.  Thus,  the  sawyer 
is  inclined  to  have  radial  sclerosis,  the  brain  work- 
er cerebral  sclerosis,  and  the  gourmand  sclerosis 
of  the  celiac  axis. 

Nephritis  without  hypertension  sometimes  de- 
velops arterial  thickening  and  disease  very  similar 
to  that  of  the  hypertensive  form.  On  the  other 
hand,  there  is  some  evidence  that  hypertension  does 
have  an  influence,  notably  in  the  degenerative 
changes  in  the  pulmonary  artery  in  mitral  stenosis, 
in  the  localization  of  changes  about  points  of 


greatest  resistance  and  friction,  e.  g.,  at  points  of 
branching,  and  finally  in  the  predominance  of 
changes  in  the  aortic  arch. 

There  is  another  type  of  arteriosclerosis  often 
spoken  of  as  the  Monckeberg  type,  which  should 
be  called  a media-hypertrophy  or  calcification.  It 
is  this  type  which  leads  to  the  pipe-stem  arteries 
in  old  men  who  have  been  hard  workers.  It  is  an 
extremely  difficult  matter  to  determine  just  how 
much  etiologic  influence  hard  work  has  on  these 
cases.  Its  frequent  and  almost  entire  localization 
in  the  extremities ; its  occurrence  in  those  who 
have  been  very  hard  workers,  and  especially  the 
fact  that  in  cases  of  this  kind  the  central  large 
vessels  escape,  such  as  the  aorta  and  its  more  imme- 
diate visceral  branches,  would  make  it  appear  that 
it  is  a type  more  or  less  separate  and  distinct  from 
the  atheromatous  type.  A more  elaborate  discus- 
sion of  this  type  will  be  entered  into  when  dis- 
cussing the  pathology. 

Chronic  lead  poisoning  produces  a type  of 
chronic  vascular  disease  which  is  admittedly  always 
classed  with  arteriosclerosis.  We  are  not  so  cer- 
tain but  that  this  is  more  closely  allied  to  the 
Monckeberg  type  of  media-hypertrophy  with  sub- 
sequent calcification  rather  than  the  atheromatous 
type. 

Gout,  so  classically  given  in  every  text-book  as 
a cause,  should  be  mentioned.  However,  our  own 
clinical  experience  has  been  rather  scant,  so  far 
as  gout  is  concerned,  and  we  cannot  speak  from 
our  own  experience  in  this  type. 

Worry  has  been  given  as  a cause  by  some  writ- 
ers who  claim  that  the  frequent  sudden  changes 
in  the  calibre  of  the  vessels,  especially  the  cerebral, 
exercise  a causative  factor.  It  seems  to  us  that 
arteriosclerotic  processes  well  started  produce  suf- 
ficient organic  changes  in  the  brain  and  the  coro- 
nary arteries  to  give  the  host  sufficient  cause  to 
worry  because  he  is  feeling  himself  growing  old 
and  inefficient.  It  is  probable  that  the  worty^  is 
itself  a manifestation  of  the  disease. 

Leonard  Williams  {Lancet,  March  21,  1914), 
in  a very  poetic  and  visionary  article,  ascribes 
many  arteriosclerotic  changes  to  failing  ductless 
glands.  That  is  to  say,  if  these  glands  are  in 
equilibrium,  metabolism  is  good  and  resistance  is 
great;  if  not,  toxins  gather  and  attack  the  walls 
of  the  arteries  with  “frantic  fervor.”  This,  in 
his  opinion,  explains  why  some  people  entirely 
escape  the  disease  in  spite  of  the  “impious  harmony 
of  multiple  infections.” 
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Fig.  1 Fig.  2 Fig.  3 

Fig.l.  The  periphery  of  a button,  (a)  Intima  showing  slight  splitting  of  lamellae,  but  no  fatty  degeneration,  (b)  Middle 

of  button.  Atheromatous  degeneration  well  advanced.  In  the  intima  underneath  is  a marked  round  cell  infiltration.  Near  surface 

of  plaque  the  early  splitting  of  the  lamellae  is  also  very  evident. 

Fig.  2.  An  antheromatous  patch  which  has  just  broken  through  the  intima,  and  is  discharging  its  contents  into  the  lumen 
of  the  vessel. 

Fig.  3.  (a)  A markedly  degenerated  intima  with  considerable  round  celled  infiltration,  (b)  Calcium  deposits  in  which  at 

numerous  points  bone  structure  can  be  seen  under  high  magnification,  (c)  .Atheromatous  ulcer  on  the  surface  of  the  vessel. 


PATHOLOGY. 

There  is  much  in  controversy  both  in  the  no- 
menclature and  point  of  origin  of  this  disease. 
Writers  are  rapidly  beginning  to  distinguish  be- 
tween those  arterial  lesions  characterized  by  fatty 
degeneration  and  subsequent  softening  and  break- 
ing up  into  granular  material  of  buttons  of  thick- 
ened intima  on  the  one  hand,  and  those  character- 
ized by  marked  hypertrophy  and  calcification  of 
the  media  on  the  other.  In  order  to  force  the 
issue  some  writers  are  abandoning  the  term 
“arteriosclerosis”  entirely,  speaking  of  the  one  as 
“atherosclerosis”  or  “atheromatosis,”  and  of  the 
other  as  “media  calcification.”  For  didactic  pur- 
poses this  practice  seems  a good  one. 

Atheromatosis  is  localized  particularly  in  the 
larger  vessels,  notably  the  aorta,  sometimes  limit- 
ing itself  to  its  arch  and  its  larger  splanchnic 
branches,  e.  g.,  the  celiac  axis  and  corresponding 
abdominal  vessels  and  the  cerebral  arteries,  thence 
extending  toward  the  periphery  more  or  less,  the 
extent  depending  upon  the  degree  of  the  disease. 
Media  calcification  is  typically  a peripheral  dis- 
ease, beginning  most  often  in  the  arteries  of  the 
leg,  less  often  in  those  of  the  arm ; it  extends  to- 
ward the  center  of  the  arterial  system.  When  the 
two  types  coexist,  which  is  not  infrequent,  they 
meet  in  arteries  of  size  of  the  femorals,  iliacs  or 
axillaries.  Each,  however,  may  exist  without 
much  evidence  of  the  other.  A thick  “pipe-stem” 
femoral  is  no  criterion  of  the  condition  of  the 
aorta,  the  cerebral  vessels  nor  the  splanchnics. 
Cerebral  arteriosclerosis  with  all  its  puzzling 
symptoms  is  entirely  compatible  with  clean  smooth 


peripheral  arteries.  It  is  well  to  guard  against 
extended  diagnoses  of  arteriosclerosis,  based  a 
priori,  upon  the  definite  knowledge  of  a localized 
process ; it  may  indeed  be  marked  in  one  leg  and 
absent  in  the  other. 

Atheroma  always  begins  in  the  intima,  though 
Kaufman  {Spez.  Path.  Anat.,  Berlin,  1911),  in 
his  usual  conciliatory  manner,  concedes  to  his  op- 
ponents that  this  process  may  sometimes  begin 
(notably  in  the  cerebral  arteries)  in  the  media. 
The  larger  the  artery  the  more  definitely  devel- 
oped is  the  intima,  hence  its  predominance  in  large 
arteries.  The  intima  consists  of  a semi-elastic 
type  of  connective  tissue,  in  which  there  are  crevice- 
like canals,  developed  by  a splitting  of  the  lamellae. 
In  these  spaces  there  are  cells  more  or  less  stellate 
in  shape,  of  necessity  somewhat  longitudinally  ar- 
ranged. These  are  the  first  to  undergo  fatty 
changes,  producing  macroscopically  fatty  specks 
or  more  often  streaks. 

To  this  injury  or  disease  the  intima  itself  reacts 
by  proliferation  and  thickening,  in  button-like  or 
streaky  areas  (Fig.  1).  Indeed,  it  so  reacts  to  any 
neighboring  injury  whether  in  the  other  walls  of 
the  artery  or  nearby  structures.  The  apparent 
purpose  is  to  strengthen  the  wall  on  the  lumen 
side  of  the  degeneration.  This  hastily  constructed 
m.ass  is  poorly  nourished,  soon  undergoing  hyalin 
degeneration  and  fails  of  its  purpose.  It  and  the 
underlying  fatty  area  undergo  a granular  athero- 
matous degeneration,  a mass  which  can  be  squeezed 
out  much  like  a comedo  is  squeezed  from  the  skin. 
Such  accumulations  often  discharge  themselves 
into  the  lumen  of  the  vessel,  like  miliary  abscesses 
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of  the  wall  (Fig.  2),  leaving  a fatty  or  athero- 
matous erosion  (Fig.  3),  frequently  the  seat  of 
thrombus  formation  and  the  origin  of  thrombotic 
obliteration  of  the  vessel.  If,  on  the  other  hand, 
the  intimal  proliferation  be  adequate  protection 
against  e.xtrusion  into  lumen  of  the  vessel,  exten- 
sion occurs  toward  the  surface  of  the  artery  and 
the  outer  walls  become  involved  in  the  process. 
Foreign  body  round-cell  infiltration  and  inflamma- 
tion supervene  and,  as  in  necrobiotic  processes  else- 
where, calcium  deposits  occur.  Foreign  body 
giant  cells  are  produced,  with  rare  instances  re- 
ported of  metaplastic  formation  of  osteoblasts  and 
true  bone  production  with  lamellar  structure.  The 
atheromatous  debris  consists  of  fat  droplets,  chol- 
esterin  crj'stals,  hyalin  scales,  leucocytes  and  cal- 
cium salts  in  an  “unset”  state. 

Perhaps  more  can  be  said  of  the  hyalin  intimal 
plaques  so  characteristic  of  the  disease.  They  are 
usually  wheal-like  elevations  rounded  or  elliptical, 
occasionally  ridge-like,  sometimes  soft  jelly-like, 
but  more  often  hyalin  of  almost  cartilaginous 
toughness,  pale  bluish-red,  or  bluish-yellow  color. 
Relatively  fresh,  healthy  appearing  elevations  are 
intermingled  with  those  of  advanced  atheromatous 
degeneration  and  still  others  in  which  calcification 
is  advanced  or  complete.  These  plaques  have  a 
predilection  for  localizing  about  the  openings  of 
the  intercostal  arteries,  and  at  point  of  branching 
of  large  arteries,  such  as  the  common  carotid.  Per- 
haps some  problem  of  altered  or  modified  blood- 
pressure  at  these  points  pla)'s  an  important  role  in 
such  localization,  not  so  much  in  localizing  the 
disease  as  in  determining  the  location  of  the  split- 
ting in  the  intimal  layers  previously  mentioned. 

At  times  a predominantly  peripheral  localization 
occurs.  Four  more  or  less  typical  groups  may  be 
spoken  of,  viz. : that  occurring  in  the  extremities, 
a coronary,  a cerebral  and  a splanchnic,  each  with 
the  characteristic  clinical  pictures,  gangrene  or  in- 
termittent claudication,  cardiac  myomalacia,  cere- 
bral softening  and  visceral  crises.  Indeed,  it  is  the 
extent  of  peripheral  involvement  that  largely  deter- 
mines the  presence  or  absence  of  symptoms.  Its 
location  certainly  determines  the  various  clinical 
syndromes. 

Media  Calcification  is  truly  worthy  of  separate 
consideration  and  classification.  Like  atheroma- 
tosis it  is  commonest  in  the  aged,  but  for  some- 
what different  reasons.  It  more  nearly  approaches 
Romberg’s  conception  of  an  "abnutzungs  Krank- 


heit”  (wear  and  tear,  it  is,  if  such  can  be  conceived, 
a physiologic  state  in  senility.)  It  may  coexist  with 
atheroma.  It  occurs  characteristically  in  the  per- 
ipheral vessels,  especially  in  the  legs,  and  advances 
toward  rather  than  from  the  aorta.  Such  arteries 
are  stiff  tubes  with  rings  almost  like  those  of  a 
calcified  trachea.  The  artery  is  difficult  to  cut 
open  because  of  its  extreme  circular  rather  than 
patchy  calcification.  Its  lumen  is  not  narrowed, 
because  of  its  stiff  walls  it  may  even  appear  larger; 
the  intima  is  smooth  and  surprisingly  delicate,  and 
entirely  free  from  the  wheal-like  placques  of 
atheromatosis.  Erosions  of  atheromatous  ulcers  do 
not  occur  in  the  pure  cases. 

The  process  begins  as  a hyalin  degeneration  of 


Fig.  4 

Fig.  4.  A typical  example  of  media  calcification.  The  en- 
tire circular  layer  of  media -was  impregnated  with  calcium 
salts,  as  is  shown  in  the  above  picture. 

At  the  upper  end  of  the  picture  is  a point  where  the  calci- 
fied ring  had  been  fractured  and  repaired  by  further  calcium 
deposits.  A similar  fracture  exists  exactly  opposite  this  point 
in  this  same  slide;  probably  the  accident  had  occurred  as  a 
result  of  some  pressure. 

the  muscle  and  stroma  of  the  media.  Its  conse- 
quent diminished  nutrition  determines  extensive 
calcium  deposits,  sometimes  histologically  of  bone 
structure.  The  elastica  extrema  and  interna 
form  sharp  limitations  to  the  process. 

Fracture  of  such  arteries  is  not  rare,  sometimes 
but  slight  traumata  resulting  in  this  accident; 
thrombosis  and  gangrene  may  then  supervene. 
Such  arteries  lead  to  some  of  the  remarkable  blood- 
pressure  readings  of  300  millimeters  and  over — 
the  walls  being  too  rigid  to  be  collapsed  by  the 
sphygmomanometer  band.  The  danger  of  fracture 
in  making  such  high  readings  becomes  at  once 
apparent,  and  is  by  no  means  a visionary  possibil- 
ity. (Fig.  4.) 


294 


SYMPTOMS  OF  ARTERIOSCLEROSIS MC  CREERY 


Vol.  XV.  No.  9. 


Mesarteritis  syphilitica.  While  not  true  arterio- 
sclerotic lesions  those  of  s}philis  must  be  briefl.v 
discussed  here,  if  only  to  establish  the  differentia- 
tion. The  t}'phoid  lesion  is  most  often  found  in 
the  arch  of  the  aorta.  Indeed,  mesaortitis  syphi- 
litica constitutes  the  commonest  visceral  lesion 
of  that  disease.  It  is,  during  the  early  or  pro- 
ductive (gummatous)  stage,  manifested  by  slight 
button-like  elevation  with  a very  finely  wrinkled 
surface,  on  cross  section  shown  to  be  well  localized 
in  the  media  even  to  the  naked  eye.  As  soon  as 
this  stage  is  passed  there  are  produced  very  char- 
acteristic depressed  stellate  scars,  in  which  the 
intima  is  not  involved  except  as  a w'rinkled  cover- 
ing for  the  defect  beneath.  Cross  section  shows 
the  defect  to  be  due  to  a localized  absence  of  the 
media,  destroyed  b}^  the  gummatous  process  almost 
as  if  it  had  been  punched  out  by  some  magic  pro- 
cess which  entirely  spared  both  intima  and  ad- 
ventitia. A number  of  these  close  together  con- 
stitute a weakening  that  results  in  aneurysm. 
Even  when  atheroma  is  coexistent,  its  lesions  can 
not  be  confused  with  those  of  syphilis,  so  much 
do  the)'  differ  in  appearance  and  so  characteristic 
are  they. 

Besides  aneurysm  there  are  two  very  typical 
aortic  conditions  produced  by  syphilis.  One  is 
a separation  or  spreading  of  the  insertions  of  the 
aortic  semilunar  valves,  producing  that  very  rare, 
always  syphilitic  lesion,  pure  aortic  insufficiency. 
The  other  is  an  occlusion  of  the  ostia  of  the  coro- 
nary arteries  by  productive  mesaortitis,  the  path 
of  least  resistance  found  by  the  swollen  media 
being  toward  the  opening  in  the  wall  made  by  the 
coronar)'  ostia.  It  is  this  lesion  that  so  often  pro- 
duces angina  pectoris  in  the  young. 

In  some  of  the  smaller  arteries,  notably,  if  not 
always  in  the  cerebrals,  an  intimal  proliferative 
process  occurs,  which  gradually  occludes  the  artery 
and  causes  focal  signs  by  localized  softening.  The 
nature  of  the  process,  its  slowness  and  the  conse- 
quent softening  explain  why  so  many  focal  cere- 
bral syphilitic  processes  do  not  respond  to  proper 
medication.  Hemiplegias  of  syphilitic  origin  are 
so  often  said  to  be  due  to  apoplexy  that  it  may 
be  apropos  to  emphasize  that  syphilis  actually 
strengthens  the  cerebral  arteries,  and  that  apo- 
plexy never  occurs  on  a syphilitic  basis.  Syphilitic 
hemiplegia  is  alwai’s  cerebral  softening  as  a result 
of  endarteritis  obliterans. 


SYMPTOMS  AND  DIAGNOSIS  OF 
ARTERIOSCLEROSIS.* 

By  Chas.  R.  McCreery,  M.  D. 

TACOMA,  WASH. 

In  discussing  the  symptomatology  of  arterioscle- 
rosis we  are  at  once  confronted  with  the  difficulty 
that  the  term  does  not  represent  a definite  clinical 
entity,  but  rather  a collection  of  widely  different 
conditions.  The  morbid  processes  which  cause  it 
are  different  in  kind  and  the  pathologic  results  are 
not  the  same.  The  clinical  findings  in  a case  of 
arteriosclerosis,  due  to  the  irritation  of  toxins 
from  an  excessive  protein  diet,  are  widely  differ- 
ent from  those  of  a senile  arteriosclerosis,  caused 
by  years  of  ceaseless  wear  and  tear  upon  the  arterial 
wall.  The  mere  enumeration  of  the  symptoms 
which  may  occur  in  the  various  forms  and  stages  of 
arteriosclerosis  and  its)  allied  conditions  would 
exhaust  the  time  allotted  for  this  paper. 

With  certain  manifestations  of  arteriosclerosis, 
as  it  appears  in  certain  arteries,  we  are  all  familiar. 
We  have  definite  clinical  pictures  of  the  cardiac 
form,  accompanied  by  myocarditis  and  coronary 
sclerosis,  of  the  renal  with  high  blood-pressure  and 
the  findings  of  contracted  kidney,  and  with  the 
cerebral  with  aphasia  and  hem.orrhage.  But  yet 
to  our  chagrin  we  must  confess  that  patients  pre- 
senting such  definite  symptoms  are  in  the  terminal 
state  of  a pathologic  process  which,  in  many  in- 
stances, has  been  developing  for  years  and  they 
have  now  reached  the  point  where  a cure  is  no 
longer  possible  and  even  palliative  measures  often 
give  no  results. 

There  is  abundant  evidence  that  the  degenera- 
tions of  arteriosclerosis  are  on  the  increase.  The 
campaign  for  conserving  infant  life  has  been  emi- 
nently successful  and  has  added  years  to  the  ex- 
pectancy of  life.  It  is  high  time  that  an  effort 
should  be  made  to  prolong  the  years  of  adult  life, 
for  both  the  morbidity  and  mortality  due  to  arte- 
rial degeneration  are  distinctly  on  the  increase. 
It  is,  therefore,  of  the  greatest  importance  that 
arteriosclerosis  should  be  recognized  in  the  ear- 
liest presclerotic  stages  and  the  proper  treatment 
instituted.  During  the  period  while  the  process  is 
still  physiologic  and  manifests  itself  by  irritation 
of  the  artery  wall,  the  suitable  regime  should  be 
initiated  before  pathologic  changes  have  occurred 
in  the  artery. 

*Read  before  the  Twenty-seventh  Annual  Meeting  of  Wash- 
ington State  Medical  Association,  Seattle,  Wash.,  Julv  12-14, 
1916. 
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The  recognition  of  the  presclerotic  stage  is  dif- 
ficult, often  times  it  can  be  onh'  surmised.  T.  he 
modern  conception  of  arteriosclerosis  is  that  it  is 
either  caused  b\'  infection  or  it  is  a disease  of  nu- 
trition, a disorder  of  the  metabolic  processes  of  the 
bodv.  In  the  blood  stream  are  circulating  toxins 
caused  by  infection  or  produced  by  metabolism. 
Chief  among  the  latter  may  be  mentioned  the  tox- 
ins caused  by  excessive  protein  intake.  All  the 
cells  of  the  body  are  affected  but  it  is  only  when 
we  have  disturbance  of  the  function  of  some  par- 
ticular part  that  symptoms  appear.  Long  contin- 
ued interference  with  the  physiologic  function  of 
the  body  cells  finally  produces  pathologic  changes 
and  we  get  symptoms  referred  to  heart,  kidney 
and  blood  vessels. 

On  attempting  to  give  a symptomatology^  of  this 
presclerotic  stage  many  symptoms  will  appear 
vague  and  general.  IVIany  of  these  patients  com- 
plain of  no  symptoms  and  it  is  only  in  the  course 
of  a general  or  of  an  insurance  examination  that 
evidences  of  arteriosclerosis  appear.  In  determin- 
ing this  presclerotic  stage  a careful  anamnesis  is 
of  great  value.  Certain  diseases  and  conditions 
are  well  known  as  predisposing  factors  in  causing 
arteriosclerosis.  Heredity  should  receive  careful 
attention,  certain  families  being  predisposed  to 
cardiac  and  arterial  degenerations.  Nature  has 
endowed  these  individuals  with  a poor  quality  of 
rubber  tubing,  so  a family  history  of  cerebral  hem- 
orrhage, gout,  heart  disease  and  early  death  is 
very  suggestive.  Infections,  such  as  syphilis  and 
typhoid  fever,  an  intoxication  such  as  lead  poison- 
ing are  important  factors.  Nervous  worryq  a 
sedentary  life  with  overeating  and  drinking  should 
suggest  impending  trouble.  Bishop  says,  “\Vlien 
in  the  presence  of  an  excessive  protein  diet,  the 
abuse  of  alcohol  or  depressing  nervous  causes,  in- 
testinal putrefaction  begins,  arteriosclerosis  is 
threatened.” 

Some  of  the  earliest  symptom.s  of  arterioscle- 
rosis are  those  associated  wfith  disturbances  of  met- 
abolism among  which  are  sick  headache,  flatu- 
lence, biliousness  and  the  “rheumatism”  of  the 
laity.  Insomnia  is  a symptom  that  appears  early 
and  generally  persists  to  a troublesome  degree 
throughout  the  course  of  the  disease.  The  patient 
falls  asleep  readily  enough,  only  to  awaken  later 
in  the  night  with  mind  active  and  alert.  In 
young  subjects  there  appears  often  an  increased 
susceptibility  to  fatigue  and  a tendency  to  depres- 


sion. In  older  people  there  is,  on  the  contrary, 
an  insensibility  to  fatigue  and  a feeling  of  well- 
being and  of  increased  capacity  for  work.  This 
abolition  of  the  fatigue  sense  is  always  a suspi- 
cious symptom.  A consciousness  of  the  heart's  ac- 
tion while  lying  on  the  left  side  and  a numbness 
of  the  hands  on  awakening  may  also  be  mentioned. 
A feeling  of  oppression  in  the  chest  after  exer- 
cise or  after  a full  meal  should  cause  us  to  seek 
for  an  underlying  arteriosclerosis. 

Increased  work  due  to  high  tension  and  the 
toxemia  which  causes  degenerations  in  the  arteries 
both  soon  produce  changes  in  the  heart.  The 
heart  responds  first  by  hypertrophy,  especially  of 
the  left  ventricle,  with  increased  aortic  second 
sound.  After  the  stress  has  continued  some  time 
the  more  delicate  auricle  gives  the  first  signs  of 
distress  and  W'e  have  disturbances  in  the  cardiac 
rhythm,  among  which  may  be  mentioned  auricular 
fibrillation.  Cerebral  hemorrhage  is  a late  oc- 
currence in  the  disease,  but  among  the  earlier 
cerebral  symptoms  may  be  mentioned  headache, 
vertigo,  tinnitus  and  neuralgia.  If  ej'e  and  ear  in- 
volvement can  be  excluded,  vertigo  in  elderly 
people  is  nearly  always  a symptom  of  arterioscle- 
rosis. 

Experience  has  taught  us  that  patients  complain- 
ing of  st'mptoms  of  neurasthenia  should  have  a 
careful  examination  made  for  an  underlying  tu- 
berculosis. It  is  equally  true  that  such  patients 
should  be  examined  for  signs  of  arteriosclerosis. 

I w’ell  remember  a middle  aged  lady  who  con- 
sulted m.e  with  a list  of. fifteen  to  twenty  vague 
indefinite  symptoms  written  on  a piece  of  paper. 
As  she  related  them  I thought  of  her  as  a neu- 
rasthenic. Her  sj'stolic  pressure  was  175  mm. 
and  her  heart  was  distinctly  hvpertrophied.  Re- 
duction of  protein  intake  and  attention  to  elimina- 
tion relieved  her  of  her  symptoms. 

Albutt’s  classification  of  arteriosclerosis  is  the 
most  helpful  and  illuminating  I have  seen.  He 
arranges  it  in  three  classes: 

( 1 ) Hyperpiesia  or  essential  hypertension,  the 
effect  of  persistently  high  blood-pressures. 

(2)  Toxic  arteriosclerosis,  the  effect  of  toxins, 
as  of  syphilis,  tvphoid  fever,  lead,  diabetes,  etc. 

(3)  Decrescent  or  senile  arteriosclerosis,  the  ef- 
fect of  senile  involuntary  changes. 

Hyperpiesia  is  the  arteriosclerosis  of  middle 
age.  It  is  of  the  utmost  importance  to  bear  this 
form  distinctly  in  mind.  It  is  characterized  by 
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high  blood-pressure  but  is  not  associated  with 
Bright’s  disease.  The  prevalent  idea  that  high 
blood-pressure  always  means  kidney  disease  is  er- 
roneous. This  class  of  cases,  if  recognized  early, 
can  be  treated  with  brilliant  results. 

Toxic  arteriosclerosis  can  be  diagnosed  by  its 
accompanying  cause.  It  is  important  in  this  con- 
nection to  remember  the  frequency  of  latent  syph- 
ilis and  the  importance  of  the  Wassermann  test. 
In  this  class  of  cases  the  blood-pressure,  except 
in  plumbism,  may  show  slight  if  any  deviation  from 
normal  throughout  the  whole  course  of  the  dis- 
ease. 

In  senile  arteriosclerosis  the  blood-pressure 
shows  a slight  increase  but  sclerosis  of  the  periph- 
eral vessels  is  marked.  This  may  occur  without 
similar  changes  in  the  inner  vessels.  The  dias- 
tolic blood-pressure  should  always  be  read.  It  is 
a truer  index  to  the  heart’s  burden  and  is  freer 
from  nervous  influences  than  the  systolic. 

The  last  word  in  arteriosclerosis  has  not  yet 
been  said.  IMany  of  its  problems  involve  the  body 
chemistrtL  With  advances  in  biochemistry  we 
may  confidently  hope  for  more  information  that 
will  aid  us  in  detecting  and  combating  this  disease. 

PROPHYLAXIS  AND  TREATMENT  OF 
ARTERIOSCLEROSIS.* 

By  Edwin  W.  Janes,  M.  D. 

TACOMA,  WASH. 

If  we  accept,  as  indeed  we  must,  the  statement 
that  no  measures  will  serve  to  remove  calcareous 
deposits  of  fibrous  tissue  from  the  walls  of  blood- 
vessels, once  degeneration  has  taken  place,  then 
prophylactic  m.easures  assume  their  proper  perspect- 
ive and  demand  recognition  during  a study  of 
this  subject.  The  whole  question  of  preventive 
medicine  is  of  absorbing  interest  and,  while  at  first 
glance  it  does  not  seem  to  have  to  do  largely  with 
arteriosclerosis,  who  shall  say  how  far-reaching 
the  effects  of  blotting  out  preventable  diseases  may 
be  upon  the  incidence  of  arterial  changes.  For  is 
it  not  true  that  typhoid  fever,  diphtheria,  influenza 
and  other  infections  are  prominent  causes?  And, 
if  inflammatory  rheumatism  be  a common  cause, 
may  we  not  acknowledge  our  indebtedness  to  spe- 
cialized surgery  for  preventing  in  a large  measure 
“rheumatism,”  and  so  arteriosclerosis,  by  removal 
of  diseased  tonsils?  We  believe  that  the  coming 

*Read  before  the  Twenty-seventh  Annual  Meeting  of  Wash- 
ington State  Medical  Association,  Seattle,  Wash.,  July  12-14, 
1916. 


generation  will  in  this  respect,  as  in  many  other 
more  spectacular  ways,  reap  benefit  from  the  well- 
directed  efforts  of  our  public  health  workers. 

Arteriosclerosis  is  not  a disease  entity,  but  a 
syndrome,  a result.  It  is  apoplexy  in  its  possibil- 
ty,  and  Brights  disease  in  its  incipiency.  It  is  many 
times  as  common  now  as  it  was  a half-century 
ago  and,  in  spite  of  the  gradual  withdrawal  of  in- 
fectious diseases  from  among  the  causes,  its  fre- 
quency will  increase  unless  prophylaxis  be  given 
the  attention  it  deserves.  The  rapid  pace  we 
travel,  calling  as  it  does  for  absence  rather  than 
presence  of  physical  effort,  is  telling  on  this  nation, 
as  witness  the  forced  withdraw’al  from  fields  of 
great  usefulness  of  many  prematurely  broken  men. 
The  ancient  Romans,  as  their  star  came  into  its 
ascendency,  were  ardent  athletes,  all  able-bodied 
men,  especially  soldiers,  being  participants  in  games 
and  sports.  It  is  told  of  the  most  notable  warriors 
of  that  time  that  they  never  missed  a day  in  carry- 
ing out  their  exercises,  and  were  able  to  success- 
fully contend  with  any  member  of  their  troups. 
And  away  back  in  Roman  history  we  find  the  de- 
cline of  athletics  coming  at  the  same  time  as  the 
increase  of  luxury,  athletics  being  then  abandoned 
to  the  class  of  professionals,  and  finally  being  taken 
up  by  paid  combatants  or  gladiators  so  familiar 
in  literature.  Here  in  America  there  seems  to  be 
a very  large  class  of  men  who  are  consuming  the 
food  of  athletes  and  taking  their  exercise  by  proxy. 
The  massing  of  humanity  into  cities,  the  short  dis- 
tances necessary  to  go  to  transact  business  and  the 
easy  means  of  transportation  for  either  short  or 
long  distances  are  among  the  things  that  have  to 
be  considered.  Time  was  when  it  was  considered 
genteel  to  walk  or  ride  a horse,  while  now  the 
effort  of  holding  a steering  wheel  or  changing  a 
tire  is  something  to  be  guarded  against. 

Prophyla.xis,  when  to  begin.  If  we  attempt  to 
prevent  arteriosclerosis  at  the  time  when  the  best 
results  may  with  confidence  be  expected,  we  shall 
look  to  the  care  and  education  of  our  youths  and 
maidens.  A system  of  athletics  which  relegates 
the  exercise  and  sport  to  a chosen  few  will  not 
produce  a high  degree  of  ph5'sical  perfection  in  the 
mass  of  students.  Wearing  a chrysanthemum  to  a 
Thanksgiving  day  football  game  never  equalized  a 
young  man’s  circulation,  although  cheering  may 
increase  his  air-space.  However,  we  have  not  been 
aware  of  any  deficiency  of  air-space  in  Young 
America. 
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All  young  people  should  be  trained  in  systematic 
exercise  and  sports,  for  two  reasons : first,  to  devel- 
op a strong  and  healthy  body,  which  will  resist 
invasions  of  pathogenic  organisms,  by  having  the 
right  sort  of  blood,  and  blood-vessels;  second,  they 
should  receive  this  training  in  order  that  they  may 
acquire  a taste  for  out-door  sports.  It  is  just  as 
important  that  a man  or  woman  should  know  how 
to  play  as  to  know  how  to  work.  We  have  had 
several  cases  of  beginning  arterial  change  with 
symptoms,  when  proper  living,  with  some  relaxa- 
tion, would  have  prevented  further  development 
of  the  trouble  and  spared  the  man  to  years  of  con- 
tinued usefulness,  but  he  did  not  know  how  to 
play.  He  could  not  relax,  and  he  had  no  taste  for 
recreation.  That  we  have  found  to  be  one  of  the 
greatest  difficulties  in  handling  these  cases.  It  is 
hard  to  teach  a man  or  woman  past  middle  life  to 
play.  So,  I repeat,  we  must  see  to  it  that  our 
young  people  acquire  a taste  for  those  things  which 
they  will  need  to  do  in  more  advanced  years. 

Without  wishing  to  introduce  any  discussion  of 
political  policy,  but  strictly  from  scientific  reasons, 
we  would  urge  compulsory  military  training  in  our 
public  schools  and  colleges.  The  physical  exer- 
cises and  the  taste  of  camp  life  tend  toward  bodily 
vigor,  mental  acumen  and  a fondness  for  out-door 
life. 

It  is,  however,  in  connection  with  middle  age 
that  the  prevention  of  arterial  changes  is  most 
often  considered,  and  at  this  time  of  life  we  find 
the  greatest  degree  of  bodily  insult  and  abuse. 
Among  the  well-to-do  there  is  a growing  disposi- 
tion to  consult  a physician  at  more  or  less  regular 
intervals  for  a physical  examination.  This  is  as 
it  should  be,  and  must  be  encouraged  in  every 
way.  The  doctor  who  at  these  examinations  fails 
to  go  carefully  into  the  habits  and  mode  of  life 
of  his  patient  is  derelict  in  his  duty.  One  should 
correct  errors  of  living  just  as  surely  as  errors  of 
digestion  or  vision,  and  charge  a fee  for  so  doing, 
for  it  is  a service  of  even  greater  value. 

We  shall  do  much  to  prevent  arteriosclerosis 
by,  in  no  uncertain  terms,  advising  these  patients 
of  a proper  diet  and  a necessary  amount  of  exercise. 
Here  in  the  West,  where  there  is  so  much  of 
God’s  out-of-doors,  people  get  away  for  the  right 
kind  of  outings  more  than  in  the  East.  Not  al- 
ways, however,  the  people  who  most  need  it.  We 
have  seen  patients  presenting  distressing  symptoms, 
whose  table  was  too  generous  and  whose  exercise 


was  neglected,  who  have  made  spectacular  recov- 
eries, not  under  internal  medication,  but  from  reg- 
ular gymnasium  work.  Golf  or  other  not  too 
vigorous  out-door  exercise  has  helped  others  equal- 
ly as  much.  At  the  same  time  their  intake  of  food 
was  curtailed.  These  were  cases  of  Huchard’s 
“presclerosis”  or  Von  Basch’s  “latent  arteriosclero- 
sis.” There  is  a wonderful  field  for  education  in 
the  matter  of  eating.  Witness  the  lunches  which 
we  see  consumed  at  any  of  our  clubs  or  hotels  by 
men  who  will  ride  away  to  their  offices  and  remain 
physically  inactive  the  remainder  of  the  day. 

Alcohol  and  tobacco  should  be  reduced,  if  used 
to  excess,  or  entirely  cut  off.  It  is  our  opinion, 
however,  that  there  is  far  greater  harm  from  the 
intemperate  use  of  food  than  from  the  temperate 
use  of  alcohol  or  tobacco. 

Infected  tonsils  as  well  as  all  other  foci  of  in- 
fection should  be  removed,  even  in  the  later  years 
of  life,  as  they  should  in  the  prophylaxis  of  many 
diseases.  Acute  infections  are  becoming  less  com- 
mon but  should  be  further  guarded  against,  for 
they  all  leave  their  marks  in  the  arteries,  even  of 
young  children.  Syphilis  must  be  cured  before 
patients  are  allowed  to  discontinue  treatment. 
Many  cases  of  atheroma  will  in  this  way  be  pre- 
vented. Happily  the  later  antisyphilitic  remedies 
are  very  great  aids  in  the  cure  of  the  disease,  and 
later  laboratory  methods  make  known  indications 
for  specific  treatment  or  its  discontinuance. 

The  treatment  of  arteriosclerosis  seems  to  have 
been  enveloped  in  something  of  a haze,  which 
no  doubt  is  due  to  an  endeavor  to  keep  away 
from  symptomatic  treatment  and  empirical  practice, 
both  of  which  have  a decided  place.  Furthermore, 
it  is  impossible  to  be  at  all  comprehensive  in  a study 
of  treatment  without  some  fairly  well  defined 
classification  of  cases.  Sir  Clifford  Allbut  has 
offered  the  following  suggestion  which  has  been 
accepted  by  Sir  William  Osier  and  others. 

( 1 ) Arteriosclerosis,  being  the  effect  of  persist- 
ently high  blood-pressure,  Allbut’s  hyperpiesia, 
Huchard’s  presclerosis. 

(2)  Arteriosclerosis  of  toxic  origin  from  poisons 
or  disease. 

(3)  Arteriosclerosis  of  advancing  age,  the  result 
of  involutionary  changes,  termed  by  Allbut,  decres- 
cent. 

It  is  in  the  case  of  hyperpiesia  that  treatment 
offers  the  greatest  encouragement,  it  being  possible 
many  times  to  achieve  recovery.  Recovery  not  by 
removing  deposits  from  the  arteries  but,  in  those 
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fairly  early  cases,  by  relieving  the  conditions  which 
later  will  cause  degenerative  changes.  There  may 
be  more  or  less  serious  symptoms  causing  patients 
to  seek  advice,  or  the  condition  of  hyperpiesia  may 
be  recognized  at  the  time  of  insurance  examination 
or  when  prescribing  for  some  concurrent  ailment. 

The  treatment  of  hyperpiesia  will  depend  upon 
the  condition  of  the  patient  at  the  time  of  observa- 
tion and  the  exciting  cause.  The  success  or  failure 
of  treatment  will  depend  not  only  upon  the  time  at 
which  treatment  is  begun  but  upon  the  co-operation 
we  receive  from  the  patient  and  his  family.  There 
is  probably  no  condition  in  w’hich  a clear  concep- 
tion of  psychology  is  of  greater  assistance  than  here. 
Discipline  is  an  essential  and  suggestion  an  aid. 
Sometimes,  perhaps,  we  err  in  disregarding  the 
fact  that  there  are  two  kinds  of  suggestion,  posi- 
tive and  negative.  We  give  the  one  intentionally 
and  hopefully.  Our  patient  acquires  the  other,  if 
we  are  not  on  our  guard,  from  our  actions,  facial 
e.xpression  and  nature  of  our  advice.  The  lay- 
man nowadays  is  pretty  well  posted  on  blood- 
pressure,  hardening  of  the  arteries,  threatened  apo- 
plext’,  etc.  (or  let  us  say  he  thinks  he  is),  and  it 
is  very  easy  to  launch  him  on  a debauch  of  sordid 
self-examination  and  introspection,  by  awakening 
apprehensions  through  too  great  diligence  in  ex- 
aminations and  the  imposing  of  too  many  re- 
strictions. 

Have  we  not  sufficient  evidence  that  blood- 
pressure  is  raised  by  worry  and  nervousness?  We 
have  seen  a man  of  fair  robustness  reduced  to 
semi-invalidism  by  being  told  daily  for  a short  time 
of  his  blood-pressure  which  registered  about  200. 
Just  as  an  x-ray  plate  in  the  hands  of  a patient 
may  be  a source  of  great  concern,  so  the  knowledge 
of  his  blood-pressure  may  be  a source  of  great 
worry.  Both  should  be  kept  in  the  physician’s 
hands.  Blood-pressure  should  not  be  taken  more 
frequently  than  the  exigencies  of  a case  demand. 

A very  bad  effect  will  also  usually  follow  the 
advice  to  a patient  who  is  still  fairly  active  that 
he  stop  all  work  and  responsibility  in  connection 
with  his  business.  The  reaction  wdll  be  worse  than 
the  continuance  in  more  or  less  moderation.  How- 
ever, restrictions  must  be  placed  and  modes  of  life 
changed  but  the  very  radical  changes  can  be 
brought  about  gradually  in  the  mild  cases.  Hav- 
ing inspired  a patient  with  confidence,  instead  of 
apprehension,  we  are  in  position  to  outline  treat- 
ment for  him  with  fair  prospects  of  success. 


Hyperpiesia  of  children  is  usually  from  gastro- 
intestinal disorders  and  restriction  of  diet,  followed 
by  the  administration  of  mercury,  proves  sufficient 
ordinarily.  In  treating  h}'perpiesia  of  adults  the 
first  consideration  is  that  of  diet  and  exercise.  We 
say  diet  and  exercise,  believing  it  impossible  to 
consider  either  separately.  Most  men  are  burning 
too  rich  a mixture.  Food  values  must  be  reduced 
to  terms  of  muscular  exertion.  If  these  people 
who  are  so  fond  of  eating  would  take  sufficient 
exercise  to  burn  up  the  fuel,  the  unfortunate  re- 
sults would  not  follow.  And  so,  while  the  ques- 
tion of  diet  is  the  most  important,  it  must  be 
handled  with  due  consideration  to  exercise.  We 
believe  it  is  far  better  to  insist  on  exercise  up  to 
the  point  of  safety,  with  a less  restricted  diet, 
than  to  tolerate  inactivity  on  the  low  diet. 

The  exercises  which  should  be  prescribed  for  a 
man  of  fifty,  with  a systolic  blood-pressure  of  say 
160  and  diastolic  90,  whose  heart  is  slightly  en- 
larged to  the  left  and  who  has  no  symptoms  of 
m)’ocardial  Insufficiency  but  is  in  fairly  good  con- 
dition otherwise,  would  be  those  which  do  not 
require  any  sudden  or  violent  exertion.  Golf, 
horse-back  riding,  walking  and  graded  hill  climb- 
ing. The  English  use  hill  climbing  for  its  thera- 
peutic value  much  more  than  we  do,  and  it  has 
been  dubbed  by  them  “the  terrain  cure  for  rising 
blood-pressure.”  Hill  climbing  should  be  under- 
taken gradually  at  first,  for  during  the  first  few 
minutes  both  systolic  and  diastolic  pressure  rise. 
Then  comes  one’s  “second-wind,”  due  to  an  in- 
crease in  the  lumen  of  the  arteries  and  consequent 
relief  of  the  circulation.  Exercise  is  of  value  in 
even  more  advanced  cases  after  the  heart  has  re- 
gained compensation. 

The  question  of  diet  presents  many  difficulties. 
It  must  be  reduced  to  meet  necessary  requirements, 
which  usually  means  deprivation  to  the  patient 
who,  during  middle  age  and  inactivity,  has  been 
eating  about  the  same  as  he  was  at  the  age  of 
strenuous  \muth.  Reduction  to  about  one-half 
often  gives  splendid  results.  It  is  generally  not 
necessary  to  adopt  an  exclusive  diet,  rather  can  we 
expect  better  results  from  a temperate  amount  of 
a general  diet,  at  the  same  time  avoiding  what  we 
might  term  the  notoriously  harmful  foods.  Meat 
only  in  small  amounts  two  or  three  times  a week, 
no  hot  cakes  or  hot  breads;  no  fried  food,  no  pastry, 
no  highly  seasoned  food  and  little  salt.  Much  has 
been  written  about  purin-free  diets  but  clinically 
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we  have  found  no  advantage  in  it.  While  Brault 
states  that,  inasmuch  as  atheroma  is  found  in  the 
herbivora  a vegetable  diet  is  dangerous.  Huchard 
says  that  meat  is  a poison  to  the  hyperpietic. 

The  intake  of  fluids  should  be  reduced  in  some 
cases.  Much  harm  is  being  done  nowadays  by  the 
advertisements  in  the  press,  urging  the  universal 
drinking  of  large  amounts  of  water,  always,  of 
course,  adding  some  patent  medicine  in  the  guise 
of  a harmless  cure.  In  this  way  they  say  we  may 
“wash  out  the  system”  or  take  an  “internal  bath.” 
Any  excess  in  the  use  of  alcoholic  drinks  or  tobacco 
should  be  foresworn.  Life  for  these  patients  must 
be  made  to  run  smoothly,  avoiding  as  much  as 
possible  mental  excitement  and  worry,  while  not 
going  to  the  extreme  of  forbidding  all  endeavor 
and  responsibility. 

The  only  electrical  treatment  which  seems  to 
be  of  value  is  the  high  frequency  current.  One 
thousand  milliamperes  should  be  given  for  fifteen 
to  twenty  minutes.  The  systolic  pressure  is  often 
reduced  noticeably  and  remains  down  for  from 
several  hours  to  two  or  three  days.  It  is  a mea- 
sure of  some  usefulness  in  cases  in  which  high 
pressure  is  the  cardinal  symptom,  particularly  in 
nervous  people.  It  acts  as  a nerve  sedative  and 
probably  reduces  peripheral  resistance.  Some  have 
claimed  that  its  only  good  effect  is  through  sug- 
gestion. Granting  that  it  is  a help  in  this  way, 
there  seems  to  be  plenty  of  evidence  that  it  does 
more. 

In  more  advanced  cases,  with  failure  of  cardiac 
compensation  as  evidenced  by  dyspnea,  edema  and 
a murmur  at  the  base  of  the  heart,  the  treatment 
becomes  more  active.  Such  patients  must  have 
rest  in  bed  until  the  heart  is  able  to  regain  its  mus- 
cular tone.  Digitalis  here  becomes  our  drug  of 
choice,  administered  now  as  digipuratum.  In  case 
the  situation  is  threatening,  it  is  best  given  intra- 
venously, one  dose  of  one  and  one-half  grains,  re- 
peated in  twenty-four  hours  if  necessary.  Ordi- 
narily, however,  it  may  be  given  by  mouth,  one 
and  one-half  grains  three  times  a day  for  three 
days,  then  one-half  the  dose.  We  have  given  this 
latter  dose  continuously  for  months,  with  only 
occasional  periods  of  two  or  three  days  without  it, 
w’ith  no  untoward  effect,  but  on  the  contrary  con- 
tinued improvement. 

If  there  be  much  edema  and  rest,  diet,  cathar- 
tics and  digitalis  do  not  give  relief,  we  have  tried 
apocynum  cannabinum  with  quite  remarkable  re- 
sults in  some  cases.  A fresh  tincture  is  procured 


and  fifteen  drops  given  three  times  a day,  increas- 
ing one  drop  to  each  dose  a day  until  therapeutic 
limit  is  reached.  The  mechanical  removal  of 
fluid  may  be  necessary.  Such  indeed  is  indicated  if 
there  be  anasarca. 

Those  cases  of  myocardial  insufficiency  due  to 
the  strain  of  hypertension  with,  perhaps,  coronary 
sclerosis,  offer  a great  deal  of  encouragement  from 
treatment.  These  patients  have  kidney  involve- 
ment but  it  is  secondary.  Primary  kidney  cases  do 
not  respond  so  well  to  treatment. 

Vasodilators  are  sometimes  of  value  in  reducing 
high  pressure.  To  be  sure,  it  is  s3'mptomatic 
treatment,  but  why  not?  A vicious  circle  may  be 
broken  by  improvement  of  a symptom.  The  ni- 
trites may  be  used  for  relief  of  high  pressures,  not, 
however,  if  the  heart  shows  signs  of  yielding.  If 
used,  it  should  be  in  increasing  doses  and  with 
watchfulness.  An  occasional  course  of  calomel  or 
blue  mass  is  usually  indicated.  The  use  of  iodides 
in  other  than  syphilitic  cases  is  used  empirically 
and  with  good  effect,  its  favorable  action  probably 
being  due  to  a decrease  in  the  viscosity  of  the 
blood.  This  latter  is  also  effected  by  the  use  of 
mineral  waters,  baths  and  purgatives. 

Venesection  is  a remedy  very  useful  in  two 
ways;  first,  as  a part  of  our  treatment  in  cases 
of  hyperpiesia  in  robust,  plethoric  individuals,  even 
in  the  absence  of  an  emergency ; second,  as  a relief 
in  a crisis.  We  have  used  it  in  both  classes  to 
our  satisfaction  generally.  When  used  to  relieve  the 
ordinary  symptoms  of  high  pressure  in  properly  se- 
lected cases,  it  is  resorted  to  about  twice  a year. 
Following  the  withdrawal  of  a pint  to  a pint  and 
one-half  of  blood,  the  patient  experiences  a con- 
siderable relief.  The  blood-pressure  drops  and 
may  remain  at  a lower  level  for  several  months. 
It  is  gratifying  to  have  a patient  return  in,  say, 
six  months  for  another  venesection  with  the  volun- 
tary statement  that  she  has  been  so  much  better 
but  feels  that  it  is  time  to  repeat  it.  Patients  who 
have  experienced  this  relief  look  forward  to  the 
treatment  with  confidence.  In  crises  like  threaten- 
ing cerebral  hemorrhage  the  results  of  blood-letting 
are  very  encouraging.  In  choosing  cases  for  vene- 
section we  should  have  clearly  before  us  the  clas- 
sification of  arteriosclerosis,  for,  while  it  is  a 
measure  of  considerable  value  in  the  ht'perpietic 
form,  it  is  scarcely  applicable  to  the  decrescent 
cases.  In  fact,  the  results  in  the  latter  class  might 
be  disastrous,  as  also  in  cases  anemic  from  chronic 
nephritis. 
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In  toxic  arteriosclerosis  the  blood-pressure  is  not 
raised,  so  depressor  remedies  are  not  needed.  The 
treatment  is  that  of  the  particular  poison  or  infec- 
tion concerned.  Syphilis  is  the  most  common  in- 
fection and  a discussion  of  its  treatment  could  not 
be  undertaken  in  a paper  of  this  scope.  With  the 
present  improved  remedies  at  hand  and  the  im- 
proved laboratory  methods  of  accuracy  in  diagnosis, 
cases  of  syphilis  will  generally  be  cured  before 
sclerosed  or  atheromatous  blood-vessels  require 
treatment.  For  the  toxic  forms  we  may  say  that 
rest,  massage,  baths,  diuretics  and  cathartics  will 
be  the  remedies  used. 

We  have  tried  to  show  that  much  can  be  accom- 
plished in  the  treatment  of  arteriosclerosis  due  to 
hyperpiesia  by  treating  the  high  blood-pressure  to 
which  it  owes  its  origin.  Unfortunately,  in  de- 
crescent arteriosclerosis  we  cannot  anticipate  any 
such  fortunate  results  of  treatment.  It  is  to  this 
form  we  refer  when  we  say  “a  man  is  as  old  as 
his  arteries”  and,  as  we  cannot  subtract  years  from 
his  age,  we  cannot  extract  calcareous  deposits 
from  his  arteries.  We  may  watch  and  wait,  lend- 
ing a hand  here  and  there,  but  the  result  is  inevi- 
table. We  dare  not  interfere  wdth  a moderate 
rise  of  blood-pressure,  for  it  is  compensatory.  The 
arteries  are  less  resilient  and  there  is  more  friction, 
consequently  the  heart’s  action  increases  in  force 
to  overcome  the  odds. 

Just  a word  in  regard  to  indications  for  treat- 
ment, furnished  by  blood-pressure  readings.  Di- 
astolic as  well  as  systolic  blood-pressure  should  be 
taken  and  the  pulse  pressure  estimated.  The 
probabilities  of  loss  of  cardiac  compensation  in  cases 
of  high  blood-pressure  increase  directly  with  the 
increase  in  pulse-pressure.  Consequently,  a high 
pulse-pressure  is  a contraindication  for  the  use  of 
depressant  measures.  On  the  other  hand,  it  is  a 
positive  indication  for  guarding  the  heart  muscle 
and  the  use  of  a drug  of  the  digitalis  group.  In 
high  blood-pressure  cases,  if  the  pulse-pressure  be 
low,  that  is,  if  the  diastolic  pressure  be  compara- 
tively high,  cerebral  hemorrhage  is  to  be  feared 
and  sudden  muscular  effort  might  be  fatal.  De- 
pressants or  venesection  in  such  cases  may  be  indi- 
cated, although  all  measures  for  immediately  low- 
ering blood-pressure  should  be  used  very  guard- 
edly. It  is  a grave  error  to  assume  that  every  high 
blood-pressure  (systolic)  should  be  promptly  re- 
duced. They  are  frequently  compensatory  and  dis- 
astrous results  may  follow  this  reduction. 


THE  EYE  SYMPTOMS  IN  ARTERIO- 
SCLEROSIS.* 

By  Hamilton  Stillson,  M.D.,  Ph.D.,  F.A.C.S. 

SEATTLE,  WASH. 

There  are  general  manifestations  of  arterio- 
sclerosis in  the  eye,  such  as: 

(a)  Disturbed  musculature,  manifested  by  (1) 
asthenopia,  (2)  ocular  fatigue,  (3)  ptosis  and 
other  fifth  nerve  pareses, 

(b)  conjunctival  congestion,  hemorrhage,  etc., 

(c)  scleral  and  corneal  sclerosis,  manifested  by 
arcus  senilis, 

(d)  lenticular  and  vitreous  disturbances  of  nu- 
trition, 

(e)  retrobulbar  and  cerebral  scleroses,  etc. 

What  I think  you  wish  me  to  dwell  upon  are 

fundus  changes  in  arteriosclerosis. 

The  following  changes  will  occur,  more  or  less, 
in  the  order  named : 

Lengthened  vessels  with  “locomotion  pulse” 
( prescleral  arteritis ) . 

Narrowing  of  the  blood-stream.  This  narrow- 
ing may  be  in  only  a part  of  a vessel.  It  may  be 
in  the  whole  or  in  the  small  branch  of  a vessel. 
It  may  be  of  only  a few  minutes  duration  or  a 
permanent  condition.  It  may  be  the  result  of 
vessel-cramp,  or  from  exudates  within  or  without 
the  vessel. 

Slight  waning  of  the  normal,  golden-pink  glow 
of  the  central  light  streak  of  the  arteries,  or  of  one 
of  them.  This  streak  loses  in  warmth  of  color  but 
gains  in  brilliancy  in  proportion  as  the  vessel 
whitens.  It  is  first  like  a copper  wire,  then  like 
a silver  wire.  It  is  due  to  endarteritis  and  is 
usually  eccentric. 

The  little  dot  in  the  middle  of  the  dark-red 
square  at  the  point  of  crossing  of  an  artery  by  a 
vein  loses  its  warm  orange  color  and  becomes 
touched  with  white.  This  can  often  be  disco  veiled 
only  by  varying  the  color  and  intensity  of  the  light. 

Slight  pressure  on  the  eyeball  will  blanch  this 
dot  sooner  than  the  rest  of  the  blood-stream.  This 
sometimes  can  be  discovered  only  bj^  varying  the 
color  and  pressure. 

Tiny  white  patches  (scales)  appear  scattered 
here  and  there  on  the  walls  of  the  arteries  in  syph- 
ilitic sclerosis  (Haab).  These  sometimes  can  be 
seen  only  in  subdued  blue  light. 

Ordinarily  the  artery  and  the  vein  seem  to  be 

‘Read  before  the  Twenty-seventh  Annual  Meeting  of  Wash- 
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on  the  same  plane,  but  in  beginning  arteriosclerosis 
the  vein  will  seem  to  climb  up  over  the  hardened 
artery  at  the  point  of  crossing,  and  the  streak  in 
the  vein  will  broaden  out  like  a ribbon  on  the  top 
of  the  curve. 

If  the  artery  overlies  the  vein,  the  artery  wdll 
seem  to  push  the  vein  down  deeper  into  the  tis- 
sues of  the  retina,  the  streak  in  the  vein  being  fore- 
shortened just  as  it  reaches  the  artery. 

The  underlying  vein  will  seem  to  stop  short  at 
the  crossing  of  an  artery;  it  will  seem  cut  in  two 
by  the  artery. 

At  the  crossing  the  vein  will  seem  attenuated  on 
the  side  next  to  the  disc  and  swollen  on  the  other 
side  of  the  crossing. 

Tortuosities  will  appear,  usually  first  in  the  ar- 
teries and,  as  a rule,  in  the  small  or  medium  sized 
vessels.  These  tortuosities  may  be  transient  in 
character.  This  is  the  so-called  “raveled  yarn” 
sign. 

Varicosities,  sacciform  or  elongated,  appear, 
usually  in  the  veins.  This  is  the  most  pathognom- 
onic of  all  the  early  signs.  Tortuosities  sometimes 
resemble  varicosities. 

White  lines  will  border  the  blood-stripe  on  one 
or  both  sides.  This  is  due  to  periarteritis.  It  is 
sometimes  seen  best  by  noting  the  apparent  exag- 
geration of  the  vessel  w’alls  in  the  physiologic  ex- 
cavation. In  sclerosis  from  albuminuria  (as  in 
gestation)  the  white  stripe  will  probably  be  seen 
first  in  the  medium-sized  vessels,  and  there  will 
probably  be  cholesterine  deposits  in  the  retina 
around  the  macula  in  the  form  of  radiations. 

If  the  blood-stream  be  almost  stopped,  either  by 
loss  of  blood  or  by  occlusion  of  the  vessel  caliber,  it 
will  seem  segregated.  That  is,  the  stripe  will  be 
broken  into  minute  sausage-shaped  segments. 

Aneurisms  now  begin  to  appear  on  the  arteries, 
and  small  hemorrhages,  first  usually  near  the 
equator. 

These  coalesce,  forming  larger  blotches,  perhaps 
in  the  viteous., 

These  m.ay  absorb,  leaving  only  a dirty  smear 
on  the  retina,  they  may  leave  a white  atrophic 
patch;  or  they  may  not  absorb  but  become  organ- 
ized clots  in  the  vitreous. 

Small  neoform  vessels  appear  in  the  retina, 
usually  first  near  the  disc. 

By  this  time  some  of  the  vessels  have  become 
mere  white  wires,  in  whole  or  in  part.  The  old 


tortuous  arteries  have  straightened  out ; anemia 
has  caused  a gray-green  exudate  to  form  on  the 
retina;  degeneration  has  taken  place  in  sections  of 
the  retina  and  choroid ; streaks  and  blotches  are 
found  in  various  parts  of  the  fundus;  the  disc  has 
become  punched-out  white  flat  or  cupped.  In  other 
words,  the  picture  of  arteritis  obliterans  is  com- 
plete. 

In  order  to  see  these  evidences  of  arterioscle- 
rosis in  the  fundus  of  the  eye,  the  following  means 
are  requisite;  A good  self-illuminating  ophthal- 
moscope, means  for  modifying  the  color  and  the 
intensity  of  the  light,  a suitable  dark  room  or  a 
hood  to  enclose  the  head,  a chair  capable  of  being 
lowered  to  the  recumbent  posture,  a ring  with  a 
handle  on  it  to  press  the  eyeball,  euphthalmin  or 
other  safe  cyclopegic.  Errors  of  refraction  (as- 
tigmatism) must  be  corrected,  patient  must  hold 
his  eye  still  in  the  right  position,  observer  must 
move  his  head  to  obtain  parallax,  observer  must 
have  most  acute  vision  (light  sense,  color,  etc.), 
he  must  have  diagnostic  acumen  from  studied  ex- 
perience. Several  examinations  and  a comparison 
with  a known  normal  fundus  may  be  necessary. 

It  will  assist  us  also  to  remember  that  arterio- 
sclerosis is  found  in  the  ocular  vessels  usually 
when  one  or  more  of  the  following  conditions  is 
present:  the  skin  is  dry  and  cadaveric;  there  is 
sclerosis  of  the  cornea,  nails,  hair,  etc. ; the  pupil 
is  slow  to  respond  to  convergence,  etc. ; there  is 
subnormal  accommodation ; glasses  do  not  give 
good  vision  to  a clear  eye;  light  pressure  on  the 
eyeball  does  not  blanch  the  arteries;  slight  pres- 
sure causes  a venous  pulse;  corresponding  vessels 
of  the  two  eyes  do  not  have  similar  size,  color, 
brilliancy,  etc. ; the  excretion  of  urea  is  low ; the 
normal  ratio  of  the  urine  salts  is  greatly  changed ; 
patient  has  “bilious  attacks,”  “blind  staggers,”  etc.; 
the  second  sound  of  the  heart  is  too  loud ; there  is 
displacement  of  the  apex  beat;  the  blood-pressure 
is  too  high  or  too  low ; recumbent  posture  does  not 
low’er  the  diastolic  pressure;  the  complement  be- 
tween the  splanchnic  and  the  cerebral  circulations 
is  very  greatly  disturbed;  there  is  albumin,  sugar, 
acetone,  etc.,  in  the  urine,  a history  of  tobacco, 
whiskey,  vener)’,  certain  drugs,  worrjq  “high 
life” ; when  there  has  been  severe  fever  in  the 
head  from  typhoid,  grippe,  measles,  meningitis, 
etc.,  and  during  or  after  an  attack  of  whooping 
cough,  migraine,  epilepsy,  convulsions  or  the  like. 
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DEEP  RADIOTHERAPY  WITH  THE 
COOLIDGE  TUBE.* 

By  J.  H.  Snively,  M.  D. 

SEATTLE,  WASH. 

From  an  optimism  for  radiotherapy,  which  de- 
veloped soon  after  the  discovery  of  the  x-ray  and 
which  threatened  in  its  mad  rush  to  sweep  every- 
thing else  before  it,  there  gradually  appeared, 
because  of  the  appalling  disasters  and  many  fail- 
ures in  its  use,  a loss  of  confidence  so  great  that 
for  a time  it  seemed  as  tho  radiotherapy  must 
eventually  find  a place  among  the  thousands  of 
other  buried  relics  of  medical  science.  Reflec- 
tion, however,  convinces  one  that  this  course  was 
inevitable,  when  It  is  remembered  that  its  various 
users,  many  of  w'hom  were  laymen,  essayed  al- 
most the  entire  category  of  pathologt',  with  as 
many  different  types  of  apparatus  as  there  were 
practitioners  and  with  no  means  of  duplicating 
treatments,  nor  of  even  knowing  the  values  of 
quality  or  quantity  of  anj^  treatment.  Just  im- 
agine an  attempt  to  give  hypodermic  injections 
of  some  new  and  powerful  alkaloid  without  a 
knowledge  of  the  strength  of  the  solution  nor 
of  the  quantity  Injected ! 

Eventually,  quiet  and  persistent  workers  at 
home  and  abroad  devised  various  practicable  means 
for  quite  accurately  determining  both  the  quality 
and  quantity  of  radiation.  With  these  improve- 
ments, along  with  improvements  in  the  generating 
machines  and  a better  knowledge  of  the  properties 
of  the  rays,  it  more  and  more  became  apparent  that 
only  the  very  hard  rays  were  of  use  in  deep  ther- 
apy, while  the  bundles  of  softer  rays  must  not  be 
allowed  to  reach  the  skin. 

Filtration  of  the  heterogeneous  bundle  of  rays 
from  the  tube,  first  suggested  by  Perthes  and  ex- 
haustively tested  at  the  Freiberg  school,  came  into 
practice  and  many  substances  were  used  for  this 
purpose,  so  that  all  the  softer  rays  were  filtered 
out,  permitting  only  the  very  hard  rays  of  short 
wave  length  to  reach  the  skin.  Any  treatment  that 
was  at  all  effectual  in  deep  lesions  proved  to  be  a 
very  tedious  and  extremely  expensive  procedure, 
on  account  of  the  fact  that  the  very  hard  rays  of 
short  wave  length  constituted  a very  small  propor- 
tion of  the  rays  given  off  from  the  x-ray  tubes, 
even  under  the  most  favorable  conditions,  and, 
after  a tube  had  run  a couple  of  minutes,  practi- 

*Uead  before  King  County  Medical  Society,  Seattle,  Wash., 
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cally  no  rays  of  the  proper  quality  were  generated, 
necessitating  frequent  changes  of  tubes.  Water- 
cooled  tubes  were  an  improvement  but  still  in- 
adequate. 

7'hen  came  the  epoch-making  invention  of  Prof. 
W.  D.  Coolldge,  of  Schenectady,  N.  Y.,  in  the 
pure  electron  tube,  full  descriptions  of  which  ap- 
pear in  the  journals  from  Dec.,  1913,  and  Jan., 
1914.  With  this  tube  the  production  of  an  unlim- 
ited quantity  of  rays  of  any  quality  desired  is  pos- 
sible, and  the  operator  at  all  times  has  absolute 
control  of  both  quantity  and  quality  Independently. 
The  tube  may  be  run  continuously  for  hours  at  a 
time,  at  a white  heat,  with  no  change  in  quantity 
and  no  variation  in  qualitv,  and  any  dosage  may 
be  accurately  duplicated  at  any  subsequent  time 
or  place.  Since  its  advent  there  has  been  a re- 
markable crtstalization  of  many  divergent  ideas 
concerning  a proper  technic  for  radiotherapy  in 
deep  lesions. 

The  writer  secured  one  of  the  first  tubes  on  the 
market  and  the  results  from  the  use  of  this  tube 
are  simply  marvelous.  One  must  see  great  masses 
of  malignant  growths  melt  away  and  disappear, 
before  he  can  believe,  but  time  will  prove  the 
great  value  of  this  form  of  treatment,  and  it  is 
my  hope  that  this  article  will  stimulate  many  of 
the  men  who  are  now  providing  themselves  with 
Coolidge  tubes  to  familiarize  themselves  with  the 
technic  which,  rvith  slight  variations,  is  now  rec- 
ognized as  standard. 

The  mere  possession  of  a Coolidge  tube  Is  not 
sufficient  and,  unless  all  of  the  details  of  this  pro- 
cedure are  followed  conscientiously,  failure  will 
result.  The  essentials  of  the  treatment  of  deep- 
seated  lesions  will  be  briefly  discussed  under  the 
following  heads:  (1)  Very  hard  rays,  (2)  suita- 
ble filtration,  (3)  massive  doses,  (4)  cross-fire 
administration,  (5)  duration  of  treatment. 

(1)  Very  hard  raj’s  are  those  of  a short  wave- 
length and  are  deeply  penetrating.  The  wave- 
length of  the  hardest  ra3'S  emitted  from  an  x-ray 
tube  is  determined  principally  by  the  potential  dif- 
ference between  the  tube  terminals  or  parallel 
spark  gap,  but  waves  of  various  lengths  are  always 
given  off  and  it  is  necessary  to  use  filters  to  absorb 
the  softer  ones. 

There  is  a noticeable  tendency  to  ignore  the  use 
of  the  Benoist,  Walter,  Bauer  and  Wehnolt  instru- 
ments in  determining  the  quality  of  radiation,  for 
the  reason  that,  when  using  a parallel  spark  gap 
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of  eight  inches  or  more,  the  reading  is  beyond  the 
registered  scales  of  these  instruments.  Until  some- 
thing better  is  devised,  the  parallel  spark  gap  will 
be  used  to  gauge  the  penetration  or  hardness  of 
the  rays,  and  the  belief  is  quite  uniformily  shared 
now  among  operators  that  a spark  gap  of  not  less 
than  eight  and  one-half  inches  should  be  used  and 
preferably  between  nine  and  ten  inches.  Numer- 
ous experiments  have  definitely  shown  that  below 
eight  inches  the  rays  are  almost  worthless.  At 
three  inches  under  the  surface  a ten-inch  gap  will 
give  almost  twice  as  much  dosage  as  a nine-inch 
gap,  while  a seven-inch  gap  will  give  so  little  that 
it  is  almost  negligible.  With  a ten-inch  gap  and 
the  use  of  a filter,  repeated  experiments  by  differ- 
ent operators  have  shown  that  with  a full  dose  on 
the  surface  about  one-fifth  or  one-sixth  of  a dose 
will  be  recorded  at  three  inches  under  the  surface. 

Pfahler  shows  in  one  experiment  that,  in  using 
a ten-inch  gap  and  giving  10  X on  the  surface, 
one  inch  in  depth  gave  7 X,  two  inches  in  depth 
gave  3 X,  three  inches  in  depth  gave  2 X and 
below  this  the  measurements  were  progressively 
less,  while  with  a nine-inch  gap,  giving  10  X on 
the  surface  at  one  inch  in  depth,  only  5^  X were 
given,  at  two  inches  2 X,  and  at  three  inches 
1 X. 

The  Coolidge  tubes  are  built  to  withstand  a volt- 
age up  to  a ten-inch  gap  and  when  giving  a treat- 
ment the  spark  gap  should  be  set  at  nine  and  one- 
half  inches  and  the  rheostat  moved  over  slowly, 
until  the  current  just  sputters  across  this  gap  while 
the  tube  is  in  operation.  Widening  the  gap  a 
very  little  will  prevent  the  noisy  discharge.  Dur- 
ing the  treatment  the  gap  should  be  tested  fre- 
quently by  very  slowly  diminishing  it,  until  the 
sparks  just  begin  to  sputter  across  and,  if  at  any 
time  this  occurs  at  less  than  nine  inches,  the  volt- 
age should  be  raised  a little  by  moving  the  rheostat 
ahead.  After  giving  several  treatments  and  the 
rheostat  windings  get  hot,  it  may  be  found  neces- 
sary to  have  the  rheostat  advanced  several  points 
farther  than  when  the  treatments  were  begun. 
Watch  your  spark  gap  conscientiously  to  keep  it 
continually  above  nine  inches,  and  you  will  have 
mastered  this  essential  requirement  of  deep  therapy. 

(2)  Suitable  filtration  is  accomplished  by  inter- 
posing three  mm.  of  aluminum  and  one  thickness 
of  sole  leather  between  the  tube  and  the  patient, 
with  the  sole  leather  between  the  aluminum  and 
the  patient.  The  aluminum  absorbs  the  soft  rays 


given  off  from  the  tube,  while  the  leather  absorbs 
soft  secondary  rays  from  the  aluminum.  Many 
substances  have  been  used  and  experimented  with 
for  filters,  and  various  thicknesses  of  aluminum 
from  1 mm.  to  10  mm.  or  more,  but  for  all  prac- 
tical purposes  including  simplicity  and  uniformity 
the  above  combination  appears  to  be  the  one  of 
choice. 

Many  tests  have  shown  that  the  absorption 
curve  of  rays  filtered  thro  3 mm.  of  aluminum  is. 
nearly  the  same  as  those  filtered  through  7 or  8. 
mm.,  while,  on  the  other  hand,  the  quantity  of 
rays  filtered  out  by  7 or  8 mm.  is  very  little  more 
than  what  3 mm.  will  absorb,  so  that  for  practical 
use  a filter  of  3,  4,  5,  or  6 mm.  of  aluminum  will 
give  almost  identical  results,  as  the  absorptive 
value  of  aluminum  filters  does  not  correspond 
progressively  with  the  thickness  of  the  filter. 

(3)  Massive  dosage  means  giving  all  that  the 
skin  will  tolerate  at  one  sitting  over  the  areas 
treated,  and  great  difficulty  has  been  encountered 
in  accurately  measuring  this  so-called  full  dose- 
A full  dose  is  sometimes  spoken  of  as  an  erythema 
dose,  inasmuch  as  proof  that  the  skin  has  received 
all  that  it  will  tolerate  is  indicated  by  a barely  per- 
ceptible reddening  of  the  skin  several  days  after 
the  treatment.  This  must  be  carefully  watched 
for  and  the  dosage  causing  it  should  not  be  ex- 
ceeded. 

In  all  ordinary  cases  it  is  best,  after  having  de- 
termined the  erythema  dose,  to  decrease  it 
by  five  or  ten  per  cent,  by  shortening  the  time  ac- 
cordingly. Especially  is  this  advisable  in  treating 
lesions  where  the  face  is  exposed,  as  repeated  mild 
erythema  doses  may  subsequently  produce  skin 
atrophy  or  telangiectasis. 

Hard  filtered  rays  have  demonstrated  the  falla- 
cies of  the  popular  units  of  quantity,  bearing  the 
names  of  their  authors — the  Holzschnect,  Kien- 
boeck  and  Sabouraud  tint  B.  In  the  measurement 
of  unfiltered  rays  reading  from  five  to  seven  on 
the  Benoist  scale  these  units  are  reasonably  accu- 
rate, a reading  of  5 H or  10  X or  tint  B.,  meaning 
that  approximately  an  erythema  dose  has  been 
given,  varying  somewhat  with  the  quality  of  the 
rays,  the  personal  equation  in  reading  the  colors 
and  shades,  the  age  and  pureness  of  the  chemicals 
and  the  differences  in  standard  tints. 

Whereas  a quantity  of  radiation  from  the  ordi- 
nary x-ray  tube,  sufficient  to  produce  chemical 
changes  in  the  Kienboeck  strips  to  register  10  X.. 
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was  sufficient  to  irritate  the  skin  to  a reaction  of 
mild  erythema,  we  find  that,  when  using  the  fil- 
tered rays  produced  by  a Coolidge  tube  while  back- 
ing up  a ten-inch  gap,  a quantity  of  radiation  meas- 
uring as  high  as  30  X units  may  be  given  before 
a skin  reaction  occurs.  The  slowly  vibrating  rays 
of  long  wave  length  are  nearly  three  times  as 
irritating  to  the  skin  as  the  rapidly  vibrating  rays 
of  very  short  wave  length,  this  action  being  com- 
parable to  the  well  known  effect  of  a slowly  mov- 
ing bullet  shattering  a window,  while  a high  ve- 
locity bullet  will  cut  out  a small,  clean  hole,  doing 
verjf  little  damage  to  the  glass. 

While  using  the  nine  to  ten  inch  gap  it  is  safe 
to  give  up  to  20  X over  each  area  at  one  sitting, 
and  this  area  should  receive  nothing  more  for  three 
weeks,  when  it  may  again  be  given  a similar  dose 
with  a like  interval  of  rest,  until  from  five  to  fif- 
teen or  more  doses  are  given  over  each  area.  In 
urgent  cases  where  no  reaction  appears  the  time 
may  be  shortened  somewhat,  while  if  a slight  reac- 
tion is  produced  it  will  be  wise  to  increase  the  in- 
terval somewhat. 

Inasmuch  as  most  operators,  after  determining 
the  full  dose  by  some  reliable  quantimeter,  are  in 
actual  practice  depending  upon  the  electrical  meas- 
urement of  tube  energy  in  the  administration  of 
the  full  dose,  a word  of  caution  must  be  given  on 
the  line  leakage.  On  some  installations,  where 
the  leakage  is  nil  on  a six  or  seven  inch  gap,  a 
leakage  of  three  or  four  hundred  per  cent,  has 
occurred  on  a ten-inch  gap.  Your  installation  may 
be  quickly  tested  by  several  methods  for  leakage 
on  high  voltages.  The  simplest  is  to  have  all  aer- 
ials, including  reel  wires  to  tube,  in  the  same 
position  as  when  giving  a treatment,  the  tube 
being  removed  from  the  circuit.  Then  raise  your 
voltage  so  that  it  will  just  break  down  a ten-inch 
gap  and  see  if  you  get  a reading  on  the  milliam- 
pere  meter.  If  not,  there  is  no  line  leakage.  An- 
other way  is  to  have  two  milliampere  meters  in 
the  circuit,  one  on  the  transformer  as  usual  which 
measures  everything  passing  to  the  aerials,  and 
another  connected  in  the  circuit  at  one  end  of  the 
tube  which  measures  only  what  current  actually 
passes  thru  the  tube. 

It  will  readily  be  seen  that,  if  your  installation 
Is  faulty,  you  will  be  seriously  misled  by  your  tube 
energy  measurements,  for  your  meter  may  give  a 
reading  of  eight  milliamperes,  while  only  half  or 
less  of  this  may  be  passing  through  the  tube,  the 
balance  representing  leakage.  In  my  experience 


It  has  been  most  satisfactory  to  keep  my  milliam- 
perage,  target-skin  distance,  spark  gap  and  filter 
the  same  at  all  times  and  gauge  the  quantity  of  the 
dose  by  varying  the  time  element. 

(4)  Cross-fire  administration  means  exposing 
the  diseased  area  to  the  action  of  the  rays  from 
several  directions  and  through  various  skin  areas. 
In  mapping  out  these  areas  the  accompanying  dia- 
grams may  be  of  assistance,  and  It  should  be  the 
aim  of  the  operator  to  so  arrange  the  areas  that 
deeper  lesions  may  be  exposed  through  the  greatest 
number  of  areas.  Any  lesion  three  inches  under 
the  surface  which  cannot  be  exposed  through  at 
least  eight  or  ten  areas  will  probably  not  receive 
sufficient  dosage  to  destroy  all  malignant  cells. 
(Figs.  1-6.) 

In  order  to  thoroughly  cover  all  deep  areas  of 
invasion  and  suspicious  areas,  your  Ingenuity  and 
judgment  wfill  be  taxed  to  the  utmost  many  times, 
and  the  thoro  treatment  of  a somewhat  extensive 
case  will  become  a tedious  task,  as  from  twenty  to 
forty  areas  will  have  to  be  treated  to  a full  dose 
each  at  each  series.  It  will  require  nearly  a week  to 
do  this,  giving  from  three  to  six  or  seven  full  doses 
at  a sitting,  when  there  will  be  a rest  of  two 
weeks,  then  another  week  of  treatment. 

(5)  Duration  of  treatment  is  a phase  of  the 
subject  about  which  there  is  yet  little  known,  and 
our  only  guide  in  each  individual  case  Is  the  judg- 
ment of  the  operator.  The  celerity  wdth  which 
the  particular  disease  responds,  the  location  of  the 
lesion,  involving  its  depth,  extent  and  accessibility, 
are  factors  which  must  be  taken  Into  consideration 
in  arriving  at  a decision. 

In  prophylactic  treatments,  following  operation 
where  nearly  all  of  the  malignant  tissue  has  been 
removed.  It  is  likely  that  from  four  to  six  full 
exposures  to  all  suspicious  areas,  given  at  three- 
week  intervals,  should  suffice  to  destroy  the  few 
remaining  malignant  cells.  This  statement  Is 
made  upon  the  assumption,  of  course,  that  all 
parts  intended  to  be  treated  should  be  exposed 
to  full  doses,  the  deep  parts  as  well  as  superficial. 
The  operator  must  be  certain  that  all  tissues  three 
inches  below  the  surface,  intended  to  be  treated, 
must  be  exposed  seven  or  eight  times  from  as  many 
skin  areas  before  it  is  considered  that  a full  dose 
has  been  administered,  as  Is  explained  under  the 
discussion  of  cross  fire. 

When  treating  recurrent  or  somewhat  advanced 
malignant  disease  there  Is  no  way  of  knowing  defi- 
nitely how  long  to  continue  treatment,  but  I am 
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Fig.  2. 


Fig.  3. 


Fig.  1.  Lesion  at  L gets  five  exposures. 

Fig.  2.  Scheme  for  cross-fire  lesion  at  L. 

Fig.  3.  Flexible  sheet-lead  shields  for  treating  areas  of  various  sizes  and  shapes. 


Fig.  4.  Two  methods  of  dividing  anterior  or  posterior  axillary  areas  for  cross-fire. 
Fig.  5.  -■Vnterior  axilla  and  mediastinum. 

Fig.  6.  Cross-fire  of  mediastinum  and  axilla  from  behind. 


Strongly  of  the  opinion  that  whatever  treatment 
is  used  should  be  given  as  vigorously  and  continu- 
ously as  conditions  will  permit.  I see  no  virtue 
in  the  method  of  treating  until  all  surface  or  visi- 
ble signs  have  disappeared,  and  then  discontinuing 
treatments  “until  something  shows  up,”  when  they 
will  be  resumed.  It  is  well  known  that,  after 
malignant  tissues  have  been  exposed  to  x-rays 
and  some  of  the  cells  have  escaped  destruction, 
the  successive  crops  of  new  cells  are  much  more 
resistant  to  the  rays,  so  the  best  time  to  get  them 
is  in  your  first  assault,  before  they  have  had  time 
to  recuperate  with  increased  tolerance. 

Having  now  briefly  outlined  the  several  fac- 
tors entering  into  deep  therapy,  your  indulgence 
will  be  asked  for  a few  general  remarks  in  con- 
cluding. 

The  following  formvda  will  be  found  to  be  of 
great  value  as  a working  basis  and  represents 
the  consensus  of  opinion  of  many  prominent  men 
in  this  country:  Spark  gap  of  nine  or  nine  and 

one-half  inches;  aluminum  filter  3 mm.;  sole 
leather  one  layer ; focus  skin  distance  seven  to 
eight  inches;  milliamperes  five  to  six;  time  three 
minutes;  Keinboeck  units  18-20  X. 

If  the  focus  skin  distance  is  altered,  as  is  some- 
times necessary  on  account  of  apparatus  or  for 


other  reasons,  it  is  important  to  remember  that 
the  quantity  of  radiation  changes  inversely  with 
the  square  of  the  distance,  as  is  the  case  with  ordi- 
nary light,  and  proper  allowance  be  made.  The 
skin  will  receive  four  times  as  much  radiation  at 
six  inches  from  the  target  as  it  would  at  twelve 
inches. 

Some  means,  such  as  compressed  air  or  a fan, 
must  be  provided  to  remove  the  intense  heat  from 
the  glass  walls  of  the  tube,  as  otherwise  the  glass 
would  melt  and  the  tube  be  destroyed. 

The  metal  tube  stand  should  not  be  grounded, 
as  I believe  the  destruction  of  two  of  my  tubes 
was  due  to  this  cause.  Sheet  lead  one  to  two  mm. 
in  thickness  should  be  used  to  shield  all  areas  ex- 
cept the  one  being  treated.  Even  several  thick- 
nesses of  lead  foil  is  insufficient. 

Areas  to  be  treated  should  be  marked  off  care- 
fully with  an  indelible  pencil  and  a heavy  circle 
placed  on  each  area  as  soon  as  treated  to  make 
certain  that  it  will  not  receive  a second  dose. 
Patient  must  be  instructed  not  to  wash  these  marks 
off  until  treatment  of  this  region  is  completed. 
Each  time  a region  is  treated  the  areas  should  be 
mapped  a little  differently,  so  that  the  lines  be- 
tween the  previous  areas  will  be  treated.  Not  over 
six  areas  should  be  treated  at  one  sitting,  especially 
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in  cases  where  unusual  absorption  is  likely  to  oc- 
cur, and  the  treatment  room  should  be  well  venti- 
lated with  fans  if  necessary,  as  nausea  on  the  part 
of  the  patient  is  not  infrequent,  the  cause  not 
always  being  obvious.  It  is  probably  largely 
ps}^chic,  sometimes  due  to  the  ozone,  sometimes 
probably  to  the  ionization  of  lead  shields  and 
sometimes  from  absorption.  In  any  event  good 
ventilation  is  appreciated. 

Protection  to  the  operator  is  an  important  de- 
sideratum. The  tube  should  be  enclosed  in  a 
heavy  lead  glass  bowl  or  other  shield  and  the 
operator  should  be  in  a lead-lined  booth  or  behind 
a.  lead  screen,  and  under  no  circumstances  should 
he  be  nearer  than  six  feet  to  the  tube  w'hile  it  is 
in  operation. 

When  treating  a lesion  the  usual  lines  of  ex- 
tension from  this  lesion  should  be  recognized  and 
treated  widely  and  vigorously  from  the  start.  In 
other  wmrds,  get  well  beyond  the  diseased  area 
and  work  tow'ard  the  focus,  clearing  it  up  thor- 
oughly as  you  proceed,  rather  than  to  start  at 
the  focus  and  try  to  follow  the  disease  as  it  ex- 
tends outward.  Particularly  is  this  true  in  breast 
cancers.  The  mediastinum  and  chest  must  be 
treated,  so  start  at  the  diaphragm  and  work  up- 
ward. 

It  is  my  opinion  that  all  malignant  conditions 
should  be  given  postoperative  deep  radiotherapy, 
and  if  for  any  reason  this  is  not  done  provision 
should  be  made  for  it  at  the  very  earliest  signs  of 
recurrence.  The  surgeon  should  not  wait  until 
the  patient  is  practically  moribund,  as  has  been 
the  custom,  and  then  expect  the  roentgenologist  to 
perform  miracles. 

It  is  not  contended  in  this  paper  that  all  cases 
of  extensive  recurrence  of  malignant  conditions 
or  cases  in  which  wide  metastases  have  taken  place 
can  be  permanently  cured.  The  treatment  has  its 
limitations  in  very  deep-seated  lesions,  in  cases 
of  extensive  recurrence  with  metastases  and  in 
exceptional  cases  in  which  the  neoplasm  is  resistant 
to  the  irradiations.  That  we  have  in  the  newer 
apparatus  a very  powerful  means  for  combatting 
the  ravages  of  this  horrifying  disease,  and  that  its 
judicious  use  in  conjunction  with  other  well- 
recognized  means  will  more  than  double  the  per- 
manent cures  now  showm  by  surgery,  as  done  by 
our  ablest  men,  is  my  very  firm  conviction,  to  say 
nothing  of  the  mitigation  of  suffering  and  pro- 
longation of  life  in  other  cases,  where  permanent 
cure  cannot  be  expected. 


SPLENOMEDULLARY  LEUKEMIA. 
TREATMENT  BY  X-RAY  AND 
BENZOL  WITH  CASE 
REPORT.* 

By  Edmund  Myers,  M.  D. 

PORTLAND,  ORE. 

My  object  in  presenting  this  paper  is  that  the 
surgeon  will  be  less  ready  to  do  a splenectomy 
until  two  therapeutic  agents,  the  x-ray  and  benzol, 
have  been  given  a fair  trial. 

Selling’s  research  showed  that  benzol  at  first 
increases  the  production  of  leucocytes  and  then 
has  a destructive  action  upon  them,  while  the 
erythrocytes  are  not  modified,  the  spleen,  bone 
marrow  and  lymph  nodes  showing  aplasia.  Sten- 
gel says  that,  altho  unable  to  prove  that  the  dis- 
ease can  be  cured  by  radiation,  it  will  do  more  to 
prolong  life  during  a period  of  comparative  com- 
fort than  any  other  therapeutic  agent.  Since 
Schultz,  in  1901,  first  reported  treatment  of  leu- 
kemia by  x-ray,  there  have  been  so  many  reports 
that  I will  not  burden  you  with  the  bibliography. 

The  technic  of  the  radiography  briefly  is  daily 
exposures  over  the  ends  of  the  long  bones  and 
over  the  spleen,  with  a dosage  so  regulated  as  to 
produce  the  necessary  effect  without  producing  a 
toxemia. 

Koranyi’s  method  of  administration  is  to  give  a 
capsule  containing  seven  and  one-half  drops  each 
of  benzol  iand  olive  oil,  beginning  w'ith  four 
capsules  the  first  day  and  rapidly  increasing  to  ten. 
The  most  unpleasant  symptom  from  this  medica- 
tion is  some  form  of  gastric  disturbance.  The 
physiologic  dangers  of  the  drug  are  nephritis,  ne- 
crosis of  the  liver,  too  great  reduction  of  leu- 
cocytes and,  of  course,  death.  Neumann  has  been 
unable  to  find  any  drug  which  will  annul  the 
toxic  action  of  benzol.  A general  rule  has  been 
laid  down  that  the  drug  should  be  stopped  when 
the  white  count  has  been  lowered  to  20,000. 

Martelli  has  injected  normal  animals  with  blood 
from  patients  suffering  from  leukemia  and  ob- 
tained negative  results  in  those  animals.  In  ap- 
position to  this,  Kiralyfi  had  a white  count  of 
2,150  in  a leukemic  case  which  had  been  taking 
benzol  and,  upon  the  injection  of  blood  from  a 
case  of  polycythemia,  the  count  went  to  11,000. 
Billings  and  others  have  cautioned  against  the 
use  of  the  drug  when  the  patient  is  ambulatory. 

*Read  before  the  Portland  City  and  County  Medical  Society 
Portland,  Ore.,  Oct.  20,  1915. 
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Chart  showing  action  on  blood  count  of  splenoniedullary  leukemia  by  x-ray,  benzol  and  Fowler’s  solution. 


Benzol  is  contraindicated  in  acute  leukemias  and 
in  chronic  cases  with  an  acute  exacerbation. 

With  this  most  brief  resume  let  me  present  the 
following  case: 

IVIrs.  J.  P.  W.,  age  43,  was  referred  from  Ka- 
lama.  Wash.,  by  Dr.  Welch,  May  10,  1914.  The 
diagnosis  was  splenomedullary  leukemia.  Dr.  A. 
C.  Smith  had  been  called  in  consultation  and  de- 
sired to  do  a splenectomy  but  the  country  doctor 
was  not  behind  the  times  and  insisted  that  x-ray 
be  first  tried. 

The  patient  was  a very  frail  little  woman  and 
being  too  weak  to  walk  was  carried  into  my 
office.  Dr.  Yenney  informed  me  that  the  white 
count  was  between  250,000  and  300,000.  I gave 
daily  exposure  to  the  x-ray,  alternating  over  the 
knees,  shoulders,  elbows  and  spleen.  In  this  way 
no  one  part  was  exposed  over  once  a week.  At 
the  end  of  five  weeks  the  blood  was  examined 
by  Dr.  R.  F.  James,  who  gave  the  following  re- 
port: red  blood  corpuscles  1,570,000;  hemoglobin 
70  per  cent. ; color  index  .428 ; white  cells  360, 
000;  polvnuclears  20  per  cent.,  myelocytes  77  per 
■cent.,  large  lymphocytes  2 per  cent.,  eosinophiles 
1 per  cent. 

As  there  was  no  reduction  from  this  figure  the 


following  week  I concluded  that,  after  a six  week; 
trial  of  radiation,  this  agent  alone  could  not  cope 
with  the  disease  and  so  decided  to  augment  the 
x-ray  with  benzol.  The  patient  was  very  poor 
and  could  not  afford  to  purchase  capsules  such  as 
Koranyi  proposed.  I told  her  to  get  the  benzol 
in  bulk  and  carefully  count  the  number  of  drops 
as  she  mixed  it  with  the  olive  oil.  This  method  of 
administration  was  pursued  throughout  the  entire 
course  of  treatment,  the  only  complaints  being 
that,  when  later  on  she  was  taking  many  drops, 
she  experienced  a burning  sensation  in  her  throat 
and  gastric  disturbances.  I started  her  on  10  drop 
of  benzol  after  each  meal.  In  two  weeks  the  white 
cells  had  dropped  almost  100,000.  Two  weeks 
later  the  count  had  gone  up  30,000  but  the  patient 
had  not  had  roentgen  exposures  the  last  week 
because,  as  she  was  now  able  to  walk,  I had  allowed 
her  to  return  to  her  home  in  the  country.  On  her 
return  I resumed  the  exposures  and  increased  the 
benzol  to  15  dops.  In  ten  days  the  count  was 
down  to  123,000,  a drop  of  almost  60  per  cent. 
Patient  was  again  allowed  to  go  home  and  on  her 
return  the  count  had  increased  to  202,000. 

The  deduction  to  be  drawn  here  is  that  benzol 
alone  does  not  control  the  white  count,  as  this 
was  the  second  time  a rise  had  occurred  when 
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taking  benzol  but  receiving  no  x-ray.  In  three 
weeks  the  count  was  117,500  and  the  patient  again 
went  home.  On  her  return  in  two  weeks  the 
count  was  93,000  whites  and  5,350,000  reds. 
Radiation  being  resumed,  in  10  days  the  whites 
were  48,000.  Four  days  later  the  patient  went 
home  but  the  dose  of  benzol  was  cut  to  8 drops 
as  I was  afraid  of  too  great  a drop  in  the  count 
without  having  the  patient  under  observation.  On 
her  return  in  two  weeks,  the  count  being  81,000, 
I ordered  the  dose  of  benzol  raised  to  20  drops. 
Note  again  that  benzol  without  x-ray  failed  to 
keep  down  the  leucocytes.  The  resumption  of  the 
exposures  in  10  days  brought  the  count  down  to 
32,000  so  I cut  the  dose  of  benzol  in  half.  In 
two  more  w^eeks  the  white  count  was  26,100. 

The  patient  went  home  and  in  three  weeks  re- 
turned with  a count  of  44,200.  Again  the  benzol 
alone  had  failed.  The  number  of  drops  w’as  again 
raised  to  20  and,  as  at  the  end  of  a week  thert 
was  a reduction  of  only  8,000,  I increased  to  25 
drops  and  at  the  end  of  another  week,  as  there 
was  an  increase  of  1,000  whites,  I raised  the 
drops  to  30.  In  one  week  there  was  a drop  in 
the  whites  of  nearl}'^  one-third  and  the  red  count 
was  6,200,000.  The  benzol  was  reduced  to  20 
drops  and  in  one  week  the  whites  were  increased 
to  29,000  so  the  dose  was  again  put  at  30  drops. 
The  following  week  the  count  had  dropped  slight- 
ly to  27,500.  In  ten  days  more  it  was  24,000  and 
the  patient  went  home.  On  return  in  two  weeks 
the  count  was  32,000  and  the  following  week  it 
was  19,000.  The  benzol  was  reduced  to  20  drops 
and  in  one  week  more  the  count  stood  at  14,000. 
This,  as  will  be  noted,  is  the  lowest  record.  The 
following  week  the  count  was  18,000.  The  pa- 
tient departed  for  her  home  with  instructions  to 
take  no  benzol.  She  returned  in  one  week  for  a 
blood  count,  which  being  15,500  I again  allowed 
her  to  go  hom.e  with  the  same  instructions.  The 
next  week  the  count  being  18,000  I decided  to 
try  x-ray  without  using  any  benzol  and  this  re- 
sulted in  one  week  of  a jump  to  29,000.  Ten 
drops  of  benzol  and  no  x-ray  brought  down  the 
count  to  22,000.  The  patient  went  home  and 
in  three  weeks  the  count  was  31,000.  Two  weeks 
of  x-ray  and  10  drops  of  benzol  resulted  in  a 
count  of  33,000.  The  dose  was  raised  to  20  drops 
once  more  and  in  a week  the  count  had  gone  up 
to  48,000  or  an  increase  of  nearly  50  per  cent. 

In  exasperation  I doubled  the  dose  and,  as  I 
only  succeeded  in  lowering  to  45,000  in  a week, 
ordered  her  to  stop  the  benzol,  especially  as  she 
complained  of  gastric  disturbances  and  a severe 
burning  in  her  throat,  and  started  her  on  Fowler’s 
solution,  two  drops  three  times  daily  with  an  in- 
crease of  one  drop  per  day.  When  she  had  reached 
13  drops  in  one  day  the  count  was  37,000  but,  as 
marked  physiologic  action  of  the  drug  was  appar- 
ent, it  was  stopped  for  five  days  and  then  resumed 
at  two  drops  three  times  daily  without  orders  to 


increase  the  dosage.  In  one  week  the  count 
dropped  to  24,000 ; in  ten  days  more  it  went  to 
18,000;  in  another  week  the  count  was  17,000 
and  the  arsenic  was  stopped. 

When  first  seen  the  patient’s  spleen  occupied 
practically  the  entire  abdomen.  For  over  six 
months  now  it  had  been  of  normal  size.  The  pa- 
tient had  often  complained  of  vague  abdominal 
symptoms  but  on  physical  examination  I could 
find  nothing  to  account  for  them.  Naturally, 
after  many  months  of  mechanical  pressure  caused 
by  the  enlarged  spleen,  there  was  a marked  ptosis. 
As  the  case  was  apparently  so  nearly  cured  of  the 
leukemia,  I referred  her  to  Dr.  Leo  Ricen  for 
treatment  of  ptosis.  In  three  weeks.  Dr.  Ricen 
reported  that  the  blood  count  was  32,000  and  two 
daj's  later  what  looked  like  the  ghost  of  the  wom- 
an I had  seen  so  recently  was  carried  again  into 
my  office.  Her  temperature  fas  102°  and  the 
pulse  112.  I told  her  to  go  home,  stay  there  and 
have  Dr.  Ricen  see  her.  However,  the  next  day 
she  was  again  in  my  office  to  beg  for  an  x-ray 
treatment  as  she  said  that  she  felt  better.  Her 
temperature  was  100.8°  and  pulse  120.  Believing 
that  possibly  the  woman  was  having  a relapse  I 
gave  her  her  last  x-ray  treatment.  That  after- 
noon, having  shown  a positive  skin  eruption  of 
small-pox,  she  was  sent  to  the  pest  house  where 
she  died  in  less  than  two  weeks. 

SUMMARY. 

( 1 ) Benzol  is  contraindicated  in  acute  cases. 

(2)  Patients  who  have  had  x-ray  preceding  the 
benzol  seem  to  respond  more  readily  to  the 
drug  than  those  who  have  not  been  previousl) 
subjected  to  the  rays. 

(3)  Frequent  blood  counts  must  be  taken. 

(4)  Fifteen  drops  of  benzol  three  times  daily 
will  accomplish  all  that  a higher  dose  w'ould 
and  is  well  borne. 

(5)  As  is  seen  on  the  chart,  I wish  to  impress 
on  you  that  benzol  and  x-ray  combined  are 
more  advantageous  than  either  of  those 
agents  used  alone. 

835-7  IMorgan  Bldg. 


Chloroform  in  Labor.  Isadore  Hill,  New  York 
(Journal  A.  M.  A.,  Aug.  19,  1916),  pleads  for  the  use 
of  chloroform  in  the  first  stages  of  labor  and  argues 
against  the  need  of  paying  so  much  attention  as  has 
been  given  lately  to  its  late  toxic  effects.  Hill  has 
experimented  with  the  use  of  chloroform  on  animals, 
imitating  as  closely  as  possible  its  administration 
in  obstetrics.  A woman  in  labor  has  suffered  pains 
and  fears  their  return  and  believes  that  chloroform 
is  going  to  relieve  her.  All  the  forces  of  suggestion 
are  at  work,  and  the  wonderful  relief  obtained  from 
small  doses  is  due  in  small  part  to  its  analgesic 
effect  and  in  much  larger  part  to  a sort  of  hypno- 
tism. 
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VARIETIES  OF  ACIDOSISA 
By  John  Besson,  M.  D. 

PORTLAND,  ore. 

Imagine  being  called  to  see  a little  girl  of  seven 
years  who  is  getting  ready  for  another  attack  of 
“biliousness,”  of  which  she  has  been  the  subject 
almost  every  three  or  four  months  for  five  years 
and  even  at  closer  intervals  of  late.  Her  mother 
notices  her  appetite  becoming  finical  and  the  child 
says  she  is  hungry  but  doesn’t  want  to  eat  for, 
from  experience,  sihe  recognizes  the  impending 
nausea.  A few  hours  later  she  vomits  food  and 
the  next  day  is  prostrated,  flushed,  breathing  a 
little  more  rapidly,  with  a rapid  pulse  and  tem- 
perature of  100°.  She  drinks  cold  water  fre- 
quently, retains  it  for  five  or  ten  minutes  and 
vomits  twenty  times  that  day  while  between 
emeses  she  salivates  more  or  less  continuously  into 
a basin.  She  shows  no  improvement  from  day 
to  day;  her  breath  becomes  as  offensively  salivary 
as  of  one  mercurialized  and  the  vomiting  continues, 
while  her  thirst  remains  unappeased;  her  skin 
becomes  dry  and  parchment  like,  the  abdomen 
scaphoid  and  she  wastes  away  even  faster  than  one 
can  imagine  in  from  six  to  ten  days.  Despite  youi 
treatment,  as  with  that  of  your  predecessors  who 
had  decided  to  let  her  outgrow  the  spells,  she  has 
not  seemed  to  suffer  great  anguish  and,  as  sud- 
denly as  at  the  onset,  begins  to  improve  and  picks 
up  rapidly  to  her  usual  state  of  healthful  appear- 
ance. 

Inquiry  into  her  habits  elicits  a history  of  crav- 
ing for  meats  and  of  bowels  inclined  to  be  “lady- 
like.” In  forty  days  she  launches  into  another 
attack  and  you  titrate  her  urine  this  time  for  its 
quantitative  acidity  and  find  that  20  cc.  of  deci- 
normal  sodium  hydrate  are  necessary  to  neutral- 
ize 10  cc.  of  her  urine.  Since  in  most  normal 
urine  10  cc.  will  be  neutralized  by  7 cc.  of  the 
reagent,  the  girl’s  urine  is  three  times  as  acid  as 
it  should  be.  You  are  not  surprised,  therefore, 
to  find  it  heavily  loaded  with  acetone.  Sodium 
bicarbonate  and  sugar  solution  by  rectum  and  by 
mouth  lead  her  back  to  health  in  three  days  and, 
whereas  her  urine  one  month  later  w'as  positive 
for  acetone,  since  eliminating  most  of  her  meat 
portion  and  insisting  on  attention  to  the  carbo- 
hydrate part  of  her  dietary,  she  shows  no  trace 
now  and  has  been  free  from  trouble  for  six 
months. 

’Read  before  the  Eishth  Annual  Meeting  of  Washington 
State  Homeopathic  Medical  Society,  Tacoma,  Wash.,  June 
15-16,  1316. 


Howdand  and  Marriott,  of  Johns  Hopkins,  at 
the  New  York  Academy  of  Medicine,  stated  that 
although  acetonuria  is  generally  assumed  to  be 
very  abnormal,  in  many  instances  it  means  no  more 
than  fever  and  occurs  in  most  of  the  infectious 
diseases  of  childhood  as  regularly  as  the  fever. 
However,  when  we  consider  that  acid  may  be 
concentrated  in  the  blood  merely  by  reason  of 
exertion,  emotion,  infection  or  autointoxication  and 
the  counteraction  of  this  acid  poisoning  depends 
upon  the  sodium  bicarbonate  content  of  the  blood 
which,  with  the  acid,  sets  free  carbon  dioxide  to 
be  removed  by  the  lungs  and  a sodium  salt  for 
elimination  by  the  kidneys,  a hitch  in  the  proce- 
dure may  be  at  any  step  from  the  ingestion  of 
food,  on  thru  its  digestion  and  assimilation,  the 
liver  and  pancreas  internal  functions,  to  say 
nothing  of  the  work  of  such  glands  as  the  thy- 
roid and  the  adrenals,  dowm  to  some  inefficiency  of 
the  kidney  eliminating  or  excretory  function. 

These  possibilities  make  for  the  discussion,  for 
instance  in  recurrent  cyclic  vomiting  of 
childhood,  that  the  acidosis  is  brought  about 
by  the  starvation  immediately  attendant  oi 
upon  carbohydrate  restriction,  and  is  not  causative. 
In  the  pro  and  con  of  this  discussion  of  cause 
and  effect,  we  feel  sure  that  the  individual  must 
be  considered.  Undoubtedly  a proteid  diet  long 
continued  will  produce  metabolic  disturbance,  for 
the  end  products  of  nitrogenous  metabolism, 
evolved  in  the  use  of  sufficient  proteid  to  supply 
the  carbohydrate  call  of  our  life  on  such  a one- 
sided diet,  will  choke  our  flues  with  the  overload 
of  unoxidizable  soot;  but  between  the  extremes — 
limitation  of  carbohydrate  intake  and  emunctory 
patholog}' — we  must  take  cognizance  of  the  indi- 
vidual wdth  diminished  power  of  carbohydrate  util- 
ization or  other  perverted  internal  function. 

Faulty  elimination  of  acids  may  be  as  much  to 
blame  as  overproduction  and,  in  accord  with  Van 
Sl3'ke’s  observation,  I have  seen  a patient,  Mrs.  M., 
55  3"ears,  who  has  periodic  attacks  of  so-called 
“biliousness,  cholecystitis,  intestinal  indigestion” 
and  several  other  things,  all  very  much  alike,  how’- 
ever,  in  their  manner  of  onset  and  clinical  course. 
An  attack  in  November  last  tvpifies  her  case; 
coated  tongue,  anorexia,  headache,  exhaustion,  etc., 
supervening  upon  a campaign  of  public  speaking 
with  relief  in  a few"  da3"s  and  thereafter  three 
weeks  of  quasi-indisposition,  eating  one  da3"  and 
vomiting  another,  the  urine  giving  no  evidence  of 
the  direction  in  w’hich  the  patient  was  going  until 
a sudden  outbreak  of  vomiting  for  thirt3"-six  hours 
with  dizziness  and  s3"stolic  blood-pressure  of  185 
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disclosed  urinary  acidity  of  one-half  over  normal 
and  marked  acetonuria,  the  patient  immediately 
responding  to  alkalinization  while  the  acetone  ex- 
cretion continued  as  prominently  for  four  days. 
Possibly  letting  down  the  gates  and  freeing  the 
blood  of  its  acid  had  as  much  to  do  with  her  im- 
provement as  the  treatment. 

Of  interest  in  connection  with  this  case  is  the 
fact  that  this,  her  most  severe  attack,  was  pre- 
ceded b)'  her  longest  period  of  immunity,  lasting 
over  seven  months,  during  which  time  she  had 
daily  imbibed  a quart  of  Bulgarian  bacillus  milk, 
to  which  she  had  attributed  her  long  release  from 
her  alimentary  tract.  She  is  no\\  advised  to  drink 
the  sour  milk  two  weeks  on  and  two  weeks  off. 

Edgar’s  obstetrics  has  said  that  acetonuria  in 
pregnancy  is  a physiologic  manifestation  without 
any  pathologic  significance  or  cause  and  that  ace- 
tone is  found  very  frequently  in  practically  all 
pregnant  women.  Such  a statement  must  not 
disarm  I'ou  and  you  may  weigh  the  following. 

A frail  young  married  woman  vomiting  sudden- 
ly, menses  three  weeks  overdue,  bed-ridden  one 
week  and  pregnant  with  retroversion.  Hospital 
four  days  with  carbohydrate  diet  and  an  attempt 
at  alkalinization,  except  no  intravenous  measures, 
but  partially  checked  the  hyperemesis  and  failed 
to  relieve  salivation  marked  in  this  case,  or  aceto- 
nuria which  was  associated  with  marked  presence 
of  diacetic  acid.  The  progressing  weakness  de- 
manded an  abortion,  with  prompt  recovery.  Sev- 
en months  later  she  was  again  impregnated  and 
until  three  months  was  without  symptoms  or  uri- 
nary findings.  Two  weeks  later,  however,  she 
experienced  a return  of  the  toxic  condition  wuth 
all  its  severitv  of  vomiting,  salivation  and  aceto- 
nuria, despite  care  in  her  diet,  restricting  meat 
and  eggs  to  the  minimum  and  encouraging  her 
elimination.  The  attack  was  quickly  controlled 
with  sodium  bicarbonate,  but  the  salivation  is 
only  gradually  subsiding  through  another  six 
weeks  with  continued  administration  of  from  30 
to  60  grains  daily  and  the  exhibition  of  mercurius 
3x  for  the  past  three  w’eeks. 

The  presence  here  of  diacetic  acid  was  indicative 
of  the  severity  of  the  toxemia  and  is  often  found 
if  acetone  is  present  in  large  amounts.  Diacetic 
acid  is  the  precursor  of  acetone  and  being  very 
volatile  must  be  tested  for  in  fresh  specimens  of 
urine. 

I wish  to  emphasize  the  importance  of  diacetic 
acid  in  the  urine  as  evidence  of  severity  of  the 
acidosis.  B.  oxybutyric  acid,  the  mother  substance 
of  the  other  acetone  bodies,  and  diacetic  acid 
ordinarily  are  excreted  as  ammonium  compounds. 


and  careful  watch  of  the  nitrogen  elimination  with 
observation  of  the  ammonia  coefficient  of  the  urine 
should  be  valuable.  We  w'ere  told  in  college  that 
the  only  positive  way  of  anticipating  true  eclamp- 
sia was  by  w'atching  the  ammonia  output  and  see- 
ing its  percentage  of  the  total  nitrogen  increase. 
At  the  same  time  we  were  told  that  the  test  w’as 
impractical,  needing  computation  of  the  nitro- 
genous intake,  etc.,  and  exhaustive  laboratory  tech- 
nic. In  diabetes  mellitus  it  has  long  been  observed 
that  the  degree  of  acidosis  could  be  followed  by 
watching  the  ammonia  output  and  that  the  latter 
could  be  diminished  by  large  doses  of  a fixed  al- 
kali. 

Now^  here  are  two  cases  of  pregnancy  that  beau- 
tifully illustrate  the  value  of  some  method  of  de- 
termination of  the  degree  of  acidosis. 

Airs.  L.,  duipara,  w'e  first  saw  about  six  weeks 
before  she  expected  her  bab\'.  In  two  more  weeks 
we  succeeded  in  obtaining  sample  of  urine  which 
contained  acetone.  We  elicited  the  fact  that  she 
vomited  almost  daily.  She  had  gained  40  pounds 
during  her  pregnancy  and  she  further  told'  us 
that  she  had  a peculiar  craving  which  she  even 
found  it  necessary  to  satisfy  in  the  middle  of  the 
night.  She  craved  pulverized  sugar  which  she 
ate  by  the  tablespoon f id,  taking  as  much  as  3 or  4 
ounces  daily.  Nothing  else  would  suffice.  She 
had  thought  the  powdery  element  fascinated  her 
and  tried  corn  starch,  but  it  did  not  hit  the  spot  and 
neither  would  any  other  form  of  sugar.  In  an- 
other week  she  developed  headache  and  one  or 
tw'o  degrees  of  temperature.  Her  urine  now  had 
acetone  very  marked  and  diacetic  acid.  She  w'as 
placed  in  the  hospital  on  milk  and  water  diet, 
sugar  solution  proctoclysis,  and  sodium  bicarbo- 
nate by  mouth  wfith  little  improvement  after  four 
days.  It  W'as  figured  that  she  was  one  month 
from  term  and  the  question  of  inducing  labor 
presented  itself.  In  the  next  tw’o  days  she  com- 
plained of  spots  and  lights  before  the  ej^es  and 
constant  headache,  and  had  severe  twitchings  when 
asleep.  During  the  last  da3's  her  urine  showed 
more  than  a trace  of  albumin  and  urobilin.  Her 
sj'stolic  blood-pressure  was  never  above  135,  her 
urine  quantity  came  down  to  20  oz.  To  induce 
labor  meant  an  anesthetic  and  twenty-four  hours 
with  possibly  another  anesthetic  to  terminate  the 
labor,  procedures  and  anguish  all  reckoned  upon 
to  greatly  aggravate  any  degree  of  acidosis.  Ce- 
sarian section  w’as  elected  as  the  far  superior 
method,  the  result  in  every  w'ay  justifying  the 
measure. 

The  more  so  was  this  proved  three  days  after 
the  operation  by  the  identical  case  of  Airs.  R.,  a 
tri-para,  whose  doctor  observed  her  first  at  several 
weeks  before  term.  She  had  albuminuria  in  slight 
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degree  and  other  toxic  symptoms.  The  next  day 
she  was  in  the  hospital  and  displayed  marked 
acetonuria  and  diacetic  acid.  Her  blood  pressure 
was  135.  Eliminating  measures  were  tried  and 
the  endeavor  made  to  give  the  baby  more  time  in 
utero.  The  next  day  she  had  a convulsion,  w’^ 
Cesarian  sectioned,  had  three  convulsions  the  day 
following  and  died. 

The  craving  for  sugar  of  the  case  of  L came 
about  the  time  of  her  seventh  month  vomiting  and 
might  be  interpreted  as  nature’s  effort  at  overcom- 
ing her  acidosis. 

I'he  lesson  we  have  in  these  two  cases  is  that 
ordinary  urine  anahses  do  not  detect  them  until 
too  late.  Blood-pressure  findings  are  often  no 
better,  for  the  very  two  cases  that  died  in  Brown’s 
series  of  t\\enty-one  cases  of  eclampsia  {Amer. 
Jour.  Obstet.,  Feb.,  1916)  had  blood-pressure  of 
130  to  160,  whereas  nineteen  of  those  recovering 
were  above  170  and  five  of  these  above  200.  The 
mere  presence  of  acetone  or  diacetic  acid  in  preg- 
nancy, therefore,  may  be  as  valuable  to  us  as  the 
determination  of  the  ammonia  nitrogen  coefficient. 
I am  certain  that  they  run  hand  in  hand  and, 
whereas  albuminuria  may  be  present  early  as  an 
evidence  of  kidney'  insufficiency,  in  true  eclampsia 
and  the  grave  toxemias  the  acetone  test  will  call 
you  to  action  long  before  albuminuria  or  urea 
determination.  We  should  give  more  attention  to 
mere  acetonuria  of  pregnancy,  despite  Edgar.  Wc 
find  these  simple  tests  coupled  wfith  cognizance  of, 
or  at  least  suspicion  of,  signs  and  symptoms  of  acid- 
osis sufficient  for  all  practical  purposes,  altho  I 
see  that,  in  a case  like  Mrs.  M.’s  complicated 
with  a pregnancy,  awaiting  acetone  or  diacetic 
acid  urinary  finding  might  give  us  too  short  notice. 

How'ever,  the  whole  problem  would  be  solved 
in  all  cases  if  w'e  knew'  just  what  was  the  degree 
of  concentration  of  acetone  bodies  in  the  blood 
of  a suspected  case.  This  would  place  us  inde- 
pendent of  carbohy'drate  intakes,  faults  of  meta- 
holism  or  utilization  and  faulty  kidneys.  There, 
also,  is  the  reason  I notified  you  that  I would 
merely  present  some  cases  of  acidosis,  for  there 
can  be  no  paper  on  the  subject  without  a knowl- 
edge and  use  of  Sellard’s  blood  test  for  determin- 
ing the  amount  of  plasma  bicarbonate  present  or 
by  acidifying  a known  volume  of  plasma  and 
measuring  the  amount  of  C O,  set  free,  according 
to  Van  Slyke.  A rough  test  depends  on  the  fact 
that  with  acidosis  an  increased  amount  of  bicar- 


bonate is  necessary  to  bring  about  an  altered  re- 
action of  the  urine.  'Ehis  is  usually  spoken  of  as 
the  tolerance  for  alkalies  and  the  degree  of  acido- 
sis can  be  indirectly  determined  by  the  amonut 
of  sodium  bicarbonate  necessary  to  alkalinize  the 
urine,  altho  this  is  dependent  on  the  normal  func- 
tion of  the  kidney  just  as  the  determination  of  al- 
veolar C O,  rests  on  the  normal  function  of  the 
respiratory  mechanism. 

I cannot  stop  this  talk  without  mentioning  our 
observation  of  the  many  cases  of  post-anesthetic 
acetonuria,  and  w'e  agree  with  Buchanan  that  in 
all  cases,  where  the  vomiting  persisted  after  the 
first  day,  acetonuria  was  present.  Ether  is  bad 
enough.  One  of  our  w'orst  cases  has  been  a gas- 
ether  sequence  administered  by  an  expert,  altho 
there  is  no  question  that  nitrous  oxide  anesthesia 
is  the  less  toxic.  Chloroform,  of  course,  is  worse 
and  you  will  not  treat  eclamptic  convulsions  by 
chloroform  again. 

All  of  this  adds  another  value  to  sugar  procto- 
clysis in  preference  to  saline  and  it  has  been  Dr. 
Hale’s  and  my  observation  in  case  1 that  for  early 
relief  in  the  worst  stage  sugar  solution  by'  rectum 
superseded  all  other  measures,  when  nothing 
could  be  retained  by'  mouth.  Blodgett’s  conclu- 
sion (A^  y.  Med.  Jour.,  Aug.  28,  1915)  that  push- 
ing carbohydrate  diet  on  these  cases  is  unfounded, 
may  be  correct  but  is  apt  to  be  misleading.  There 
is  no  question  in  my  mind  that  an  autotoxemic  indi- 
vidual, crowded  to  the  edge  of  her  metabolic  plank 
by  the  added  toxic  load  of  a fetus,  can  be  pushed 
overboard  by  the  end-products  of  protein  meta- 
bolism, thru  the  agency  of  continued  full  diet. 
Certain  it  is  that  many  cases  of  toxemia  of  preg- 
nancy' and  impending  eclampsia  have  been  suc- 
cessfully terminated  by  protein  restriction  and 
forced  elimination. 

There  are  many  phases  of  this  subject  and  it  is 
applicable  in  every  department  of  medicine  and 
surgery ; the  laboratories  are  fast  arriving  at 
measures  for  determining  earlier  and  more  accu- 
rately the  degree  of  acidosis ; there  are  occasional 
thoro  articles  on  the  subject  and  the  journals  are 
giving  much  editorial  space  to  it,  but  Blodgett, 
of  Boston,  needs  the  laurel  for  his  recognition  of 
acetonuria  and  its  sodium  bicarbonate  treatment 
in  pernicious  vomiting  of  pregnancy  and  so-called 
cyclic  vomiting  of  children  as  far  back  as  1907. 
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STATE  ASSOCIATION  MEETINGS. 

Oregon  State  Medical  Association. 

Portland,  September  14-16. 

Utah  State  Medical  Association  at  Salt 
Lake  City,  September  12-13. 

Idaho  State  Medical  Association  at 
Twin  Falls,  October  5-6. 

THIS  MONTH’S  MEETING  AT 
PORTLAND. 

The  annual  meeting  of  the  Oregon  State  Med- 
ical Association  will  be  held  at  Portland  on  the 
14-16  of  this  month.  The  program,  which  ap- 
pears below,  will  include  a list  of  live  papers 
which  will  prove  of  interest  to  all  who  are  for- 
tunate enough  to  be  present.  On  the  evening  of 
the  14th  the  amusement  park  at  the  Oaks  will  be 
open  to  all  physicians,  where  a concert  and  other 
forms  of  entertainment  will  be  prepared.  The 
annual  banquet  will  be  held  on  the  evening  of  the 
15th.  The  entire  day  of  the  16th  will  be  devoted 
to  a trip  on  the  Columbia  River  Highvv^ay,  wTere 
a luncheon  will  be  served.  The  scientific  program 
will  be  given  in  the  German  House,  13th  and 
Main  streets. 

Attention  is  again  called  to  the  necessity  of  each 
visitor  keeping  in  mind  the  conditions  for  obtain- 
ing one  and  one-third  railroad  rates.  On  pur- 
chasing your  ticket  to  Portland,  pay  full  fare  and 
get  a receipt.  If  fifty  such  are  presented  to  the 
secretary  of  the  meeting  the  return  fare  will  be 
one-third.  To  insure  this  reduced  rate  it  will  be 
necessary  for  each  visitor  to  observe  these  condi- 
tions. A cordial  invitation  to  this  meeting  is  ex- 
tended to  phvsicians  of  adjacent  states. 

PROGRAM, 

September  4. 

The  State’s  Wards.  By  Dr.  Mae  H.  Caldwell, 
Portland. 


Should  Physicians  Attend  Medical  Society 
Meetings.  By  Dr.  J.  L.  Gilleland,  Pilot  Rock. 

Paralytic  Deformities  of  the  Feet.  By  Dr. 
Charles  R.  McClure,  Portland. 

Local  Anesthesia.  By  Dr.  W.  B.  Holden,  Port- 
land. 

A Surgical  Consideration  of  Gall-Bladder  Dis- 
ease. By  Dr.  J.  A.  Pettit,  Portland. 

The  Relation  of  Pleurisy  to  Tuberculosis,  the 
Result  of  a Study  of  Three  Thousand  Cases. 
By  Dr.  E.  A.  Pierce,  Portland. 

September  15. 

The  Inclusion  Tumors.  By  Dr.  J.  Earl  Else, 
Portland. 

Vesical  Fistulae.  Br.  Dr.  George  S.  White- 
side,  Portland. 

The  Removal  of  Foreign  Bodies  from  the 
Lungs.  Br  Dr.  E.  DeWitt  Connell,  Portland. 

President’s  Address.  Dr.  W.  Kuykendall,  Eu- 
gene. 

A Conception  of  Urethral  Stricture  that  Ad- 
mits of  Scientific  Treatment.  By  Dr.  G.  S.  Pe- 
terkin,  Seattle,  Wash. 

Care  of  Heart  in  Arteriosclerosis.  By  Dr.  T. 
Homer  Coffen,  Portland. 

Nitrous  Oxide  and  Oxygen  in  Major  Surgery. 
By  Dr  A.  J.  Browning,  Portland. 


THE  UTAH  ANNUAL  MEETING. 

The  Utah  State  Medical  Association  wdll  meet 
in  Salt  Lake  City  September  12  and  13.  Three 
sessions  will  be  held,  leaving  the  first  morning  for 
the  meeting  of  the  Council  and  the  registration  of 
delegates  and  members.  At  the  same  time  the 
visiting  physicians  will  be  given  an  opportunity 
to  visit  the  various  hospitals.  The  annual  banquet 
of  the  Association  will  be  held  Tuesday  evening 
at  the  Hotel  Utah  at  the  usual  time.  The  vis- 
itors from  outside  the  state  who  will  take  part  in 
the  meeting  are  Dr.  Dean  Lewis,  Chicago ; Dr. 
Harvey  G.  Beck,  Baltimore ; Dr.  Bertnart  Smith, 
Los  Angeles,  and  Dr.  Jno.  W.  Amesse,  Denver. 
Papers  by  local  men  w'ill  cover  the  various  fields 
of  medicine  and  surgery.  This  year  no  reporter 
will  be  used  and  each  man  appointed  to  open  the 
various  discussions  will  be  asked  to  w'rite  out  his 
discussion  for  publication.  Full  and  free  discus- 
sion will,  of  course,  be  encouraged.  A profitable 
as  well  as  pleasant  meeting  is  expected  and  all 
members  are  urged  to  attend.  A cordial  invitation 
to  the  surrounding  states  is  extended  and  any 
physician  who  may  find  it  convenient  to  be  present 
W’ill  be  welcomed. 

PROGRAM 

Tuesday,  September  12 
10:00  A.  M. 

Meeting  of  Council. 

Registration  of  Delegates  and  members. 
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12:00  Noon. 

Meeting  of  the  House  of  Delegates. 

All  hospitals  of  the  city  will  be  open  to  visiting 
doctors  during  the  morning. 

Afternoon  Session 
2:00  o’clock. 

The  Country  Doctor  of  Today — Homer  B.  Rich, 
Vernal. 

Discussion  opened  by  Geo.  W.  Clark,  Springville. 

Congenital  Pyloric  Stenosis — Dean  Lewis,  Chi- 
cago. 

Discussion  opened  by  Jno.  F.  Critchlow,  Salt 
Lake. 

The  Intranasal  Treatment  of  Chronic  Suppuration 
of  the  Frontal  Sinuses — A.  J'.  Ridges,  Salt  Lake. 

Discussion  opened  by  R.  R.  Hampton,  Salt  Lake. 

Evening  Session 
7:00  o’clock. 

Annual  Banquet  of  the  Utah  State  Medical  Asso- 
ciation, Hotel  Utah. 

President’s  Address — E.  W.  Whitney,  Salt  Lake. 

Wednesday,  September  13,  9:30 

Acute  Anterior  Poliomyelitis  with  Report  of 
Some  Unusual  Cases — Jos.  R.  Morrell,  Ogden. 

Discussion  opened  by  H.  G.  Merrill,  Provo. 

A Local  Epidemic  of  Cerebrospinal  Meningitis — 
A.  L.  Curtis,  Payson. 

Discussion  opened  by  R.  W.  Ashley,  Salt  Lake. 

Consideration  of  the  More  Obscure  Causes  of 
Infantile  Mortality — John  W.  Amesse,  Denver. 

Discussion  opened  by  C.  E.  Carter,  Salt  Lake. 

Afternoon  Session 
2:00  o’clock. 

Clinical  Findings  in  the  Cardiac  Arrhythmias — 
Bertnard  Smith,  Los  Angeles. 

Discussion  opened  by  W.  R.  Tyndale,  Salt  Lake. 

The  Symptomatology  and  Diagnosis  of  the  Com- 
moner Endocrinopathies — Harvey  G.  Beck,  Balti- 
more. 

Discussion  opened  by  F.  M.  McHugh,  Salt  Lake. 

Diagnosis  and  Treatment  of  Chronic  Gonorrhea — 
Francis  A.  Goeltz,  Salt  Lake. 

Discussion  opened  by  G.  J.  Field,  Salt  Lake. 

Report  of  the  House  of  Delegates. 

Installation  of  the  President. 


MEDICAL  NOTES 


OREGON. 


The  State  Board  Examination.  The  following  is 
the  list  of  successful  applicants  before  the  Oregon 
Examining  Board,  at  its  July  examination: 

The  class  consisted  of  38  applicants,  of  whom 
28  obtained  licenses. 


Bean,  H.  C.,  LaGrande. 
Belknapp,  H.  P.  Jr., 
Portland. 

Carter,  C.  W.,  Portland. 
Clark,  F.  E.,  Oswego. 
Eddon,  Elizabeth  M., 

The  Dalles. 

Forbes,  D.  A., 

Myrtle  Creek. 

Grossman,  A.  A., 

Portland. 

Haile,  H.  B'.,  Madras. 
Johnson,  W.  M.,  Portland. 
Klaptocz,  Adalbert,  Lents. 
Munley,  William, 

Portland 

McCall,  R.  G.,  Glendale. 
Nelson,  H.  C.,  Portland. 


Pomeroy,  R.  E.  A., 
Portland. 

Payne,  R.  A.,  Portland. 
Roberts,  R.  M.,  Salem. 
Roberg,  D.  N.,  Portland. 
Ralston,  F.  L.,  Portland. 
Scheller,  C.  F.,  Portland. 
Schmitt,  A.  O.,  Portland. 
Talbot,  John, 

San  Francisco,  Cal. 
Thompson,  W.  H., 
Troutdale. 

Ulvin,  Henry, 

Silverton. 

Williams,  Alfred, 
Portland. 

Waltz,  R.  M.,  Portland. 
Whitney,  E.  L.,  Portland. 
Wolff,  Leon,  Portland. 


The  Polk-Yamhill-Marion  Medical  Society  met  at 
Dallas,  July  25.  Dr.  C.  E.  Cashatt,  health  officer 
of  Marion  County,  read  a paper  on  anterior  polio- 
myelitis. Dr.  F.  H.  Thompson,  of  Salem,  described 
a recent  trip  to  eastern  medical  centers. 

Narrow  Escape  from  Injury.  Dr.  C.  J.  Smith, 
of  Portland,  and  family  had  a narrow  escape  from 
injury  last  month  when  the  brakes  of  the  automo- 
bile failed  on  a steep  grade.  His  machine  went 
over  a precipice  and  turned  turtle  but  none  of  the 
occupants  were  injured. 

Physician  Joins  Troops.  Dr.  G.  E.  Houck,  of 
Roseburg,  was  mustered  into  the  United  States 
service  in  July.  He  has  been  connected  with  mili- 
tary organizations  for  a number  of  years. 

Medical  Wedding.  Dr.  E.  T.  Zimmerman,  of 
Eugene,  was  married  in  July  to  Miss  Cora  L. 
Dunlap,  of  Portland,  formerly  head  nurse  at  Good 
Samaritan  Hospital. 


WASHINGTON. 

State  Medical  Examination.  The  summer  ex- 
amination of  the  State  Examining  Board  was  held 
at  Tacoma  J'uly  4 to  6.  There  were  thirty-six  ap- 
plicants for  license,  of  whom  twenty-nine  were 
physicians,  six  osteopaths  and  one  chiropractor. 
There  were  four  women  among  the  applicants, 
three  of  whom  were  osteopaths.  There  was  one 
Japanese  physician.  Twenty-eight  physicians  were 
successful  in  obtaining  license  and  four  osteo- 
paths. Certificates  were  renewed  for  two  prac- 
titioners. The  following  are  the  names  and  ad- 
dresses of  the  successful  physicians: 


Blair,  H.  C.,  Portland, 
Oregon. 

Butler,  F.  E.,  Spokane. 
Cary,  R.  J.,  Lakeview. 
Cartmell,  W.  H.,  Wapato. 
DeMartini,  S.  A.,  Seattle. 
Egan,  J.  H.,  Tacoma. 
Field,  E.  H.,  Troy,  Ida. 
Garhart,  M.  N.,  Seattle. 
Glenn,  C.  R.,  Kelso. 

Hall,  R.  C.,  Tacoma. 
Hamilton,  R.  G.,  Seattle. 
Hayashi,  Kumao,  Tacoma 
Jennings,  Grace  P,  Seattle 
Keho,  J.  A.,  Tacoma. 
Lewis,  C.  A.,  Seattle. 


Lupton,  I.  M.,  Portland, 
Oregon. 

Milburn,  F.  W.,  Wellpinit 
Miller,  N.  D.,  Seattle. 
Moore,  W.  A., 

Walla  Walla. 

Haramore,  H.  S.,  Seattle. 
Rahal,  C.  G.,  Tacoma. 
Ross,  R.  L.,  Seattle. 
Schroeder,  F.  H.,  Tacoma 
Shannon,  C.  D.,  Seattle. 
Staatz,  K.  S.,  Tacoma. 
Taylor,  C.  L.,  Tacoma. 
.Terrell,  L.  L.,  Rosalia. 
Wiley,  D.  B., 

Portland,  Ore. 


The  following  osteopaths  received  licenses: 
Barker,  Pearl  A.  M.,  Utterback,  C.  B., 

Tacoma.  Puyallup. 

Guthridge,  Nellie  E.,  Wood,  M.  D., 

Seattle.  Walla  Walla. 


The  Whitman  County  Medical  Society  met  at  Pa- 
louse,  July  18,  with  an  attendance  of  9 members. 
Visitors  were:  Drs.  West,  of  Winona;  Palamoun- 

tain  and  St.  Sure,  of  Colfax;  Kinzie  and  Pattee 
of  Pullman. 


The  Snohomish  County  Medical  Society  met  at 
Snohomish,  August  1,  with  an  attendance  of  25. 
Dr.  J.  T.  Mason,  of  Seattle,  read  a paper  on  Trans- 
fusion of  Blood.  Dr.  J.  B.  Manning,  of  Seattle,  had 
a paper  on  Common  Disorders  of  Infancy  and 
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Childhood.  Dr.  Capron,  of  Seattle,  gave  an  address 
on  the  Time  Health  Officers’  Law. 

A New  Health  Campaign.  Dr.  E.  A.  Rich,  Com- 
missioner of  Health  of  Tacoma,  has  begun  a new 
campaign  of  sanitary  laws  enforcement.  He  will 
examine  employees  of  the  restaurants,  groceries, 
meat  markets,  and  others  handling  public  foods, 
who  will  need  health  certificates  to  conduct  their 
business.  Also  a sanitary  house  cleaning  will  be 
conducted  thruout  the  city. 

Hospital  Burned.  A new  building,  recently 
erected  by  W.  D.  Carpenter,  of  Thorp,  was  burned 
in  July.  Besides  a drug  store  and  doctor’s  office 
ii  contained  a hospital. 

Addition  to  Hospital.  Drs.  Fryer  and  West,  of 
Riverside,  have  made  extensive  additions  to  Cen- 
tral Hospital,  which  make  it  a modern  institution. 

Returns  from  Service.  Dr.  J.  W.  Edwards,  of 
Port  Townsend,  has  returned  from  Fort  Douglas, 
Utah,  where  he  accompanied  the  Coast  Artillery 
from  Fort  Flagler  and  was  in  service  with  it  for 
some  time. 

New  County  Health  Officer.  Dr.  L.  W.  Chilton, 
of  Canyon  City,  has  been  appointed  county  health 
officer  in  place  of  Dr.  J.  W.  Ashford,  who  served 
in  this  capacity  for  a number  of  years. 

Surgeon  to  the  Canadian  Force.  Dr.  C.  P.  Jento, 
who  practiced  for  a number  of  years  in  Seattle  and 
Tacoma,  is  now  serving  with  the  Canadian  expe- 
ditionary forces  which  he  joined  last  May.  He  is 
now  somewhere  in  France,  having  recently  gone 
to  that  country. 

Dr.  John  South,  of  Hoquiam,  is  improving  after 
a long  period  of  critical  illness  from  disease  of 
the  heart. 

Dr.  C.  R.  Glenn  has  located  for  practice  at  Kelso, 
having  moved  there  from  Portland,  Ore. 

Dr.  W.  J.  Jones,  recently  from  Seattle,  has  lo- 
cated for  practice  at  Toppenish. 

Dr.  P.  P.  Cummins,  recently  from  Boston,  Mass., 
has  located  for  practice  at  Bremerton. 


OBITUARY. 

Dr.  Walter  Culin  died  at  Coquille,  Ore.,  August 
10,  from  apoplexy.  He  was  born  in  Philadelphia, 
Pa.,  in  1866.  In  1888  he  graduated  from  the  Phila- 
delphia College  of  Pharmacy  and  three  years  later 
from  the  University  of  Pennsylvania  Medical  Col- 
lege. He  first  practised  in  New  J'ersey,  but  in 
1891  went  to  Seattle,  where  he  practised  for  one 
year  and  a half.  After  another  year  and  a half 
in  California  he  settled  at  Coquille  in  1894.  He 
was  the  first  man  in  Coos  County  to  run  an  auto- 
mobile and  owned  the  first  gasoline  boat  on  the 
Coquille  River.  He  had  a very  wide  acquaintance 
and  was  greatly  respected  and  loved  by  all. 

Dr.  T.  C.  Frary  died  at  Hoquiam,  Wash.,  July  30. 
He  dropped  dead  while  walking  on  the  street. 
He  was  born  at  Milan,  Ohio,  in  1840.  He  gradu- 


ated from  the  Michigan  Medical  College  and  began 
practice  at  Bellville,  Ohio,  later  moving  to  Pleasant 
Lake,  Indiana.  He  came  to  Washington  territory 
in  1876  and  located  at  Dayton,  later  moving  to 
Pomeroy,  living  in  those  two  places  for  14  years. 
He  settled  in  Hoquiam  in  1890.  He  was  a member 
of  the  State  Constitutional  Convention  in  1888  and 
served  several  times  in  the  legislature.  He  served 
four  terms  as  Mayor  of  Hoquiam.  He  was  a man 
of  very  genial  disposition  and  possessed  a happy 
faculty  of  story  telling,  which  helped  to  make  him 
a genial  and  ma.gnetic  personality. 

Dr.  Martin  Giesy  died  at  Aurora,  Ore.,  August  22. 
He  was  born  in  Missouri  82  years  ago  and  crossed 
the  plains  in  1852.  In  1862  he  began  the  practice 
of  medicine.  He  retired  from  practice  about  ten 
years  ago. 

Dr.  J.  B.  Drake,  of  Norwich,  Wash.,  died  sud- 
denly in  his  automobile  August  5 when  his  machine 
ran  into  the  lobby  of  the  Colonial  Theatre.  He  was 
50  years  of  age  and  had  practised  in  Norwich  for 
15  years. 


BOOK  REVIEWS 

EMited  by  Kenelm  Winslow,  M.  D. 


Venesection.  A Brief  Summary  of  the  Practical 
Value  of  Venesection  in  Disease.  For  Students 
and  Practitioners  of  Medicine.  By  Walter  Forrest 
Dutton,  M.  D.  Cloth,  220  Pp.  $2.50.  F.  A.  Davis 
Co.,  Philadelphia  and  London. 

In  one  of  his  essays  Oliver  Wendell  Holmes  de- 
scribes the  cycles  occurring  in  medicine.  Vene- 
section is  an  example.  First  used  for  everything, 
then  for  nothing,  and  now  for  something  or,  more 
precisely,  some  things.  In  the  present  book  the 
author  considers  the  indications  for  venesection  in 
various  conditions  from  A to  Z.  There  is  an  inter- 
esting historical  introduction.  The  discussion  of 
separate  diseases  is  rather  rambling,  including  the 
author’s  ideas  about  etiology,  symptomatology  and 
pathology,  and  extensive  quotations  as  to  these 
matters  and  concerning  venesection  as  a thera- 
peutic agent.  Exacting  scientific  requirements  are 
not  followed  closely  in  the  report  of  cases,  ag  in 
the  instance  of  the  man  of  49  who  began  to  have 
similar  symptoms  to  those  experienced  by  brothers 
• who  had  died  in  middle  life  of  apoplexy.  By  bleed- 
ing the  remaining  brother  was  saved  and  is  now 
hale  at  the  age  of  75.  Post  hoc  ergo  propter  hoc. 
Many  lacunae  appear  in  the  reasoning  presented. 
Much  is  said  of  what  the  writer  calls  hypertonia 
vasorum  cerebri — a truly  euphonious  term  involv- 
in  suppositious  vascular  spasm  with  head  symp- 
toms. Thus  a neurotic  female  of  48  with  headache, 
insomnia,  near-acute  mania,  palpitation  and  systolic 
pressure  of  165  has  “hypertonia  vasorum  cerebri” 
from  intense  toxemia,  due  to  “accumulation  of 
toxins  that  normally  should  be  eliminated  by  the 
menstrual  flow.”  The  diagnosis  in  this  case  is 
certainly  susceptible  of  different  interpretation. 
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Venesection  is  of  unquestionable  and  life-saving 
value  in  high  blood-pressures,  in  overloaded  right 
heart  and  possibly  in  some  toxemias.  However, 
venesection  is  strongly  contraindicated  in  carbon 
monoxide  poisoning,  according  to  recent  experi- 
ments of  Yandell  Henderson,  although  recom- 
mended in  this  work  and  hitherto  by  many  authori- 
ties. Winslow. 


The  Clinics  of  John  B.  Murphy,  M.  D.,  at  Mercy 
Hospital,  Chicago.  Vol.  V.  No.  3 (June,  1916). 
176  Pp.  42  Illustrations.  Paper,  $8.00.  Cloth, 
$12.00  per  year.  W.  B.  Saunders  Co.,  Philadelphia 
and  London,  1916. 

In  this  number  to  begin  with  there  is  a series  of 
six  gall-bladder  cases  presented,,  discussed  and 
operated  on.  In  them  many  valuable  points  are 
brought  out,  such  as  that  colic  means  a movement 
of  a stone.  One  in  every  ten  persons  has  gall- 
stones but  many  have  not  colic.  That  jaundice 
without  preceding  colic  is  not  due  to  stone  (with 
the  rare  exception  of  a stone  too  large  to  move  in 
the  ducts).  That  Courvoisier’s  law  is  correct  in 
stating  that  the  gall-bladder  is  contracted  in  80  per 
cent,  of  cholelithiasis  with  jaundice,  while  it  is 
enlarged  in  90  per  cent,  of  cases  of  obstructive 
jaundice  from  causes  other  than  stone.  That  jaun- 
dice without  pain  in  adults  usually  means  cancer 
cf  the  head  of  the  pancreas,  but  that  it  may  be 
caused  by  pancreatitis  secondary  to  biliary  infec- 
tion. That  headaches  and  arthritis  (with  perhaps 
chills,  fever  and  leucocytosis)  are  common  symp- 
toms of  gall-bladder  infection.  The  entire  number 
i.s  devoted  to  abdominal  cases,  among  which  is  a 
series  of  three  extrauterine  pregnancies,  a calculus 
in  the  bladder  as  large  as  a cobble  stone  and 
numerous  others  of  great  interest. 

In  the  death  of  Dr.  Murphy  the  profession  has 
lost  an  inimitable  teacher,  whose  convictions  took 
the  form  of  clinical  laws;  whose  marked  and  ag- 
gressive personality,  and  brilliancy  as  an  operator 
and  surgical  diagnostician  can  not  be  surpassed  or 
perhaps  equalled  in  any  other  living  man. 

Winslow. 


Christianity  and  Sex  Problems  By  Hugh  North- 
cote,  M.  A.,  Second  Edition,  Revised  and  Enlarged. 
478  Pp.  $3.00.  F.  A.  Davis  Co.,  Philadelphia  and 
London. 

This  is  a scholarly  presentation  of  a difficult  and 
in  some  respects  disagreeable  subject.  The  author 
is  a clergyman  and  has  not  written  his  book  for 
any  special  class  of  readers,  although  he  rather 
indicates  that  it  is  for  “thoughtful  readers.”  The 
book  is  mainly  devoted  to  the  medical  aspects  of 
the  subject  and  covers  the  usual  ground.  Thus 
there  are  chapters  on  sex  love,  sexuality  in  child- 
hood and  mixing  of  sexes  in  schools,  the  battle 
of  chastity  in  the  adult,  prostitution,  venereal  dis- 
ease and  legislation,  marriage,  divorce,  sexual  in 
art,  sexual  perversions,  sexual  morality,  metaphysi- 
cal basis  of  sexual  morality,  the  virgin  martyrs,  the 


gospel  and  sex  relations.  Considering  the  author 
is  not  a medical  man  he  has  done  remarkably  well 
in  presenting  the  medical  side  of  the  matter  and 
has  had  the  ability  to  quote  from  the  soundest 
authorities.  It  is  a difficult  problem  of  treating 
thq  scientific  and  moral  sides  of  the  question 
and,  altho  naturally  prejudiced  against  such  a 
medico-theologic  discussion,  the  reviewer  must  ad- 
mit that  the  author  has  made  a very  good  “job” 
of  it.  The  pages  on  the  ethics  of  masturbation 
rather  cause  one  to  gasp  at  this  astonishing  and 
apparently  anomalous  caption.  The  book  is  evi- 
dently animated  by  a conscientious,  earnest  and 
scientific  spirit,  has  involved  wide  reading,  and  is 
written  in  a scholarly,  dignified  manner. 

Winslow. 


Progressive  Medicine.  Volume  XIX.  June,  1916. 

$6.00  per  year.  Lea  & Febiger,  New  York  and 

Philadelphia. 

In  this  number  are  to  be  found  reviews  of  the 
following  subjects;  Hernia,  by  Coley;  surgery  of 
the  abdomen,  by  Gerster;  gynecology,  by  Clark; 
diseases  of  the  blood,  diathetic  and  metabolic  dis- 
eases, diseases  of  the  thyroid  gland  and  spleen, 
nutrition  and  the  lymphatic  system,  by  Stengel, 
and  ophthalmology,  by  Jackson.  There  are  some 
interesting  reports  of  abdominal  surgery  in  the 
great  war.  While  a short  time  ago  the  ultimate 
successful  results  of  operation  for  duodenal  ulcer 
appeared  to  depend  upon  occlusion  of  the  pylorus, 
the  consensus  of  opinion  at  the  present  time  is 
against  it,  unless  in  the  event  of  impending  hem- 
orrhage or  perforation  when  infolding  of  the 
peritoneal  coat  and  wall  is  imperative.  Gastric 
ulcers  of  the  fundus  larger  than  a silver  dime  are 
usually  carcinomatous  (Mayo).  The  bad  results 
following  gastroenterostomy  for  ulcer  are  usually 
due  to  poor  technic,  the  use  of  linen  thread  being 
the  cause  of  postoperative  gastrojejunal  ulcers. 

The  progress  in  gastric  and  duodenal  work  is 
largely  a report  of  work  at  the  Mayo  clinic.  For 
examination  of  digestive  diseases  a modified  Riegel 
dinner  is  given  at  6,  and  twenty  raisins  are  taken 
at  7 p.  m.,  and  in  the  morning  an  Ewald  breakfast 
is  given.  Following  the  withdrawal  of  this.  Carman 
gives  four  ounces  of  wheaten  cereal  with  two 
ounces  of  barium  sulphate.  The  presence  of 
raisins  in  the  stomach  contents  shows  interference 
with  motility.  The  six-hour  residue  of  barium 
sulphate  has  more  significance  than  bismuth  since 
the  former  leaves  the  stomach  more  quickly.  Car- 
man declares  fully  95  per  cent,  of  gastric  cancers 
may  be  diagnosed  by  the  x-ray  (and  so  does  Cole 
with  his  serial  plates).  This  number  is  of  great 
value  and  these  few  remarks  are  mere  hints  to 
whet  the  appetite.  Winslow. 


Eye.  Ear,  Nose  and  Throat.  Practical  Medicine 
Series,  1916.  Edited  by  Casey  A.  Wood,  C.  M., 
M.  D.,  D.  C.  L.;  Albert  H.  Andrews,  M.  D.; 
George  E.  Shambaugh,  M.  D.  12  mo.  376  pages, 
$1.50.  The  Year  Book  Publishers,  Chicago. 
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This  volume  contains  in  concise  and  practical 
form  everything  of  value  in  the  progress  of  the 
past  year  in  the  fields  of  ophthalmology,  otology, 
rhinology  and  larynology.  A special  chapter  is 
devoted  to  eye  injuries  resulting  from  shrapnel  and 
high  explosives;  and  special  attention  is  given  to 
focal  infections,  particularly  tonsillar,  dental  and 
intestinal  toxemias  in  relation  to  eye  diseases. 
Compiled  and  arranged  under  the  personal  direc- 
tion of  the  distinguished  editors  and  pointed  by 
their  notes  and  comments,  the  work  is  not  a mere 
abstract  but  an  authoritative  critique  of  current 
progress,  of  interest  to  both  general  practitioners 
and  specialists.  Seelye. 


Marie  Tarnowska.  By  A.  Vivanti  Chartres.  With 
An  Introduction  by  Prof.  Bossi  of  the  University 
of  Genoa.  Cloth,  3t)5  Pp.  Century  Co.,  New 
York,  1915. 

This  book  is  an  incredible  riot  of  morbidity.  It 
is  a nightmare  of  hysteria,  immorality,  crime  and 
narcotics.  No  normal  imagination  could  conceive 
such  a concatenation  of  circumstances.  The  book 
describes  the  life  of  a young,  beautiful  and  fas- 
cinating female  of  noble  (?)  Russian  blood  and 
neurotic  antecedents.  The  account  is  taken  from 
her  own  lips  and  is  set  forth  in  vigorous,  dramatic 
style,  although  a row  of  asterisks  might  have 
served  better.  She  is  now  in  prison  in  Italy  serving 
a sentence  of  eight  years  for  instigating  a murder. 
Briefly  the  history  of  this  cause  celebre  is  as  fol- 
lows: At  seventeen  Marie  Tarnowska  persuades 

her  mother,  by  feigning  convulsions,  to  permit  her 
marriage  with  a young  roue.  She  is  quickly  dis- 
illusionized by  discovery  of  his  infidelities  and  even 
illegitimate  offspring.  About  this  time  she  becomes 
intimate  with  a medical  morphinist  and  acquires  his 
charming  habit  and  cocain  addiction  as  well.  Alco- 
holism is  common  to  her  set.  Soon  her  affections 
turn  to  a youth  whom  her  husband  kills  in  jealous 
rage.  This  sets  her  free  to  wander  over  Europe, 
usually  with  one  or  more  lovers  while  pursued  by 
others.  An  episode  occurs  in  which,  being  be- 
trothed and  soon  to  marry  an  estimable  and 
wealthy  count,  Marie  locks  herself  in  a dark  room 
in  a hotel  with  one  lover,  another  being  hidden  in 
an  adjoining  chamber,  while  she  keeps  out  her 
affianced  husband  by  pleading  illness  through  the 
closed  door.  The  presence  of  each  was  unknown 
to  the  others.  Another  happening  illustrates  the 
morbid  erotism  of  this  degenerate  female,  who 
lovingly  carves  her  initials  upon  the  arm  of  a lover 
and  also  burns  him  with  a cigarette.  Nothing 

alters  the  devotion  of  her  admirers.  One  embraces 
her  with  burning  words  and  bathing  blood,  after 
she  has  shot  him  through  the  hand  (for  no 
ostensible  purpose),  and  the  man  she  has  finally 
murdered  falls  with  a message  of  love  for  her  on 
his  dying  lips.  The  end  comes  when  she  instigates 
the  death  of  her  betrothed  on  the  demands  of  one 
lover  and  at  the  hand  of  another.  The  celebrated 
Bossi,  in  the  introduction,  attempts  to  regard  her 


wholly  as  a medical  case  suffering  from  “chronic 
infection”  and  not  a subject  for  legal  punishment. 
The  kind  of  infection  may  be  surmised  but  we  fear 
the  great  Bossi  fell  under  her  charms  and  he 
served  as  an  expert  for  her  at  the  trial.  The 
book  is  sent  to  doctors  as  a psychologic  study. 
Marie  Tarnowska’s  career  is  the  logical  sequence 
of  heredity,  environment  and  mode  of  living.  The 
only  effective  treatment  is  no  longer  possible.  She 
should  not  have  been  born.  If  that  was  to  be, 
then  she  should  have  lived  sanely.  With  insane 
forbears  and  an  insane  life  the  result  was  foretold. 
The  wages  of  sin  is  death  and  in  this  case  the 
deaths  were  many  but  not’  enough  to  remove  all 
the  degenerate  circle  which  surrounded  this  un- 
happy woman.  Pity  should  go  out  to  ner. 

Winslow. 


The  Starvation  (Allen)  Treatment  of  Diabetes. 
With  a Series  of  Graduated  Diets  Used  at  the 
Massachusetts  General  Hospital.  By  Leonard 
Webb  Hill,  M.  D.  Children’s  Hospital,  Boston,  and 
Rena  S.  Eckman,  Dietitian,  Mass.  General  Hos- 
pital. With  an  Introduction  by  Richard  C.  Cabot, 
M.  D.  Second  Edition.  Cloth,  131  Pp.,  $1.00. 
W.  M.  Leonard,  Boston,  1916. 

The  first  edition,  reviewed  in  these  columns 
some  months  ago,  was  published  in  August  and 
exhausted  in  six  weeks.  This  book  contains  the 
account  of  the  treatment  of  diabetes,  originated  by 
Dr.  Frederick  M.  Allen  of  the  Rockefeller  Institute, 
in  w'hich  the  patient  is  starved  by  being  fed  on 
whisky  (1  ounce)  in  coffee,  or  on  bouillon  every 
two  hours  for  the  first  two  to  four  days;  then  on 
appropriate  diets  gradually  increasing  in  calories 
and  proteids.  Among  the  important  points  brought 
out  are:  First,  that  there  is  no  danger  of  coma 

from  starving  even  in  the  presence  of  considerable 
acetone  and  diacetic  acid.  Second,  the  advantage 
of  boiling  vegetables  in  three  changes  of  water,  by 
which  the  carbohydrates  are  reduced  one-half  and 
the  vegetables  only  contain  about  5 per  cent,  car- 
bohydrates. In  this  way  much  more  bulk  may  be 
taken  by  the  patient  without  danger.  Third,  the 
fact  that  an  excess  of  proteids  is  apt  to  cause 
glycosuria  and  an  excess  of  fat  favors  acidosis. 
Fourth,  that  we  do  not  want  diabetics  to  gain 
weight  and  that  they  do  well  on  1500  to  2000 
calories.  In  this  edition  there  are  some  most 
valuable  recipes  for  diabetics  and  numerous  case 
histories  of  children  and  adults  showing  the  work- 
ing of  the  treatment.  The  reviewer  has  found  that 
the  receipt  for  bran  biscuits  has  been  hailed  as  a 
grand  addition  to  diabetic  diet  by  patients  de- 
prived of  bread.  Cabot  says  thus  far  the  treat- 
ment “appears  to  work  admirably  well.” 

Winslow. 


Diseases  of  the  Digestive  Tract  and  Their  Treat- 
ment. By  A.  Everett  Austin,  A.  M.,  M.  D.,  As- 
sistant Professor,  in  Charge  of  Dietetics  and 
Gastrointestinal  Diseases,  Tufts  College,  etc.  552 
pp.;  85  Illustrations,  including  10  Color  Plates. 
C.  V.  Mosby  Co.,  St.  Louis,  1916. 
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For  a long  time  it  has  seemed  to  the  reviewer 
that  there  was  a pressing  need  for  a work  on 
diseases  of  the  digestive  tract  which  should  be,  not 
only  a source  of  authoritative  information,  but  also 
in  a form  readably  attractive  to  the  general  prac- 
titioner. The  “straight  forward  text-book”  does  not 
have  many  attractions  to  those  “not  up  on  the  sub- 
ject.” It  was  clearly  the  object  of  the  author,  with- 
out pushing  his  opinion  to  the  foreground,  “to  put 
in  a pleasing  and  useful  form  that  which  is  already 
known.”  Impartially,  clearly  and  succinctly,  and  in 
most  instance  wittily.  Dr.  Austin  presents  to  the 
reader  a splendid  amount  of  information.  He  be- 
gins with  the  anatomy  and  physiology  of  the  diges- 
tive tract,  also  its  pathology.  The  examination  of 
the  patient,  physical  and  chemical  methods  in 
gastroenterology,  dietetics,  general  treatment  and, 
last  but  not  least,  a dozen  chapters  of  nearly  three 
hundred  pages  are  devoted  entirely  to  the  descrip- 
tion of  special  gastric  and  intestinal  diseases. 
Throughout  the  book  there  is  a distinct  tendency 
to  do  full  justice  to  the  founders  of  modern  gas- 
troenterology. The  views  on  such  subjects  as 
ulcers,  splanchnoptosis,  gastrointestinal  neurosis, 
stasis,  etc.,  are  shown  in  their  truest  light,  and  a 
comparative  valuation  is  attempted.  The  book  will 
serve  a valuable  purpose  in  presenting  a branch  of 
internal  medicine  in  a most  interesting  form,  the 
newer  ideas  of  gastrointestinal  pathology  and 
symptomatology.  Lexsmax. 


Diseases  of  the  Skin.  By  Richard  L.  Sutton,  M.  D., 
Professor  of  Diseases  of  the  Skin,  University  of 
Kansas  School  of  Medicine,  etc.  916  pp.;  693 
Illustrations  and  8 Colored  Plates.  C.  V.  Mosby 
Co.,  St.  Louis,  1916. 

This  recent  volume  on  dermatology  is  well  writ- 
ten and  evidently  selected  from  a wealth  of  ma- 


terial. The  pathologic  plates  will  be  of  exceptional 
value  to  the  specialist.  The  volume  contains  a 
good  description  of  foot  and  mouth  disease  and 
several  colored  prints  of  this  condition,  the  first 
to  appear  in  any  book  that  the  reviewer  has  seen. 
I-  is  a work  that  is  comprehensive,  yet  concise,  and 
will  be  a valuable  guide  in  diagnosing  and  treating 
skin  diseases.  Black. 


Candy  Medication.  By  Bernard  Fantus,  M.  D.  Pro- 
fessor of  Pharmacology  and  Therapeutics,  Uni- 
versity of  Illinois,  Chicago.  82  pages,  price  $1. 
C.  V.  Mosby  Co.,  St.  Louis,  1915. 

This  is  said  to  be  the  only  book  on  the  subject  in 
any  language.  The  author  has  taken  up  the  sub- 
ject of  making  drugs  palatable  and  pleasant  for 
children  and  has  evidently  spent  a great  deal  of 
time  and  labor  in  his  humanitarian  cause.  He 
gives  formulae,  methods  of  making  candy  tablets 
and  drugs  which  can  be  successfully  so  used  with 
full  and  minute  instructions  as  to  every  part  of 
the  process.  Duband. 


Clinical  Diagnosis.  A Manual  of  Laboratory  Meth- 
ods. By  James  Campbell  Todd,  M.  D.,  Professor 
of  Pathology,  University  of  Colorado.  Third  edi- 
tion, revised  and  enlarged.  12mo  of  585  pages 
with  176  text-illustrations  and  13  colored  plates. 
W.  B.  Saunders  Company,  Philadelphia  and  Lon- 
don. Cloth  $2.50,  net. 

This  is  a new  edition  of  an  excellent  handy 
volume  in  which  the  various  laboratory  methods 
of  clinical  diagnosis  are  clearly  and  adequately 
described  in  detail.  We  have  had  occasion  to  no- 
tice its  unusual  merits  in  past  editions. 

Winslow. 


The  Teaching  of  Surgery.  J.  A.  Wyeth,  New 
York  (Journal  A.  M.  A.,  Aug.  19,  1916,)  says  that 
the  surgeon  stands  in  need  of  qualifications  greater 
than  those  of  a successful  general,  for  while  each 
must  be  quick  to  appreciate  the  kaleidoscopic 
changes  in  their  respective  field,  the  commander 
relies  on  others  to  carry  out  his  orders,  but  the 
hands  of  the  surgeon  must  meet  the  issue  before 
him.  The  most  inexplicable  thing  to  him  is  the 
common  failure  to  appreciate  the  value  ot  am- 
bodexterity.  Physically,  mentally  and  morally 
qualified,  the  embryo  surgeon  enters  the  laboratory, 
for  on  this  foundation  must  rest  the  hope  of  effi- 
ciency. A thorough  knowledge  of  normal  tissues 
alone  renders  possible  the  recognition  of  the  morbid 
changes  of  disease.  By  laboratory  is  implied  not 
only  microscopy  and  organic  chemistry  but  also 
abnormal,  normal  or  morbid  anatomy  and  animal 
experimentation.  Regional  anatomy  requires  the 
employment  of  frozen  sections,  and  modern  photog- 
raphy preserves  accurate  pictures  of  the  sections, 
but  nothing  serves  so  well  to  fix  the  relations  of  the 
tissues  in  the  mind  as  hand  tracings  on  frosted 
glass,  laid  directly  on  the  sections.  Some  general 
idea  of  technic  may  be  obtained  from  points  more 
or  less  removed  in  the  ordinary  amphitheater,  but 
practical  knowledge  is  only  gained  by  immediate 
personal  contact  as  an  intern. 


Cholecystectomy.  Surgical  opinion  as  to  certain 
points  in  regard  to  cholecystectomy  has  been  col- 
lected by  Donald  Guthrie,  Sayre,  Pa.  (Journal  A. 
M.  A.,  Aug.  26,  1916).  Letters  were  sent  out  to 
forty-five  experienced  abdominal  surgeons  asking 
for  the  percentage  of  recurrences  following  the 
operation,  the  relative  frequency  now  and  in  the 
past  of  its  performance  by  them,  and  the  results- 
as  compared  with  those  treated  by  simple  drainage; 
also  in  what  cases  they  considered  cholecystectomy 
the  operation  of  choice  and  what  its  contraindica- 
tions: as  a rule,  how  they  treated  empyema  of  the 
gallbladder,  and  how  the  mortality  of  cholecys- 
tectomy compares  with  that  of  cholecystostomy 
in  their  work.  The  details  of  the  answers  received 
are  given,  and  Guthrie  finds  that  their  reports  alto- 
gether show  that  recurrences  happen  in  9.5  per 
cent,  of  cholecystostomy,  while  the  percentage  fol- 
lowing cholecystectomy  was  not  learned,  but  is  cer- 
tainly small.  Cholecystectomy  is  done  much  more 
frequently  than  in  the  past,  and  is  a better  opera- 
tion; but  it  is  attended  with  more  operative  diffi- 
culties and  more  danger  than  simple  drainings.  The 
gallbladder  should  be  removed  when  its  wall  is  dis- 
eased or  the  patency  of  the  cystic  duct  is  in  ques- 
tion, provided  the  patient’s  condition  allows. 
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ADDRESSES 

PHYSICIANS’  DEFENSE  AND  THE 
DEFENSIBLE  PHYSICIAN.* 

By  W.  Kuykendall,  M.  D. 

EUGENE,  ORE. 

I doubt  not  each  man  who  has  been  elected  to 
the  presidency  of  the  State  Medical  Association 
has  felt  a desire  to  see  some  definite  thing  for  the 
good  of  the  profession  accomplished  during  his 
term.  This  feeling  does  not  grow  out  of  selfish 
ambition  but  out  of  a high  estimate  of  the  responsi- 
bility of  the  position  and  a strong  sense  of  obliga- 
tion toward  the  whole  membership  of  the  associa- 
tion. 

I had  hoped  to  see  during  this  year  the  final 
adoption  of  a long  considered  plan  of  physicians’ 
defense  by  the  State  Medical  Association.  A crop 
of  personal  damage  suits  against  physicians  in  the 
Northwest  led  me  to  think  of  this  as  a suitable 
field  for  endeavor.  Early  in  the  year  I sent  out  a 
letter  to  each  of  the  component  societies,  calling 
attention  to  the  subject  and  requesting  them  to 
take  such  action  as  they  might  deem  expedient. 

A plan  of  defense  covering  all  our  membership 
at  once  raises  the  question,  are  our  members  as  a 
whole  strictly  defensible?  Are  we  all  so  careful 

•President’s  Address,  read  before  the  Forty-second  Annual 
Meeting-  of  Oregon  State  Medical  Association,  Sept.  14-16,  1916. 


in  our  work  and  so  competent  for  our  work  that 
we  are  worthy  of  defense?  Reflecting  on  these 
two  phases  of  the  subject  there  developed  in  my 
mind  a slogan  for  the  years  work — Physicians’ 
Defense  and  the  Defensible  Physician. 

A brief  consideration  convinced  me  that  this  is 
rather  an  ambitious  program  for  a single  year.  In 
fact,  it  is  too  much  to  expect  that  in  one  year  we 
can  all  bring  ourselves  to  such  a degree  of  pro- 
ficiency and  carefulness  as  shall  render  us  thor- 
oughly defensible.  That  is  an  ideal  toward  which 
we  may  work  for  a lifetime.  So,  w’hile  I submit 
this  slogan  for  this  year,  it  is  a good  one  for  next 
year  and  next  decade  or  even  next  century. 

I had  hoped,  however,  that  we  might  this  year, 
at  least  initiate  a plan  by  which  the  wdiole  asso- 
ciation would  stand  financially,  as  well  as  morally, 
behind  any  one  of  our  members  who  might  be 
attacked  by  damage  suits.  I had  also  hoped  we 
might  take  some  steps  looking  toward  making  each 
member  more  defensible.  Our  ideals  and  our 
realizations  do  not  always  coincide.  Constitutional 
limitations  seem  to  partially  block  our  way  for 
this  year.  Nevertheless,  I shall  stand  by  my  ideals 
— my  slogan — Physicians’  Defense  and  the  Defens- 
ible Physician.  Let  this  stand  not  only  for  this 
year  but  for  all  the  years  to  come.  I would  have 
this  association  ever  keep  in  mind  the  develop- 
ment of  a higher  grade  of  membership — members 
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more  careful,  more  competent.  Having  done  our 
best  along  that  line  I would  have  the  whole  asso- 
ciation stand  back  of  any  member  who  may  be 
attacked,  and  fight  for  him  as  a tiger-cat  fights 
for  her  j’oung.  I would  have  absolutely  no  com- 
promise in  these  cases.  We  not  only  owe  our  mem- 
bership that  sort  of  loyal  support,  but  every  case 
fought  to  a complete  and  successful  issue  will 
probably  prevent  a half-dozen  like  suits  which 
might  otherwise  arise  to  strike  any  one  of  us. 

We  should  not  forget,  however,  that  the  same 
obligation  rests  upon  the  individual  physician  to 
make  himself  worthy  of  defense  that  rests 
upon  the  whole  association  to  defend  his 
reputation  and  fortune  when  unjustly  as- 
sailed. We  cannot  justly  ask  the  profession  to 
protect  us  from  the  consequences  of  gross  negli- 
gence or  of  our  failure  to  keep  ourselves  abreast 
of  modern  medical  progress.  The  physician  should 
first  become  defensible  before  he  asks  the  asso- 
ciation to  defend  him.  Perhaps  our  slogan  ought 
to  read : first,  a defensible  physician,  then  physi- 
cians’ defense. 

After  all,  what  right  has  a physician  to  ask  this 
association  to  defend  him  if  sued  for  actual  mal- 
practice due  to  gross  neglect  or  willful  ignorance 
on  his  part?  We  must  come  to  realize  that  the 
practice  of  medicine  is  a serious  business.  Appar- 
ently some  physicians  never  realize  the  full  respons- 
ibility of  their  position  as  the  arbiter  of  health  or 
sickness,  soundness  or  deformity,  and  even  life  or 
death  in  their  patients.  Probably  none  of  us  carry 
this  sense  of  responsibility  wfith  us  into  every 
sickroom  as  w’e  should.  The  man  w'ho  does  will 
be  so  careful,  so  studious,  so  diligent  that  he  will 
always  be  found  to  be  strictly  defensible. 

But  to  make  a practical  application  of  the  sub- 
ject. How  can  w’e  make  our  whole  membership 
so  defensible  that  we  wfill  not  only  fight  for  their 
defense  but  that  we  will  be  proud  to  fight  for 
them  ? 

In  the  last  analysis  there  is  no  way  to  reach  the 
whole  profession  except  through  the  individual 
member.  I must  make  myself  defensible,  you  must 
do  the  same  for  yourself.  It  is  up  to  each  of  us 
to  “work  out  his  own  salvation.”  Many  years  of 
observation  in  the  profession  has  convinced  me  of 
the  extreme  value  of  this  self-reliance  in  acquiring 
professional  qualifications.  The  man  who  depends 
upon  his  lodge,  his  church  or  his  influential  friends 
may  acquire  some  business  but  he  will  not  go  far 
toward  becoming  a defensible  physician. 


Nor  can  you  legislate  a physician  into  a state 
of  efficiency.  Legislation  is  all  right,  considered 
purely  in  the  light  of  protection  to  the  public, 
but  as  an  aid  to  the  physician  it  is  not  worth  a 
second  thought.  In  fact,  the  physician  who  needs 
the  protection  of  special  legislation  is  a slow  coach. 
In  the  old  days  in  Oregon  some  of  the  slow  trains 
w’ere  said  to  wear  their  cow-catcher  at  the  rear  to 
keep  the  cows  from  running  over  them.  So  such 
physicians  may  need  legislation  hitched  on  behind 
to  keep  Christian  science,  or  chiropathy  from  over- 
taking them.  I would  be  ashamed  of  our  profes- 
sion if  I did  not  think  it  had  enough  vitality, 
common  sense  and  scientific  truth  back  of  it  to 
vanquish  all  the  errors  and  all  the  isms  without 
the  aid  of  protective  laws.  It  is  up  to  us  to  make 
our  profession  glorious,  and  then  to  teach  the 
world  to  see  its  glories. 

I do  not  want  this  paper  to  assume  the  air  of 
an  address  to  a graduating  class,  full  of  platitudes 
and  good  advice  on  how  to  succeed  in  the  practice 
of  medicine,  or  even  how  to  become  strictly  de- 
fensible physicians.  You  mostly  know  how  it  is 
done  because  you  have  traveled  that  road  already. 
However,  I would  like  to  say  some  word  that 
would  tend  to  stimulate  all  of  us  into  greater 
efficiency  in  our  noble  profession.  Then  I would 
ask  you  who  have  attained  this  efficiency  to  pass  a 
good  thing  along  to  the  other  fellows  who  are  less 
fortunate  or  less  progressive  than  you. 

Bear  in  mind  that  from  the  point  of  view  of 
physicians  defense  by  the  association  it  is  not  a 
question  of  professional  success  as  usually  under- 
stood, that  is,  of  how  much  or  how  little  money 
you  make  out  of  your  practice.  It  is  a question 
of  professional  efficiency  and  scrupulous  careful- 
ness in  all  the  work  you  do. 

The  presence  of  a fair  sprinkling  of  relatively 
young  men  in  our  usual  meetings  is  my  excuse  for 
summarizing  the  things  which  seem  to  me  to  be 
important  helps  for  the  physician  who  would  be- 
come ideally  defensible.  Assuming  that  he  leaves 
medical  college  fairly  equipped,  I would  place: 

First,  a high  estimate  of  the  responsibilities  of 
our  profession.  I would  have  him  look  upon  his 
life  work  as  an  exalted  profession,  not  merely  as 
a business  or  a means  of  making  money.  I would 
have  him  fully  realize  that  juggling  with  human 
life  and  happiness  is  the  most  serious  business  in 
the  world. 

Second  in  importance,  I would  place  the  habit 
of  regular  attendance  at  medical  society  meetings. 
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It  is  not  onl}^  what  we  learn,  but  the  stimulus 
of  contact  with  progressive  minds  that  gives  value 
to  such  meetings. 

'I'hird,  I would  place  medical  reading,  our  books 
and  medical  journals.  It  goes  without  saying, 
that  these  must  be  read  as  well  as  bought  if  we 
are  to  profit  by  them. 

Fourth,  the  last  of  the  requisites  for  a thor- 
oughly defensible  status  seems  to  me  to  be  a fair 
amount  of  postgraduate  study  and  training.  The 
habit  of  returning  for  postgraduate  work  should 
early  be  established.  Of  course,  no  rule  can  be 
applied  to  all  cases,  but  most  men  will  do  well 
to  not  let  much  more  than  five  years  elapse  after 
graduation  before  the  first  return  to  a medical 
center  for  postgraduate  study. 

All  four  of  the  above  means  are  well  within  the 
reach  of  any  average  young  physician.  The  first, 
a serious  sense  of  the  responsibilities  of  the  pro- 
fession, may  in  part  be  a matter  of  natural  endow- 
ment but  certainly  may  be  cultivated  to  a high 
degree  by  any  of  us. 

Having  by  the  use  of  these  means  developed 
the  defensible  physician,  how  is  he  to  be  protected 
from  the  machinations  of  the  unscrupulous  lawyer 
and  the  designing  patient?  First,  we  can  give 
him  the  moral  support  and  backing  of  the  whole 
profession.  Personal  damage  suits  against  physi- 
cians will  not  make  much  progress  in  a community 
wdiere  the  profession  is  absolutely  united  on  this 
point  and  willing  to  stand  as  a unit  behind  a 
threatened  member.  I have  never  seen  a suit 
started  under  such  conditions.  In  every  case  of 
which  I have  knowledge  there  has  been  some  mem- 
ber of  the  profession  who  has  openly  or  covertly 
given  aid  or  encouragement  to  those  who  were 
threatening  to  sue. 

This  brings  us  up  to  our  second  means  of  de- 
fense. The  profession  must  rid  itself  of  any  mem- 
ber who  is  willing  to  lend  himself  to  such  schemes. 
This  association  should  place  its  ban  upon  the 
doctor  w'ho  from  motives  of  jealousy,  hate  or  envy, 
gives  aid  or  encouragement  to  anyone  threatening 
a damage  suit  against  a fellow  physician. 

We  should  all  be  mighty  careful  how  we  com- 
ment on  an  apparently  unsatisfactory  result  of 
another  man’s  work.  A shake  of  the  head  or  a 
slighting  remark  not  seriously  intended  to  do  harm 
may  start  a conflagration  that  the  whole  profession 
cannot  put  out. 

There  is  not  one  who  has  not  had  or  will  not 


some  time  have  a bad  looking  fracture  result. 
"I  houghtless  comments  in  such  cases  may  do  a 
world  of  harm,  and  the  man  who  indulges  in  such 
deserves  a severe  reprimand.  But  the  physician 
who  deliberately  gives  aid  and  encouragement  to 
anyone  threatening  a damage  suit  should  be  given 
no  quarter.  The  profession  has  no  use  or  room 
for  such  vermin. 

As  a third  means  of  defense  many  physicians 
carry  a liability  policy  in  some  good  insurance 
company  which  for  a stipulated  annual  premium 
agrees  to  defend  such  physician  against  any  suit 
for  damage  that  may  be  instituted  growing  out  of 
his  professional  services  during  the  time  covered 
by  the  premium.  This  is  fairly  satisfactory  but 
is  expensive,  costing  an  average  of  about  $25.00 
per  year.  It  is  not  free  from  other  objections. 

Fourth,  many  state  medical  societies  have  under- 
taken mutual  defense  of  their  members.  I learn 
from  a Bulletin  of  the  A.  M.  A.  that  “the  general 
plan  of  co-operative  defense  by  medical  societies 
originated  in  England  where  the  British  Defense 
League  w'as  formed  in  1885.”  The  idea  was  not 
taken  up  in  the  United  States  until  1901,  when 
the  Medical  Society  of  the  County  of  New  York 
formulated  a plan  for  defending  its  members  from 
malpractice  suits.  From  this  beginning  it  rapidly 
spread  over  the  country  until  at  this  writing 
twenty-three  state  societies  maintain  co-operative 
defense  of  their  members. 

An  attempt  was  made  at  one  time  to  secure  the 
adoption  of  the  plan  in  this  state.  No  serious  ob- 
jection was  offered.  It  simply  was  not  followed 
up  to  completion.  Time  will  not  permit  an  elab- 
orate argument.  I will  merely  summarize  a few 
of  the  reasons  why  I think  we  should  adopt  the 
plan. 

( 1 ) It  is  not  an  experiment.  It  has  been  suc- 
cessfully tried  out  in  England  and  in  twenty-three 
of  our  states,  and  is  now  being  successfully  used 
by  our  sister  states,  California  and  Washington. 

Dr.  J.  R.  Brown,  the  retiring  president  of  the 
Washington  State  Association,  tells  me  In  a letter 
of  August  30,  “Our  defense  fund  Is  the  greatest 
thing  we  have  done  for  the  benefit  of  our  members. 
It  is  entirely  satisfactory  and  has  accomplished 
a vast  amount  of  good.” 

Dr.  P.  M.  Jones,  secretary  of  California  State 
Medical  Association,  under  date  of  September  5 
says : “Our  society  has  defended  all  of  it  members 
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when  sued  for  damages  for  alleged  malpractice 
since  July  1,  1909.  We  win  nearly  all  of  our 
suits.” 

(2)  It  is  so  satisfactory  that  no  state  has  tried 
it  and  abandoned  it. 

(3)  It  is  much  less  expensive  than  other  plans. 
The  cost,  where  tried  out,  has  ranged  from  less 
than  one  dollar  per  member  per  annum  to  as  high 
as  ten  dollars.  But  this  high  cost  has  been  ob- 
served only  in  states  where  participation  is  volun- 
tary abong  the  members  of  the  state  society,  and  as 
a result  only  a limited  number  have  taken  it  up. 

(4)  It  is  a home  plan.  It  keeps  our  money  in 
our  own  state  and  uses  our  own  men  and  machin- 
ery in  any  defense  proceedings. 

(5)  It  puts  a penalty  on  the  man  who  secretly 
encourages  a suit  against  his  fellow  physician.  One 
is  not  likely  to  encourage  a suit  which  one  has  to 
put  up  money  to  defend. 

(6)  It  offers  to  the  humblest  member  of  the 
association  the  combined  wisdom,  experience  and 
moral  support  of  the  Committee  of  Defense,  and 
the  services  of  a competent  legal  adviser  provided 
by  them  in  case  he  is  attacked. 

(7)  It  tends  to  consolidate  the  whole  profession 
for  mutual  defense,  and  to  make  each  man  careful 
to  protect  his  brother  physician. 

(8)  It  keeps  a constant  pressure  on  us  to  make 
ourselves  “defensible  physicians.”  It  will  ulti- 
mately compel  the  state  association  to  demand 
higher  standards  of  its  members.  If  the  associa- 
tion must  defend  its  members  it  will  of  necessity 
demand  that  they  keep  themselves  defensible  by 
up-to-date  methods,  moral  decency  and  scrupulous 
care  in  their  work. 

I think  these  reasons  alone  will  appeal  to  most 
of  you,  as  they  have  to  me,  as  quite  sufficient  to 
cause  us  to  adopt  physicians’  defense  by  the  State 
Medical  Association. 

While  the  necessary  constitutional  changes  prob- 
ably cannot  be  made  at  this  session,  so  as  to  put 
the  plan  into  full  effect  this  year,  we  can  first 
adopt  the  general  policy,  as  several  of  the  other 
states  have  done,  and  gradually  work  out  the 
details.  Before  this  is  presented  to  you  a plan  for 
doing  this  will  probably  have  been  presented  to 
the  Board  of  Delegates. 

A rather  careful  study  of  such  data  as  I have 
been  able  to  gather  has  convinced  me  that  two 
principles  should  be  incorporated  in  any  plan 
finally  adopted : first,  the  whole  membership  of  the 


association  should  be  included  in  the  plan;  second, 
our  efforts  should  be  limited  strictly  to  defense. 
No  attempt  should  be  made  by  the  association  to 
insure  its  members  against  damages  or  to  pay 
such  damages  if  finally  approved  by  courts  of  final 
jurisdiction. 

In  a most  excellent  letter  from  Alex  R.  Craig, 
Secretary  of  the  A.  M.  A.,  these  two  points  are  so 
thoroughly  developed  that  I shall  quote  somewhat 
fully  therefrom.  Under  date  of  August  30,  1916, 
he  says:  “There  are  two  points  I would  urge 

you  to  consider  seriously  as  fundamental  to  the 
success  of  any  plan  you  may  undertake.  First, 
this  co-operative  defense  should  not  be  optional 
with  the  members  of  the  organization  but  should 
be  afforded  to  all  who  are  affiliated  with  your 
state  association.  It  appears  to  me  to  be  a mis- 
take to  permit  those  members  of  your  state  associa- 
tion who  desire  the  defense  to  pay  an  additional 
fee  over  and  above  the  fixed  per  capita  tax  and  to 
make  these  men,  alone,  the  recipients  of  this  pro- 
posed feature  of  your  state  association.  If  the 
defense  is  made  optional,  the  cost  to  those  who 
avail  themselves  of  it  must  be  greater  than  if  the 
cost  is  distributed  throughout  the  entire  member- 
ship of  the  organization,  and  a suit  for  malpractice 
is  just  as  likely  to  be  brought  against  the  member 
who  has  not  joined  in  the  arrangement  for  de- 
fense, as  against  the  man  who  is  taking  advantage 
of  the  plan.  Moreover,  this  unprotected  member 
looks  to  the  state  association  to  give  him  support 
in  arranging  his  defense,  and  such  support  cannot 
very  well  be  denied  him.  Consequently,  he  bene- 
fits from  the  arrangements  which  have  been  made 
possible  by  the  members  of  your  state  association 
who  have  provided  for  the  defense.  This  is  not 
entirely  fair. 

“On  the  other  hand,  the  plan  should  be  dis- 
tinctly to  provide  co-operative  defense  to  the  mem- 
bers of  the  state  association  when  charged  with 
malpractice.  It  is  not  and  should  not  be  an  ef- 
fort to  enable  men  to  escape  a proper  penalty  when 
they  are  guilty  of  malpractice  but,  even  when  the 
physician  has  been  careless  or  negligent  when  in 
rare  instances  he  might  justly  be  charged  with 
malpractice,  it  is  but  fitting  that  he  should  be  as- 
sisted to  make  the  best  possible  defense.  This 
principle  is  recognized  in  all  legal  action.  In  the 
vast  majority  of  instances,,  malpractice  suits  are 
not  brought  because  the  ph}^sician  charged  has  been 
guilty  of  negligence  or  other  form  of  malpractice. 
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but  because  the  patient  or  his  next  friend  desires 
to  be  relieved  from  paying  the  physician’s  charges, 
or  wishes  to  get  even  with  the  doctor  for  some 
imagined  or  real  slight.  Ordinarily  physicians  arc 
conscientious  and  careful  in  their  practice  and  give 
the  patient  reasonable  attention,  treating  them  in 
accordance  with  accepted  principles.  In  line  with 
this,  the  plan  should  not  take  on  an  insurance 
feature;  that  is,  there  should  be  no  agreement  to 
pay  the  loss  or  any  part  of  whatever  judgment 
might  be  rendered  against  the  physician. 

“In  undertaking  the  work,  the  state  association 
can  gradually  assume  responsibility  for  an  increase 
in  her  per  capita  assessment  which  presumably 
would  not  be  unw'arrantably  large.  The  state 
association  could  retain  a competent  lawyer  who 
for  his  retainer’s  fee  would  prepare  himself  by 
gaining  a knowledge  of  the  decisions  of  the  courts 
in  your  state,  as  well  as  those  of  the  courts  in 
other  parts  of  the  country,  concerning  cases  in 
w’hich  malpractice  had  been  charged.  No  doubt, 
it  could  also  be  arranged  so  that  this  attorney 
would  accept  a nominal  fee  for  defending  physi- 
cians who  desired  his  services.  Later,  when  the 
fund  at  the  command  of  the  state  association  war- 
rants it,  not  only  the  retaining  fee,  but  the  at- 
torney’s fee  could  and  should  be  paid  by  the  state 
association  and,  finally,  all  the  costs  of  an  action 
of  this  kind  should  be  borne  by  the  state  associa- 
tion, leaving  the  physician  responsible  only  when 
a judgment  had  been  obtained  against  him  for  the 
payment  of  that  judgment.” 

Finally,  wTen  we  have  adopted  and  gotten  into 
successful  operation  the  complete  plan  we  shall 
have  to  remember  that  laws  will  not  execute  them- 
selves, plans  will  not  work  themselves  out.  The 
efficiency  and  success  of  our  plan  will  still  be  up 
to  the  individual  member  of  the  association.  There 
w'ill  still  be  an  abundant  need  for  us  to  remember 
the  slogan — Physicians’  Defense  and  the  Defensible 
Physician. 

Prevention  of  Abortion.  Congress  has  voted  an 
appropriation  of  $50,000  for  the  investigation  and 
control  of  abortion- — but  it  is  a disease  of  cattle 
and  not  of  man  that  is  to  be  investigated  and  con- 
trolled, and  the  undertaking  is  under  the  direction 
of  the  Bureau  of  Animal  Industry.  Why  not  appro- 
priate $50,000  for  the  investigation  and  control  of 
abortion  among  human  beings,  and  let  the  Public 
Health  Service  do  the  work?  There  is  certainly 
every  year  a sufficient  number  of  undesired  and  un- 
planned abortions,  and  a sufficient  number  of  de- 
sired and  planned  abortions  which  would  never  be 
consummated,  were  the  possible  consequences 
known,  to  justify  such  an  effort. — Journal  of  the 
American  Medical  Association. 


SOME  QUESTIONS  OF  INTEREST  TO 
OUR  PROFESSION.* 

By  E.  W.  Whitney,  M.  D. 

SALT  LAKE  CITY. 

Once  again  have  the  initiated  of  our  order,  in 
annual  pilgrimage,  met  in  the  Holy  City,  that 
they  may  go  forth  possessors  of  added  knowledge 
and  conscious  that,  by  their  presence  and  counsel, 
they  have  done  the  cause  some  service.  Altho  the 
themes  and  times  are  limited,  no  one  ever  partici- 
pated in  an  annual  meeting  without  receiving  and 
giving  to  a degree  worth  while. 

A bird’s  eye  view  here,  a suggestion  there,  an 
awakened  interest  or  line  of  thought,  possibly  an 
ambition  aroused  which  bears  fruit  in  good  works, 
friendships  renewed  and  cemented,  a brief  respite 
from  care  and  a moment  for  review  are  the  heri- 
tage of  congregations  of  men  living  in  a common 
world  of  thought  and  deed.  The  earth  is  one  but 
each  cult  within  its  confines  dwells  in  a world  of 
its  own. 

It  is  a privilege  to  be  numbered  among  the  splen- 
did aggregation  of  useful  and  necessary  members 
of  society  and  to  dwell  within  the  limits  of  a com- 
mon mental  horizon.  Tonight  you  are  a group  of 
phagocytes,  tomorrow  you  will  continue  your  at- 
tack upon  the  germs  and  toxins  of  disease.  New 
problems  confront  the  profession  constantly,  some 
affecting  us  directly  and  others  arousing  especial 
interest  because  they  involve  lines  of  thought  com- 
mon to  our  sphere. 

An  unsolved  problem  for  a number  of  years  has 
been  and  still  is  a subject  of  heated  controversy. 
Some  women  are  vehemently  demanding  that  the 
public  school  curriculum  include  adequate  educa- 
tion of  children  in  matters  of  sex,  while  other 
w'omen  are  arrayed  in  violent  opposition  to  this 
program.  The  majority  of  children  do  not  con- 
tinue beyond  the  grade  schools,  while  very  many 
do  not  go  after  the  sixteenth  year,  when  com- 
pulsory education  is  at  an  end.  Therefore,  to 
reach  the  multitude  these  subjects  must  be  pre- 
sented rather  early  or  at  about  the  age  of  puberty. 
If  your  son  and  daughter  were  to  learn  of  these 
matters  in  school,  what,  when  and  by  whom  should 
they  be  taught? 

Some  knowledge  of  the  anatomy  and  physiology, 
of  the  hygiene  of  the  menstrual  period,  of  the 
dangers  which  lurk  in  the  gonococcus  and  luetic 

‘President's  Address,  Read  Before  the  Twenty-second  Annual 
Meeting  of  Utah  State  Medical  Association,  Salt  Lake  City, 
Utah,  Sept.  12-13,  1916. 
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contagion  is  desirable.  In  touching  upon  mother- 
hood, the  pli3'sical  calamities  which  follow  in  the 
wake  of  tampering  with  conception  should  be  em- 
phasized. Some  shipwrecks  might  be  prevented 
by  knowledge  and  solemn  warning.  Will  parents 
ever  be  ready  and  competent  to  impart  this  instruc- 
tion? Will  children  be  sent  to  the  family  physi- 
cian? Will  pamphlets  be  issued  containing  suita- 
ble and  adequate  information?  Will  specialists 
and  special  instructors  handle  the  work,  or  will 
it  be  left  to  haphazard  and  chance,  as  it  usually  is? 

Review  the  problem  and  try  to  offer  some  defi- 
nite help  and  solution.  In  the  High  School,  the 
matron,  the  principal,  the  teachers  of  physiology 
and  the  physical  directors  might  do  something. 
The  subject,  however,  demands  an  especial  adapta- 
bility w’hich  is  not  common.  The  danger  in  this 
instruction  lies  in  the  creation  of  a bad  psychology 
and  a pernicious  suggestiveness  most  harmful  in 
a coeducational  institution  of  the  public  school 
type. 

No  adequate  provision  has  been  made  by  the 
state  for  a very  large  number  of  subnormal  chil- 
dren who  should  be  safeguarded  and  educated 
along  special  lines  but  who,  too  often,  are  neglected 
absolutely.  The  officers  of  the  state  have  failed 
to  cull  out  certain  epileptics  and  degenerates  and 
have  licensed  them  to  marry.  Society  will  pay 
the  penalty.  If  possible,  these  errors  should  be 
more  carefully  guarded  against. 

The  demands  of  the  public  upon  trained  nurses 
too  often  borders  upon  the  inhuman.  The  hours 
of  engineers  are  limited  in  the  interests  of  public 
safety.  Upon  the  same  principle  a nurse  who  is 
on  duty  most  of  the  time,  day  and  night  for  weeks, 
is  grievously  wronged  by  a heartless  household 
which  also  fails  to  appreciate  that  her  efficiency, 
at  a critical  moment,  is  impaired  by  a constant 
vigil  and  vital  exhaustion.  Likewise,  the  assump- 
tion of  the  role  of  town-crier  by  the  nurse  and  the 
vending  of  the  secrets  of  the  sick  chamber  to  the 
busy  gossips  is  a violation  of  the  ethics  of  her 
profession,  as  well  as  bad  manners. 

Another  sex  problem  was  featured  for  some 
months  by  a popular  magazine  under  the  caption, 
“What  shall  we  do  about  birth  control  ?”  The 
subject  was  considered  in  a sincere,  intelligent  and 
dignified  manner  by  mothers  who  were  nervous 
and  physical  wrecks  from  rapidly  succeeding  preg- 
nancies; by  husbands  witnessing  the  havoc  wrought 
upon  the  wife,  also  struggling  with  the  problem  of 


a large  family  and  a meagre  income  with  no  pros- 
pects of  an  increase;  by  daughters,  one  twelve 
years  of  age,  cooking,  scrubbing,  cleaning  and 
mending  for  the  entire  family,  the  family  drudge, 
with  the  mother  a chronic  invalid ; by  social  work- 
ers who  testify  to  the  crime,  squalor  and  suffering 
due  to  poverty  and  too  large  a family;  by  physi- 
cians, the  clergy  and  others,  all  of  whom  in  the 
main  advocate  the  imparting  of  knowledge  for  the 
prevention  of  conception.  When  we  ponder  on 
the  tragedies  of  the  lives  of  some  of  these  good 
women  we  have  food  for  thought. 

The  practice  of  medicine  is  marking  two  evo- 
lutionary phases,  one  of  which  is  the  group — an 
aggregation  of  specialists  in  different  fields,  all  of 
whom  contribute  to  the  diagnosis  and  treatment. 
The  ideal  specialist  is  typified  by  the  apex  of  a 
pyramid,  the  broad  base  of  which  rests  upon  a large 
and  varied  experience  in  general  practice.  The 
composite  view  of  a case  presented  by  a high  grade 
group  should  constitute  a true  and  valid  diagnosis. 

Groups  will  become  exclusive  bodies  from  being 
able  to  care  for  all  kinds  of  cases,  and  will  not 
receive  referred  cases  in  a competitive  field.  More 
labor  and  professional  knowledge  and  skill  will  be 
summed  up  in  a diagnosis  and  the  compensation 
will  be  larger.  The  public  will  encounter  added 
difficulties  in  fees.  However,  you  can  not  get  the 
pull  without  oats.  The  profession  cannot  provide 
equipment  and  keep  abreast  of  the  times  by  post- 
graduate work  abroad  without  a purse.  Efficiency 
and  preparedness  are  the  watchwords  of  the  age : 
the  initial  expenditure  is  large,  but  the  returns 
justify  it. 

The  role  of  the  laboratory  expert  is  destined 
to  be  more  and  more  arduous  and  significant.  He 
will  have  to  read  the  meter  on  the  output  of  the 
ductless  glands  and  certify  as  to  its  quality,  for  the 
hour  of  the  endocrinopathies  has  arrived.  Years 
ago  obscure  conditions  were  classed  as  “malaria," 
now  they  will  be  endocrinopathies.  Not  that  I 
fail  to  sense,  however,  the  vast  legitimate  and 
epoch-making  worth  of  discoveries  in  the  field  of 
the  ductless  glands.  Would  that  there  could  be 
made  available  a combination  to  stop  the  inroad  of 
years  before  the  sun  goes  dowm  and  all  is  dark! 

The  other  evolutionary  phase  is  the  grouping 
of  patients  in  vast  bodies,  similar  somewhat  to  the 
lodges  and  railroad  hospital  service  for  health 
insurance.  Continental  Europe  has  had  it  for 
years.  Lloyd-George  gave  it  to  England  in  1911, 


October,  1916. 


QUESTIONS  OF  INTEREST WHITNEY 


325 


and  it  has  been  so  advantageous  to  the  public  that 
it  is  due  here  soon.  A late  bulletin  of  the  A.  M. 
A.,  August  15,  1916,  is  devoted  entirely  to  this 
subject,  analyzing  each  and  every  country’s  plan  of 
organization  with  a view  of  preparing  the  profes- 
sional mind  for  the  inevitable.  The  work  of  prac- 
titioners is  vastly  increased  under  this  system  and 
the  financial  returns  are  meagre.  A general  low- 
ering of  fees  would  be  the  reflex.  Much  good, 
however,  would  be  accomplished. 

One  of  our  successful  and  much  honored  con- 
freres deplores  the  drift  of  the  medical  profession 
into  vulgarisms  and  commercialism.  He  dreams 
of  an  honorable  and  honored  brotherhood,  wrapt 
in  the  pursuit  of  science  and  zealous  in  the  service 
of  mankind,  bound  together  by  community  of  life 
work,  interests  and  mutual  respect.  He  laj's  par- 
ticular stress  upon  the  regenerating  and  ennobling 
influence  which  respect  for  elders  in  our  ranks  in- 
spires, men  who,  with  the  opportunities  at  hand, 
achieved  proportionately  as  much  as  the  latest  gen- 
eration with  its  bounty  of  scientific  opportunity 
and  its  rich  fountains  of  learning. 

John  Hunter  w’as  a giant  in  his  age,  a pioneer 
who,  altho  he  worked  wonders,  died  in  ignorance 
of  the  great  science  of  biology,  modern  surgery 
and  modern  everything.  Is  he  less  worthy  of  our 
respect,  our  deference,  our  homage?  Had  he  been 
granted  the  scientific  achievements  of  the  present 
age  he  would  have  been  as  preeminent  today  among 
his  fellows  as  he  was  in  his  own  generation.  He 
would  have  been  saluted  on  bended  knee  by  even 
the  senior  interne,  whose  bony  vault  encases  neu- 
ronic records  of  untold  worth  in  every  field,  as 
well  as  much  that  will  be  emended  or  ultimately 
discarded  under  the  illumination  of  the  future. 

A little  modesty,  respectful  treatment  of  elders 
and  attention  to  the  courtesies  in  dealing  wfith 
those  of  the  same  generation  w'ill  elevate  and  dig- 
nify the  profession  and  reflexly  ennoble  the  indi- 
vidual. All  this  is  not  in  the  interest  of  nor  for 
the  cause  of  the  elders,  but  for  the  sake  of  pro- 
fessional class,  esprit,  morale. 

“The  disease  of  the  present  day  is  the  house,”  a 
veritable  incubator  of  disease,  with  high  tempera- 
ture, restricted  sunlight  and  inadequate  ventilation. 
Spend  two  weeks  in  the  mountains,  return  well 
and,  after  a night  or  two  in  the  house,  experience 
a coryza,  bronchitis  or  what  not.  “Where  no  sun- 
shine is,  there  will  the  physician  soon  enter”  runs 
the  Italian  proverb. 


For  years  and  years  the  farmer’s  wife  has  steril- 
ized her  milk  pans  in  the  sunshine,  ignorant  of 
what  was  taking  place,  but  certain  that  thereby 
the  milk  was  kept  sweeter.  Sunlight,  the  greatest 
antiseptic  of  them  all,  must  have  freer  access  to  our 
homes  and  there  must  be  moving  air  and  lower  tem- 
perature— very  low  at  night — and  sleeping 

porches,  with  bed  and  bed  linen  adequately  venti- 
lated and  sun-treated  daily.  Possibly  in  the  future 
houses  will  be  chemically  fumigated  regularly. 
As  conducted  at  present,  a house  is  not  safe. 

One  per  cent,  of  our  people  annually  agonize 
for  months  with  hay  fever.  The  national  society 
of  sufferers,  headed  by  a physician  of  New  Orleans, 
has  launched  a campaign  of  weed  cutting.  If 
not  allowed  to  grow  over  a foot  high,  many  that 
offend  will  not  pollenate  and  great  good  will 
result.  Civic  beauty  would  also  not  be  marred 
by  unsightly  growths  in  vacant  lots.  Our  Commis- 
sion and  Board  of  Health  should  enforce  the  ordi- 
nance now  existing. 

The  health  of  the  state  during  the  past  year  has 
been  excellent  in  comparison.  The  local  Health 
Department  is  well  organized,  well  supported  and 
is  doing  splendid  work.  The  State  Board  of 
Health  has  worked  in  a pioneer  field  which  pre- 
sented many  difficulties.  In  the  past  three  years, 
I am  told  that  fifty  towns  have  instituted  improved 
water  supplies,  largely  through  the  endeavors  of 
the  State  Board.  In  other  directions  communities 
are  availing  themselves  of  the  advice  and  rulings 
of  its  officers. 

The  advent  of  rabies  in  this  state  occurred  long 
after  a note  of  warning  had  been  sounded  by  the 
State  Board.  Local  officers  pooh-poohed  the  dan- 
ger, refusing  to  institute  necessary  measures  in  the 
interest  of  the  people.  It  will  not  always  be  so. 
Up  to  January  1,  1916,  in  California,  where  rabies 
started,  34  deaths  had  occurred  in  man  and  1800 
Pasteur  treatments  had  been  given.  The  end  is  not 
yet.  To  the  great  nations  of  Europe  we  have  to 
give  the  palm  of  efficiency  in  this  department.  A 
wise  bureau  of  specialists  does  not  plead  wdth  ig- 
norant town  officers,  or  discuss  the  foundation  prin- 
ciples of  the  cause  of  disease  with  every  tyro. 
Town  officials  there,  before  they  assume  office, 
are  prepared  by  education  for  the  work  of  their 
particular  department  wffiich  results  in  an  harmoni- 
ous co-operation  from  the  highest  to  the  lowest, 
to  say  nothing  of  authority.  In  this  country  state 
rights  make  it  local,  politics  taint  it  and  ignorance 
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delays  it.  The  campaign  of  education  will  plod 
along  and  ultimately  essential  facts  will  become 
matters  of  common  knowledge. 

False  economy  in  health  matters  is  the  rule.  The 
poor  orphan  boy  of  the  body  politic  is  the  State 
Health  Board,  with  few  clothes  and  no  money. 
I'he  financial  loss  by  illness  and  death  is  not  com- 
prehended. An  annual  waste  in  human  efficiecny 
far  exceeds  the  cost  of  corrective  measures. 

Vienna,  with  2,000,000  population,  has  practi- 
cally eradicated  typhoid  by  a perfect  water  supply 
from  a distant  mountain  and  by  municipal  cleanli- 
ness. However,  with  us,  the  germ  theory  of  dis- 
ease is  no  longer  a jest,  but  its  verity  is  accepted 
by  the  educated  classes.  That  we  eat,  drink, 
inhale  or  come  in  bodily  contact  with  disease,  in- 
stead of  receiving  a dart  from  some  veiled,  myste- 
rious and  unseen  foe,  is  understood. 

Health  measures  are  now  considered  more  seri- 
ously, public  cooperation  is  more  available  and 
public  opinion  more  pliable.  The  deaths  in  this 
commonwealth  last  year  numbered  4205,  of  which 
1500  were  from  communicable  diseases.  Many 
of  the  latter  class  are  chargeable  to  our  parsimony 
and  false  economy.  The  annual  appropriation  by 
the  state  for  the  Department  of  Public  Health  is 
less  than  3 cents  per  capita,  whereas  expert  calcula- 
tion has  fixed  the  minimum  at  2 per  cent,  of  the 
total  tax. 

It  is  interesting  to  note  that  the  appropriation 
for  the  killing  of  coyotes  in  the  interest  of  the 
sheep  industry  is  three  times  that  set  aside  for 
public  health.  Truly  it  might  be  said  “a  little 
lamb  shall  lead  them” — the  legislators.  The  day 
of  the  little  child  is  not  yet. 

The  death  rate  in  the  United  states  in  1886  was 
19  -j-  per  1000,  in  1915  it  was  13  -f-  per  1000. 
Utah  last  year  had  the  lowest  rate  except  one  other 
state  in  the  countn,-,  being  9.9  per  1000.  We  also 
have  the  highest  birth  rate  in  any  civilized  coun- 
try, 36  per  1000,  with  the  average  in  the  United 
states  of  26. 

Health  officers  should  be  full-time  men,  prop- 
erly paid  and  under  the  civil  service,  for  the  high- 
est efficiency. 

The  following  is  an  extract  from  the  Federal 
Public  Health  Reports,  Feb.  11,  1916: 

“Considering  the  group  of  15  superior  states, 
it  is  interesting  to  note  that  Utah,  a very  young 
registration  state,  is  unequivocally  best  of  all  in 
the  registration  of  sickness.  Within  four  or  five 
vears  Utah  has  brought  the  notification  of  infec- 


tious diseases  to  a better  status  than  Massachusetts, 
the  oldest  registration  state,  has  been  able  to 
achieve  in  half  a century.” 

Utah  is  also  accredited  with  the  highest  effi- 
ciency in  the  registration  of  births  and  deaths. 
There  was  a time  when  the  plague  slowly  en- 
circled the  earth,  regarding  neither  latitude  nor 
longitude,  age,  race  nor  station,  penetrating  the 
mountain  fastnesses  and  laying  waste  the  city  by 
the  sea,  inexorable,  hearkening  not  to  the  wail  of 
the  desolate,  nor  shrinking  from  Pagan  or  Chris- 
tian rites,  strewing  its  path  with  the  dead  to  the 
hundreds  of  thousands.  There  was  a time  when 
the  isthmus  w'as  a veritable  No-man’s-land,  mark- 
ing for  death  those  whose  temerity  or  ignorance 
led  them  there. 

The  plague  is  bound  in  chains  and  on  the  Isth- 
mus the  dirge  and  miserere  are  hushed.  Ruddy 
children  chase  butterflies  in  the  sunshine;  the  in- 
valid and  the  aged  are  there  renewed  and  soft 
notes  of  harp  and  mandolin  float  on  the  air  at 
eventide,  symbolic  of  health  and  peace  and  joy. 
Such  is  the  power  of  the  Black  Art  of  our  master 
minds  who  have  shrunk  not  even  from  the  sacri- 
fice of  their  lives  in  the  cause  of  science  and  human 
welfare.  With  the  conquest  of  yellow  fever,  pes- 
tilential cities  were  emancipated  and  horror-bound 
peoples  set  free. 

Draining  of  marshes  and  making  them  uninhab- 
itable to  the  carriers  of  contagion  to  the  human 
family,  is  the  prototype  of  the  campaign  of  the 
future — prevention,  prophylaxis,  immunization,  at- 
tacking disease  in  its  lair  before  it  assails  us  and 
the  enforcement  of  all  those  agencies  grouped 
under  the  caption,  sanitation. 

Not  only  in  prophylaxis  and  the  reclamation  of 
pestilential  territory  are  w'e  triumphant,  but  the 
successful  invasion  of  every  cavity  and  organ  of 
the  body  in  the  pursuit  of  disease  makes  us  reso- 
lute and  secure  of  the  faith  that  is  in  us.  The 
utilization  of  every  known  science  in  determining 
the  nature  of  disease  and  in  encompassing  its  con- 
quest proclaims  the  catholicity  and  solidarity  of  our 
art. 

The  knowledge  that  profoundest  of  minds  the 
world  over  are  laboring  day  after  day  and  far 
into  the  night  to  offer  some  contribution  of  truth 
which  will  aid  in  the  abatement  of  the  ills  of  the 
flesh  and  human  suffering,  makes  us  reverence  our 
calling  and  convinces  us  that  the  science  of  medi- 
cine rests  upon  a foundation  that  is  true  and  deep 
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and  strong.  As  the  sciences  upon  which  it  rests, 
which  are  its  pillars,  are  perfected,  so  will  our 
science  become  more  perfect.  Our  dwelling  is  not 
erected  hastily  upon  the  sands,  destined  to  fall, 
but  slowly,  surely  and  firmly  upon  the  everlasting 
rocks. 

But  what  of  nitrous-oxide-oxygen?  An  article 
in  the  Medical  Record,  entitled  “Nitrous-oxide- 
oxygen,  the  most  dangerous  anaesthetic,”  by  Prof. 
J.  F.  Baldwin,  F.  A.  C.  S.,  of  Columbus,  Ohio, 
a surgeon  of  large  experience,  is  worthy  of  careful 
consideration.  He  says:  “In  none  of  the  cases 

detailed  in  this  paper  w'as  death  the  result,  in  any 
whatever,  of  asphyxia,  but  in  all  of  them  the  death 
occurred  without  warning  and  with  the  startling 
suddenness  of  an  overdose  of  chloroform.” 

He  quotes  Connell’s  article  in  Johnson’s  Op- 
erative Therapeusis,  as  follows:  “Since  the  ex- 

tensive introduction  of  this  gas  into  general  sur- 
gery, the  reported  and  unreported  deaths  have 
probably  far  exceeded  those  from  ether.” 

Luke,  anesthetist  to  St.  Luke’s,  New  York,  re- 
ports one  death  in  200  administrations.  The 
patient  was  dead  six  minutes  after  entering  the 
operating  room;  another  case  of  his  was  resusci- 
tated with  great  difficulty. 

Dr.  Roy  McClure,  now  of  Johns  Hopkins,  re- 
ports two  cases  of  deaths  of  patients  taking  gas 
preliminary  to  ether,  in  the  New  York  Hospital 
while  he  was  resident  surgeon.  The  Mayo  clinic 
discarded  it  after  1400  administrations,  preliminary 
to  ether.  Ochsner  has  discontinued  it.  Dr.  E.  J. 
Burch,  Carthage,  Missouri,  reports  a death  after 
a brief  administration  for  examination  of  the 
rectum. 

Gwathmey’s  book,  1914,  cites  three  deaths  in 
2500  cases.  In  a personal  letter  to  Dr.  Baldwin, 
Dr.  Gwathmey,  concerning  whose  skill  and  experi- 
ence there  can  be  no  doubt,  under  date  of  Nov.  6, 
1915,  gives  a report  of  a death  which  he  himself 
had  had  a few  days  before.  “This  death  under 
nitrous-oxide-oxygen,”  he  says,  “was  absolutely  un- 
called for,  and  has  changed  my  ideas  of  the  safety 
of  nitrous-oxide-oxygen  entirely.  . . . I be- 

lieve if  I had  given  him  ether  the  man  w’ould  have 
been  alive  today.” 

At  Grace  Hospital,  Detroit,  there  have  been 
seven  or  eight  deaths,  according  to  Dr.  T.  G. 
McCornick,  late  house  surgeon.  He  himself  gave 
it  to  one  case  which  died  suddenly  and  without 
warning.  In  conversation  with  two  of  the  best 


known  surgeons  of  Cleveland,  Drs.  Butts  and 
Skeel,  he  found  that  no  thoro  investigation  of  ni- 
trous-oxide-oxygen  deaths  had  ever  been  made  in 
that  city;  numerous  instances  had  been  known  but 
the  details  had  never  been  published.  Both  of 
these  surgeons  used  ether  by  preference,  but  be- 
cause of  the  newspaper  prominence  given  N2O-O 
they  are  obliged  in  some  cases  to  yield  to  the  re- 
quests of  their  patients  and  use  that  anesthetic. 

Teter  knows  of  26  N2O-O  fatalities,  9 of  which 
have  occurred  in  Cleveland.  Dr.  A.  H.  Miller, 
of  Providence,  R.  L,  has  collected  references  to 
18  deaths.  Rovsing  got  track  of  13  deaths,  several 
of  which  had  been  suppressed. 

Dr.  Baldwin  says,  “Without  persistent  effort 
on  my  part  few  of  the  N=0-0  deaths  in  Columbus 
would  have  been  unearthed. 

“The  list  shows  that  we  have  had  12,  or  more 
properly  perhaps  13,  deaths  from  nitrous-oxide- 
oxygen,  when  given  for  major  operations. 

“Careful  investigations  seem  to  show  that  there 
have  been  not  to  exceed  twelve  or  thirteen  hundred 
administrations  of  this  anesthetic  for  major  op- 
erations, so  that  the  death  rate  has  been  practi- 
cally 1 per  cent. 

Case  1.  N2O  alone.  Died  in  dental  clinic,  given 
for  extraction  of  teeth. 

Case  2.  N2O-O.  Given  by  an  expert,  among  the 
best  in  New  York  Cit)^  Died  suddenly 
in  the  midst  of  a somewhat  prolonged 
abdominal  operation. 

Case  3.  N2O-O.  At  Mt-  Carmel  Hospital.  Op- 
eration had  lasted  45  minutes  and  was 
proceeding  nicely.  Patient  died  suddenly 
from  the  anesthetic. 

Case  4.  N2O-O.  At  St.  Clair  Hospital.  Just  at 
the  beginning  of  the  incision  patient  died 
suddenly  without  the  slightest  warning. 

Case  5.  N2O-O.  Man,  65.  Perineal  section.  In 
the  midst  of  the  operation,  which  had 
been  going  all  right,  the  patient  suddenly 
expired. 

Case  6.  N2O-O.  At  St.  Clair  Hospital.  Hys- 
terectomy for  fibroid.  Patient  stood  the 
operation  well.  As  the  surgeon  was  about 
to  close  the  wound,  the  patient  died  sud- 
denly without  any  w’arning,  and  had  been 
doing  well  up  to  that  time. 

Case  7.  N2O-O.  At.  Mt.  Carmel  Hospital.  Col- 
ored woman,  35  years,  with  small  fibroid, 
as  abdomen  was  being  opened,  patient 
suddenly  died  without  any  warning. 
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Case  8.  NaO-O.  Puerperal  case  of  two  weeks 
standing.  Opened  an  abscess  through 
the  vagina.  Operation  took  but  a mo- 
ment. Patient  died  suddenly. 

Case  9.  NaO-O.  Young  woman.  Easy  supra- 
vaginal hysterectomy  for  fibroids.  Had 
taken  the  anesthetic  beautifully,  breath- 
ing quietly  and  with  good  color.  As  the 
last  stitch  was  being  inserted,  patient 
died  suddenly. 

Case  10.  NaO-O.  Abdominal  tumor.  Woman 
had  but  one  kidney,  from  former  op- 
eration. Suppression  of  urine  and  ure- 
mia. Anesthetic  may  have  had  nothing 
to  do  with  it.  Had  ether  been  given, 
the  death  would  have  been  attributed 
to  it. 

Case  11.  NaO-O.  Patient  22  years.  Operation 
for  chronic  appendicitis  had  been  fin- 
ished and  the  surgeon  had  left  the  room. 
Patient  went  bad  and  died  on  the  table. 

Case  12.  NaO-O.  Patient  37.  Simple  abdominal 
hysterectomy.  Insisted  on  taking 
NaO-O.  Took  anesthetic  beautifully, 
but  just  at  the  completion  of  the  ab- 
dominal work,  without  the  slightest 
warning,  the  heart’s  action  suddenly 
ceased  and  the  patient  was  dead. 

Case  13.  NaO-O.  Man,  62.  Incision  over  gall- 
bladder, which  was  found  distended.  At 
this  instant  patient  was  reported  to  be 
doing  badly  and  an  instant  examination 
showed  a pulseless  aorta.  All  efforts  at 
resuscitation  were  without  avail. 


Case  14.  N=0-0.  Man,  62.  Died  suddenly  as 
an  abdominal  incision  was  made.  Took 
gas  nicely.  Autopsy  showed  plugging 
of  the  superior  mesenteric  artery  and 
gangrene  of  bowel.  Condition  indicated 
extensive  infection. 


One  death  from  N2O-O  was  reported  in  this  city 
this  year.  It  was  given  for  a comparatively  simple 
surgical  operation.  Age  thirty. 

Except  preliminary  to  ether  the  number  of  ad- 
ministrations of  N2O-O  here  has  not  been  large, 
I believe.  So  much  that  is  lurid  has  been  pre- 
sented by  manufacturers  of  gas  and  apparatus  that 
it  may  be  salutary  for  us  to  be  disillusioned  by  an 
article  like  this  of  Dr.  Baldwin. 


Health  Insurance.  B.  S.  Warren,  Washington, 
D.  C.  (Journal  A.  M.  A.,  Sept.  30,  1916),  has  drawn 
up  a plan  for  health  insurance  as  the  next  step  in 
welfare  legislation.  It  includes  a corps  of  full-time 
medical  officers,  and  while  giving  free  choice  of 
registered  physicians,  these  could  oversee  the  treat- 
ment and  carry  into  effect  the  regulations.  The  final 
result  would  be,  according  to  his  plan,  to  place 
health  on  a competitive  basis  in  the  political  and 
business  world. 


ORIGINAL  CONTRIBUTIONS 

A CASE  OF  PRIMARY  SYPHILIS  OF  THE 
EYE.* 

By  William  G.  Cameron,  M.  D. 

TACOMA,  WASH. 

While  this  paper  is  but  a case  report,  I feel 
that  the  importance  of  the  subject  justifies  a brief 
inquiry  into  the  frequency  of  occurrence,  the 
clinical  characteristics  and  diagnostic  features  of 
this  phase  of  a disease  which  is  so  widespread  and 
so  varied  in  its  many  manifestations.  In  a search 
thru  the  numerous  text-books  on  ophthalmology 
and  the  various  works  treating  upon  syphilis,  one 
finds  but  brief  mention  of  syphilitic  lesions  of  the 
eyelids  or  conjunctiva.  Some  call  attention  to  the 
fact  that  primary,  secondary  and  tertiary  sores 
occur  about  the  eye,  while  others  are  silent  upon 
the  subject.  Mention  of  such  an  occurrence  is 
made  in  a discussion  of  extragenital  chancre,  where 
it  is  given  a place  after  the  lips,  tongue  and  fingers 
in  frequency.  Various  writers  who  have  collected 
statistics  on  the  subject  estimate  that  in  all  cases 
of  acquired  lues  from  15  to  25  per  cent,  are  ex- 
tragenital in  origin,  and  of  these  3 to  5 per  cent, 
are  chancres  of  the  eye.  In  some  countries  the 
occurrence  of  extragenital  chancre  is  much  higher. 

Osier,  quoting  Tarnovsky,  says:  “In  certain  re- 
gions of  Russia,  for  example,  where  there  are  no 
physicians  and  the  most  wretched  hygienic  condi- 
tions prevail,  syphilis  in  70  per  cent,  of  the  cases 
is  transmitted  by  extragenital  contagion.  In  these 
districts  are  few  if  any  prostitutes  and  ‘rural 
syphilis’  in  Russia  is  first  and  foremost  syphilis 
of  the  innocent.” 

In  a recent  article  F.  W.  Alter  says:  “A  ver}'^ 
comprehensive  review  of  the  frequency  of  pal- 
pebral primary  involvement  is  given  by  C.  E. 
Finlay,  in  an  article  entitled.  Double  Chancre  of 
the  Eyelid.  He  says  in  part:  ‘In  literature  at 

my  disposal  I have  found  reports  of  about  100 
cases,  and  from  different  writers  the  total  sum- 
ming up  of  cases  seems  to  be  in  the  neighborhood 

of  500.’ 

“He  also  gives  the  following  quotations  relative 
to  the  statistics  on  the  subject:  ‘Willbrand  and 

Staelin,  in  16,615  cases  of  syphilis,  in  307  of  which 
the  primary  sore  was  extragenital,  do  not  mention 
a single  case  of  chancre  of  the  eyelid.  Peppmul- 

*Read  before  the  Twenty-seventh  Annual  Meeting  of  Wash- 
ington State  Medical  Association,  Seattle,  Wash.,  July  12-14, 
1916. 
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ler  finds  the  proportion  of  chancre  of  the  eyelid 
as  4 to  5 per  cent,  of  other  extragenital  chancres. 
Lesser,  in  201  cases  of  chancre,  found  16  extragen- 
ital, one  of  these  being  situated  in  the  eyelid. 
Talbot  found  3 cases  of  chancre  of  the  eyelid  in 
434  cases  of  syphilis.  Neumann  found  in  litera- 
ture 162  cases  of  lid  chancre  among  613  extra- 
genital ones,  having  personally  observed  2 in  86. 
Posek  found  2 cases  of  ocular  chancre,  one  on  the 
lower  eyelid,  in  469  cases  of  extragenital  chancre. 
Nivet,  quoted  by  Mohr  in  595  cases  of  extragen- 
ital chancre,  found  413  in  the  head  and  15  in  the 
lids.  Fortuniades  compiled  118  cases  from  lit- 
erature. Ziessel  found  8 cases  of  lid  trouble  in 
40,000  cases  of  syphilis.  Alexander  found  247 
cases  of  chancre  of  the  lid  in  931  extragenital 
cases.  Muncheimer  places  it  in  the  seventh  place 
among  extragenital  chancres,  after  the  lips,  breast, 
mouth,  finger,  hands  and  tonsils.  As  a rule  it  is, 
however,  granted  the  third  place  after  the  lips 
and  fingers  (Knies,  Michel,  Gruder).  Porey 
Koschnitz,  in  852  cases  of  extragenital  chancres, 
found  132  in  the  eyes,  most  frequent  after  the 
lips.  Tepljachin  and  Pospelow  found  from  15 
to  25  per  cent,  of  the  population  of  two  Russian 
villages  thus  affected.’  ” 

From  the  foregoing  he  concludes  that  palpebral 
syphilis  in  any  one  of  the  three  stages  is  not  com- 
mon. In  the  first  stage  the  chances  of  the  lid  be- 
coming infected  is  very  small. 

A primary  sore  on  the  bulbar  conjunctiva  is 
exceedingly  rare.  In  the  literature  to  which  I 
have  access  I find  only  descriptions  of  those  af- 
fecting the  lid  margins,  the  canthi  and  the  pal- 
pebral conjunctiva.  These  are  the  places  of  most 
frequent  occurrence,  although  the  firmer  skin  away 
from  the  lid  margins  is  sometimes  infected  through 
traumatism. 

The  usual  characteristic  features  may  be  want- 
ing. White  and  Martin  say : “Extragenital  chan- 
cres rarely  present  the  typical  features  of  the  sore 
observed  on  the  genitalia.  At  times  the  lesion  is 
so  slight  as  to  excite  scarcely  any  attention.  More 
commonly  inflammatory  symptoms  become  so  pro- 
nounced that  characteristic  induration  is  entirely 
masked  and,  except  in  the  clinical  history  of  the 
case,  there  is  nothing  to  suggest  that  the  sore  is 
syphilitic  in  nature.”  This  is  especially  true  of 
an  affection  upon  the  eyelid,  which  from  its  ana- 
tomic structure  is  apt  to  undergo  swelling  and 
edema  out  of  proportion  to  the  exciting  cause. 


All  writers  agree  that  the  most  common  form 
of  primary  sore  has  much  the  appearance  of  a 
chalazion  or  hordeolum.  . There  is  an  indurated 
base  which  is  sometimes  not  well  marked.  The 
surface  has  usually  a punched-out  look,  with  some 
superficial  sloughing  and,  if  it  occurs  upon  the 
lid  margin,  there  is  a loss  of  cilia. 

The  sore  is  essentially  indolent  and  once  well 
developed  changes  but  slowly  from  day  to  day. 
Pain  is  slight  or  entirely  absent,  altho  there  may 
be  considerable  discomfort  from  the  secondary 
sw'elling  or  corneal  complications.  The  preau- 
ricular  glands  are  enlarged,  as  are  often  also  the 
submaxillary. 

The  glandular  involvement  like  the  other  symp- 
toms may  vary  greatly  in  degree  of  severity.  In 
some  cases  the  adenitis  causes  the  whole  side  of 
the  face  to  swell,  while  the  lid  may  be  swollen, 
tense  and  board-like.  In  others  there  is  little 
glandular  involvement,  and  the  chancre  may  look 
quite  innocent. 

The  foregoing  description  I have  gleaned 
from  the  writings  of  various  authors.  As 
my  case  was  one  of  involvement  of  the  eyeball 
itself,  the  picture  was  different.  Adenitis  and 
edema  were  present  but,  of  course,  there  were  no 
symptoms  simulating  chalazion. 

The  diagnosis  may  be  difficult  and  one  is  called 
upon  to  distinguish  between  lues  and  various  other 
affections,  among  which  are  epithelioma,  tubercu- 
losis, vaccine,  pustule,  hordeolum,  chalazion  and 
phlegmon.  Fortunately  w^e  have  the  means  in  a 
search  for  the  spirocheta. pallida  and  a use  of  the 
Wassermann  reaction  to  determine  if  the  disease 
be  specific. 

Miss  K.,  a nurse,  age  30.  Has  had  no  diseases 
except  those  of  childhood.  She  has  no  knowledge 
of  lues  or  any  constitutional  disease  in  her  family. 

Previous  to  present  illness  has  had  no  eye  trou- 
ble. About  one  month  ago  she  scratched  her  right 
eyeball  with  her  fingernail.  The  eye  felt  uncom- 
fortable and  was  slightly  red  with  some  lachry- 
mation  for  a day  or  two,  when  the  irritation  sub- 
sided and  the  eye  seemed  entirely  well.  After  a 
few  days  the  eyeball  again  became  red  above  the 
cornea,  where  it  had  been  previously  injured. 
There  was  no  discharge  of  pus,  but  the  eye  watered 
constantly.  The  redness  of  the  eyeball  gradually 
increased,  accompanied  by  a swelling  of  the  upper 
eyelid.  She  had  no  actual  pain  but  the  eye  felt 
irritated,  which  discomfort  was  increased  by  ro- 
tation of  the  eye. 

On  account  of  the  mildness  of  her  symptoms, 
the  absence  of  pain  and  the  fact  that  her  vision 
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was  not  impaired,  she  regarded  her  condition  as 
the  natural  result  of  an  abrasion,  and  did  not 
consult  a physician  until  she  became  alarmed  at 
the  continuation  of  her  symptoms  and  their  grad- 
ual increase. 

May  17,  on  her  first  visit,  I found  the  right 
upper  eyelid  markedly  swollen  and  so  edematous 
that  it  drooped  over  the  margin  of  the  lower  lid. 
It  was  quite  tense  and  was  everted  with  difficulty. 
Upon  opening  the  eyelids  there  was  a profuse 
lachrjmation,  but  no  signs  of  purulent  discharge 
or  gumming  of  the  lid  margins.  The  right  pre- 
auricular  glands  were  enlarged  to  the  size  of  an 
English  walnut.  The  overlying  skin  was  tense 
but  no  redness  was  present.  The  glands  were 
not  painful  except  on  pressure. 

The  eyeball  was  beefy  red.  The  superficial 
vessels  were  engorged.  The  bulbar  conjunctiva 
was  edematous  and  overlaid  the  corneal  limbus. 
Above  the  cornea  and  to  the  nasal  side  was  an  area 
of  superficial  necrosis  or  ulceration.  This  was 
about  four  millimeters  in  length  by  two  wide,  and 
was  gra}'-brown  in  color.  Surrounding  this  area 
was  a firm  induration,  the  edema  being  absent 
at  this  spot.  The  conjunctiva  covering  the  upper 
and  lower  eyelids  was  velvety. 

Examination  of  secretions  show-*ed  white  blood 
cells,  and  staph}dococci.  No  gonococci  or  pneu- 
mococci present. 

Vision  O.  D.  6/10,  O.  S.  6/6.  Ophthalmo- 
scopic examination  showed  a normal  fundus. 

She  complained  of  no  pain,  except  that  elicited 
by  everting  the  eyelid,  which  was  no  doubt  due 
to  pressure  from  the  edema.  Three  days  later  the 
vvateiA'  secretions  changed  to  a thin,  semi-purulent 
discharge,  and  continued  so  until  the  eye  became 
well.  There  was  also  evidence  of  a slight  super- 
ficial sloughing. 

Eor  the  next  ten  days  the  swelling  of  the  eye- 
lid became  more  marked,  causing  some  discomfort 
at  night  and  upon  movement  of  the  eye.  The  con- 
dition of  the  eyeball  changed  but  little  in  this 
interval. 

June  2 a slight  macular  eruption  appeared  on 
her  chest  and  neck.  A Wassermann  examination 
of  the  blood  w'as  m.ade  and  found  to  be  positive. 
She  was  then  given  salvarsan,  and  one  week  after 
the  first  dose  the  edema  of  the  eyelid  and  the 
glandular  involvement  had  disappeared,  as  had 
also  the  macular  rash.  The  primary  sore  was 
healed,  leaving  a scar  in  the  conjunctiva.  There 
was  still  a slight  redness  of  the  eyeball  but  no 
chemosis  or  edema. 

Inquiry  into  the  source  of  her  infection  reveals 
that  she  had  been  nursing  a mother  in  childbirth. 
The  child  had  a skin  disease  which  proved  to  be 
congenital  syphilis,  and  the  nurse  as  one  of  her 
duties  applied  ointments  to  the  child’s  body. 

A resume  of  the  case  gives  a typical  history 


of  luetic  infection.  Some  time,  not  definitely 
known,  prior  to  April  26,  she  scratched  her  eye- 
ball. The  irritation  at  that  time  which  subsided 
was  due  to  the  trauma.  May  17,  when  I saw  her, 
twenty-twm  days  after  she  first  noticed  the  affec- 
tion, she  had  a well-developed  chancre.  The  sec- 
ondar}"  rash  appeared  June  2,  which  was  between 
five  and  six  weeks  after  appearance  of  the  initial 
lesion. 

Today,  over  a year  since,  there  is  a scar  of 
the  conjunctiva  and  subconjunctival  tissue  at  the 
area  of  infection.  O.  D.  V.  6/10  with  -j-  .50S// 
-1-  .50c  X 90  = 6/6.  O.  S.  V.  6/6  with  -f-  .25s 
3 + 25c  X 90  = 6/6. 

WINDOW  RESECTION  OF  THE  LAR- 
YNX FOR  THE  REMOVAL  OF 
INTRINSIC  MALIGNANT 
DISEASE.* 

By  Frederick  Adams,  M.  D.,  F.  A.  C.  S. 

SEATTLE,  WASH. 

It  comes  wdthin  the  practice  of  all  physicians 
to  have  presented  to  them  cases  of  varying  degrees 
of  hoarseness.  That  is  the  symptom  that  I wish 
to  speak  of  and  to  impress  its  importance  strongly 
on  the  mind. 

This  patient  came  to  my  office  because  his  voice 
was  husky.  He  thought  that  he  had  a cold,  a very 
convenient  diagnosis  alike  for  patient  and  physi- 
cian. It  may  have  been  considered  a simple  laryn- 
gitis and  inhalents  or  other  medication  prescribed. 
It  is  not  good  practice  to  take  even  a careful 
history  of  such  a case  and  to  attempt  to  make  a 
diagnosis  on  subjective  symptoms  alone,  altho  this 
is  all  too  frequently  done.  We  may  be  wasting 
too  valuable  time  and  time  is  the  all  important 
element  in  conservative  surgery  of  the  larynx. 
Every  case  of  hoarseness  is  entitled  to  a thorough 
examination  and  this  is  incomplete  if  the  interior 
of  the  larynx  is  not  investigated  under  good  il- 
lumination, either  by  the  direct  or  indirect  method. 

This  patient’s  hoarseness  happened  to  be  due  to 
a carcinoma  involving  the  left  vocal  chord.  As- 
sisted by  Drs.  Perry  and  Hoffman  we  followed 
the  recent  suggestions  of  Dr.  Lambert  Lack,  whose 
description  of  the  operation  I will  follow  closely, 
and  performed  a partial  resection  or  window  re- 
section of  the  larynx,  removing  the  affected  cord, 
as  well  as  the  underlying  cartilage.  This  proce- 
dure seems  to  be  an  admirable  one  for  such  cases, 
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as  it  provides  easy  access  to  the  interior  of  the 
larynx. 

The  aim  of  the  operation  for  malignant  disease 
of  the  larynx  is  to  remove  the  disease  thoroly 
with  the  least  risk  and  the  best  functional  results, 
and  every  operation  must  be  judged  by  the  facili- 
ties it  gives  for  obtaining  these  three  objects.  The 
chief  risk  at  the  time  of  the  operation  arises  from 
blood  entering  the  windpipe  and  interfering  with 
the  respiration  during  the  administration  of  the 
anesthetic.  The  later  and  more  considerable  dan- 
gers are  sepsis  and  septic  pneumonia.  They  are 
due  either  to  the  inhalation  of  blood  during  the 
operation  or,  later  on,  to  food  and  fluids  from  the 
mouth  entering  the  wound,  setting  up  sepsis  and 
causing  profuse  septic  discharge  which  runs  down 
the  trachea  or  is  sucked  into  the  lungs. 

Operations  on  the  larynx,  more  particularly  in 
cases  of  early  epithelioma,  limited  to  one  vocal 
cord,  when  the  operation  known  as  thyrotomy  is 
possible,  give  remarkably  good  results.  Yet  I 
believe  that  this  operation  may  be  greatly  improved 
in  all  cases  by  the  removal  of  a portion  of  the 
laryngeal  cartilages.  This  addition,  instead  of 
complicating,  greatly  simplifies  the  operation,  di- 
minishes its  risks,  allows  a more  thoro  removal 
of  the  disease  and  gives  as  good,  if  not  better, 
functional  results. 

The  usual  operation  consists  in  exposing  the 
cartilage  of  the  larynx  and  trachea  through  a ver- 
tical incision  in  the  median  line  of  the  neck,  from 
the  hyoid  bone  to  within  a finger’s  breadth  of  the 
external  notch.  A low  tracheotomy  is  performed, 
a tube  inserted,  the  thyroid  cartilage  is  divided 
in  the  medial  line,  and  then  the  soft  parts  and 
mucous  membrane  of  the  larynx  carefully  divided 
thru  the  anterior  commissure,  so  as  not  to  injure 
either  vocal  cord.  The  incision  may  be  prolonged 
upwards  across  the  thyrohyoid  membrane  and 
down  across  the  cricothyroid  membrane.  Even 
the  ring  of  the  cricoid  may  be  divided  if  the 
growth  extends  low  down.  The  interior  of  the 
larjmx  is  exposed  by  pulling  apart  the  halves  of 
the  thyroid  cartilage  with  retractors,  and  thru 
this  opening  packing  is  introduced  into  the  upper 
part  of  the  trachea,  to  prevent  blood  entering  the 
lungs  during  the  rest  of  the  operation.  The  two 
halves  of  the  larynx  being  retracted  as  far  as  pos- 
sible, an  incision  is  made  above  and  below  the 
growth,  leaving  a sufficiently  wide  margin  of 
healthy  tissue  and  the  soft  parts,  including  the 


perichondrium,  are  raised  off  the  inner  side  of  the 
thyroid  cartilage  and  cut  away. 

The  difficulties  of  this  operation  are  mainly  due 
to  the  fact  that  splitting  the  thyroid  cartilage  and 
pulling  aside  the  two  halves  with  retractors  gives 
a very  poor  view  of  the  interior  of  the  larynx. 
When  this  opening  is  filled  by  forceps  and  cutting 
instruments,  their  manipulation  is  very  difficult 
and,  if  bleeding  be  at  all  brisk,  the  difficulty  is 
increased.  Constant  sponging  is  necessary  and 
even  then  but  a brief  view  can  be  obtained.  There 
is  danger  of  blood  getting  past  the  plug  into  the 
trachea  and  embarrassing  the  anesthetist,  and  a 
danger  of  subsequent  pneumonia  if  the  anesthesia 
be  too  deep.  Thru  the  small  opening  it  is  almost 
impossible  to  arrest  the  bleeding  with  pressure 
forceps.  The  difficulty  in  seeing,  in  defining  the 
limits  of  the  growth,  and  in  removing  it  thor- 
oughly and  in  arresting  the  hemorrhage  are  in- 
creased as  the  posterior  part  of  the  cord  is  reached 
and  the  posterior  incisions  have  to  be  made. 

By  this  improved  method  /hese  difficulties  are 
largely  overcome.  The  steps  of  the  operation  ma)’ 
be  briefly  summarized.  The  larynx  being  exposed 
and  tracheotomy  performed,  the  larynx  is  opened 
by  a median  incision,  extending  from  the  thyroid 
notch  to  the  upper  border  of  the  cricoid  ring,  or 
thru  the  ring,  if  necessary,  just  as  in  thyrotomy. 
This  incision  is  deepened  carefully  in  the  median 
line,  until  the  interior  of  the  larynx  is  opened, 
when  retractors  are  inserted  and  the  two  halves 
of  the  larynx  gently  pulled  apart.  The  retraction 
should  be  done  gently,  just  enough  space  being 
obtained  to  see  clearly  into  the  interior  of  the 
larynx  w’ith  reflected  light  and  to  ascertain  the 
upper  and  lower  limits  of  the  disease.  This  open- 
ing allows  confirmation  of  the  diagnosis  by  direct 
Inspection  and  also  permits  examination  wdth  the 
finger,  if  this  be  desired.  This  examination  con- 
cluded, the  perichondrium  is  turned  off  the  ala  of 
the  thnoid  as  far  up  and  as  far  back  as  it  is  de- 
sired to  remove  the  cartilage.  With  cutting  pliers 
or  strong  scissors  transverse  incisions  are  now  made, 
dividing  the  cartilage  and  the  mucous  membrane 
of  the  larynx  at  one  cut.  These  incisions  are 
made  as  high  above  and  as  far  below  the  growth 
as  considered  necessary  and  gradually  carried  back- 
ward. As  they  are  carried  backwards,  the  flap 
marked  out  is  easily  retracted  and  permits  a good 
view  of  the  Interior  of  the  larynx.  The  deeper 
the  incisions,  the  easier  the  retraction  and  the  bet- 
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ter  the  view.  Thus,  when  the  posterior  end  of  the 
cord  is  reached  and  the  posterior  incision  has  to 
be  made,  a very  free  view  is  obtainable. 

The  operation  is  completed  by  dividing  the  thy- 
roid cartilage  in  the  line  of  the  posterior  incision, 
and  thus  removing  growth,  cord  and  underlying 
cartilage  in  one  piece.  If  the  cartilage  is  ossified  and 
very  hard  or  brittle,  this  transverse  posterior  cut 
can  be  made  earlier  in  the  operation.  It  should 
be  made  with  a small  saw  or  by  gently  sawing  with 
a knife,  and  the  soft  parts  underlying  it  should 
not  be  cut.  This  division  of  the  cartilage  renders 
retraction  of  the  flap  more  easy.  All  bleeding 
and  oozing  being  arrested,  the  perichondrium  de- 
tached from  the  removed  cartilage  is  united  with 
one  or  two  sutures  to  the  opposite  cartilage,  the 
packing  and  the  tracheotomy  tube  removed  as  in 
the  ordinary  operation  of  thyrotomy. 

The  great  advantages  of  this  method  result 
from  the  easy  access  it  provides.  Instead  of  operat- 
ing thru  a narrow  slit,  one  has  ample  room,  can 
see  the  limits  of  the  growth  and  take  away  exactly 
as  much  tissue  as  one  wishes.  The  operation  can 
be  carried  out  rapidly.  It  would  not  be  too  much 
to  claim  that,  from  the  time  of  the  tracheotomy 
being  completed,  the  subsequent  steps  of  the  opera- 
tion do  not  occupy  half  the  usual  time  required 
for  thyrotomy.  All  bleeding  points  may  be  con- 
trolled with  pressure  forceps  in  the  usual  way. 

These  advantages  may  be  summarized : 

( 1 ) Thoro  removal  of  the  disease  is  ensured 
by  the  free  view  of  the  parts  which  is  obtained. 
The  removal  of  the  cartilage  underlying  the 
growth  makes  for  additional  thoroness. 

(2)  The  rapidity  of  the  operation  and  the  ease 
with  which  the  bleeding  is  controlled  diminishes 
the  great  danger  of  the  operation,  namely,  blood 
entering  the  air-passages  and  causing  difficulty 
with  the  anesthetic  during  the  operation  and  sub- 
sequently septic  pneumonia. 

(3)  After  the  operation  the  patient  is  able  to 
swallow  perfectly  just  as  after  a simple  tracheot- 
omy. In  the  ordinary  thyrotomy,  to  obtain  suf- 
ficient access  it  is  often  necessary  to  divide  the 
thyrohyoid  membrane  and  to  pull  the  two  halves 
of  the  larj'nx  forcibly  apart.  After  the  operation 
the  patient  may  have  difficulty  in  swallowing. 
Fluids,  especially,  are  very  apt  to  ented  the  air- 
passages,  causing  sepsis  and  septic  pneumonia. 
This  is  not  a necessary  consequence  of  thyrotomy 
and  certainly  does  not  occur  in  many  cases.  More- 
over, in  some  it  is  slight  and  the  patient  can  cough 


up  the  few  drops  which  “go  the  wrong  way.”  In 
a proportion  of  cases  the  difficulty  is  serious  and 
tube-feeding  for  a few  days,  a week  or  even  ten 
days  is  necessary.  In  such  cases  there  is  always  a 
leakage  of  saliva  into  the  wound,  with  frequent 
sepsis  and  a danger  of  septic  pneumonia.  The 
patient  can  also  swallow  without  pain,  while  after 
thyrotomy  there  is  often  considerable  pain  for 
some  days,  due  probably  to  the  wrenching  apart 
and  bruising  of  the  tissues  from  the  prolonged 
retraction  and  sponging  of  the  wound  and  larynx. 
This  danger  and  pain  are  entirely  avoided  by  the 
method  here  described. 

(4)  Healing  is  rapid  and  there  is  less  apt  to  be 
necrosis  of  the  cartilage,  as  all  the  cartilage  which 
has  been  bared  of  perichondrium  has  been  cut 
away.  In  thyrotomy  a piece  of  cartilage,  from  the 
inner  side  of  which  the  perichondrium  has  been 
stripped,  is  left  and  before  healing  is  complete 
a small  sequestrum  occasionally  forms  and  comes 
away. 

(5)  The  after  results  are  excellent,  the  voice 
is  good  and  returns  even  more  quickly  than  after 
thyrotomy.  The  return  of  the  voice  depends  upon 
the  formation  of  a firm  fibrous  band  to  take  the 
place  of  the  removed  cord.  This  band  will  form 
much  more  rapidly  from  perichondrium  and  soft 
tissues  than  it  will  from  bare  cartilage. 

This  patient  had  no  difficulty  in  swallowing 
whatsoever.  I left  the  tracheotomy  tube  in  for 
two  days,  then  removed  it  and  the  patient  resumed 
normal  breathing  thru  the  larynx.  He  suffered 
no  pain  of  any  consequence,  the  wound  healed 
very  readily,  and  was  able  to  leave  the  hospital  in 
one  week.  Fibrous  tissue  is  forming  in  place  of 
the  cord  that  was  removed  and  it  is  very  gratifying 
to  hear  how  well  his  voice  is  returning. 

702  Cobb  Bldg. 


MASTOIDITIS  COMPLICATED  WITH 
BRAIN  ABSCESS.  OPERATION 
AND  RECOVERY.  REPORT 
OF  A CASE.* 

By  P.  B.  Wing,  M.  D.,  F.  A.  C.  S. 

TACOMA,  WASH. 

Oculist  and  Aurist  N.  P.  Ry.  Co.;  Oculist  and 
Aurist,  C.  M.  & P.  S.  Ry.  Co. 

Gabriel  Volpi,  Italian,  age  19  years,  laborer, 
presented  for  treatment  Sept  1,  1915.  His  history, 
given  by  a friend  as  patient  can  talk  no  English, 
was  as  follows:  Was  well  until  three  days  before 
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coming  to  the  office.  Was  then  taken  with  severe 
pain  in  left  ear  which  continued  for  some  hours 
when  it  broke  and  discharged  pus.  Pain  subsided 
but  discharge  which  was  profuse  continued. 

Examination  showed  an  acute  inflammation  of 
the  middle  ear  with  a profuse  discharge  of  odor- 
less pus.  Temperature  101°,  pulse  80,  no  tender- 
ness or  swelling  of  mastoid.  Patient  being  an  em- 
ployee of  the  Northern  Pacific  Ry.  Co.,  he  was 
sent  to  the  N.  P.  B.  A.  Hospital  and  the  usual 
treatment  for  an  acute  otitis  media  was  carried  out. 

Sept.  2 a.  m.  temperature  was  99.2°,  p.  m. 
100.4°;  Sept.  3 a.  m.  and  p.  m.  temperature  was 
98.6°,  pulse  72.  From  Sept.  3 until  Sept.  17 
his  temperature  was  on  two  occasions  97.6°  and 
twice  it  reached  99.4°,  at  all  other  times  chart 
showing  98.6°.  During  this  interval  the  patient 
complained  of  no  headache,  no  pain  or  tenderness 
of  mastoid.  Had  a fine  appetite  and  slept  well. 
Discharge  of  pus  grew  less  and  inflammatory 
s}'mptoms  subsided. 

On  Sept.  17  his  temperature  rose  to  101°,  pulse 
104.  He  complained  of  headache  and  pain  in 
ear,  and  ice  was  applied  to  head.  Sept.  18  an 
x-ray  photograph  showed  a darkened  area  in  the 
mastoid  but  no  tenderness  on  pressure.  Tempera- 
ture was  101°,  pulse  90.  On  Sept.  19  the  mas- 
toid was  opened.  The  outer  table  was  very  dense 
and  thick,  m.astoid  cells  and  antrum  were  full  of 
odorless  pus,  cells  were  much  broken  down.  All 
granulations,  dead  bone,  etc.,  were  removed,  attic 
drained,  lateral  sinus  exposed,  w’ound  packed  with 
iodoform  gauze  and  bandaged.  Time  of  operation 
thirty  minutes. 

Sept.  20,  day  following  operation,  temperature 
was  101.2°  in  the  a.  m.,  pulse  72;  in  the  after- 
noon temperature  was  98.6°,  pulse  64.  Sept.  22 
the  temperature,  which  had  varied  from  97.4°  to 
99°,  rose  to  100.4°  in  the  a.  m.,  pulse  84.  Com- 
plained of  pain  and  soreness  in  the  teeth,  jaws  and 
temples,  p.  m.  temperature  99°,  pulse  72,  restless. 

Sept.  23  temperature  99°-99.8°,  pulse  60-92, 
had  a bad  night,  vomited  at  6 p.  m. 

Sept.  24  vomited  at  5 :30  and  11  p.  m.  Calo- 
mel followed  by  Rochelle  salts.  Temperature 
99.4°,  pulse  60-78. 

Sept.  25  vomited  at  5:30  and  10  p.  m.  In  a.  m. 
temperature  98.4°,  pulse  60.  In  the  p.  m.  tem- 
perature 100°,  pulse  84,  complained  of  headache, 
slept  part  of  the  time. 

Sept.  26  seemed  better.  Temperature  97.8°- 
99.6°,  pulse  60-84,  rested  well,  took  nourishment 
— broth  and  soft  diet. 

Sept.  27  temperature  96.4°-98°,  pulse  60-70. 
Much  pain  in  the  a.  m.,  refused  nourishment  in 
the  p.  m. 

At  this  time  a friend  who  knew  him  in  the  old 
country  informed  me  that  the  patient  had  had 
trouble  in  the  ear  since  childhood  and  had  a 
chronic  discharge,  yet  there  was  no  odor  from  the 
ear  or  mastoid  at  any  time.  I asked  to  be  allowed 


to  operate  for  brain  abscess  but  was  refused  until 
a sister  in  a distant  city  could  be  heard  from. 

Sept.  28  seemed  better,  took  plenty  of  nourish- 
ment. Some  pain  in  the  first  part  of  night  but 
slept  well  the  latter. 

Sept.  29  temperature  98.8°-101-2°,  pulse  66- 
120.  About  midnight  of  Sept.  28  patient  became 
comatose,  right  arm  and  leg  became  rigid,  pupils 
responded  to  light  sluggishly,  normal  in  size. 

Having  got  the  consent  of  the  family  we  pro- 
ceeded to  operate.  Ether  was  given  and  I was 
assisted  by  Drs.  J.  H.  Spencer  and  H.  S.  Argue. 
The  mastoid  incision  was  extended  upwards  and  a 
button  of  bone  removed  by  the  trephine.  Dura 
was  found  tense,  with  absence  of  pulsation.  Tre- 
phine opening  was  enlarged  and  dura  incised,  a 
grooved  director  passed  inward,  slightly  down- 
ward and  backward  for  about  two  inches,  when  a 
large  abscess  w'as  found  which  discharged  six  to 
eight  ounces  of  very  fetid  pus.  Two  drainage 
tubes  three  inches  long  put  in  and  head  dressed, 
operation  lasting  forty  minutes. 

Sept.  30  temperature  98.6°,  pulse  100.  Re- 
turned to  consciousness,  some  pain,  took  nourish- 
ment of  beef  extract,  milk,  malted  milk,  soft  egg. 
From  Sept.  30  until  Nov.  14  the  temperature 
ranged  from  97°  to  98.6°,  pulse  from  64  to  100. 
Discharge  gradually  ceased  until  at  this  time  the 
wound  was  closed.  There  still  remained  a slight 
discharge  of  pus  from  ear. 

The  mastoid  operation  was  a simple  one  for 
acute  mastoiditis,  as  I supposed  from  the  history 
obtained  at  the  time  that  he  was  suffering  from 
an  acute  attack.  Subsequent  inquiry  brought  out 
the  fact  that  it  was  an  acute  attack  in  a chronic 
case.  Consequently  we  decided  to  do  a radical 
mastoid  operation  to  prevent  further  trouble  and 
to  stop  all  discharge. 

On  Nov.  11  ether  w'as  again  given  and  a radi- 
cal mastoid  operation  performed  with  an  attempt 
to  close  the  eustachian  tube,  operation  lasting 
fifty  minutes.  Patient  made  an  uneventful  re- 
covery, and  at  the  present  time  the  canal  is  entirely 
dry,  wound  healed,  eustachian  tube  evidently 
closed,  the  scar  slight,  a small  depression  marking 
the  trephine  opening. 

The  first  operation,  which  was  a simple  one, 
should  have  been  a radical  one,  had  I been  able 
to  obtain  the  correct  history  of  the  case  at  that 
time.  ’At  the  second  operation  I might  have  con- 
verted the  simple  to  a radical  operation  and 
opened  the  brain  through  the  tegmen  but,  owing 
to  the  fact  that,  on  account  of  delay  of  two  da}'S 
waiting  for  permission  to  operate,  the  patient  was 
nearly  moribund,  the  quickest  way  seemed  best. 
The  results  are  all  that  could  be  desired.  Patient 
has  no  trouble  of  any  kind  and  seems  perfectly 
well. 
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THYROGLOSSAL  TUMOR  (ABERRANT 
THYROID).  REPORT  OF  CASE.* 

By  Walter  K.  Seelye,  M.  D. 

SEATTLE,  WASH. 

Miss  R.,  a girl  of  18,  referred  by  Dr.  Gage, 
of  Shelton,  was  first  seen  by  the  writer  Oct.  21, 

1915.  She  complained  of  recurrent  hemorrhages 
from  the  throat,  occurring  at  somewhat  regular 
intervals,  frequently  coincident  with  menstrual 
periods,  and  beginning  about  four  years  before 
while  living  in  South  Dakota.  Pulmonary  trouble 
had  at  first  been  suspected  as  the  cause,  although 
the  patient  was  apparently  robust.  The  hemor- 
rhages became  more  severe  and  during  1915  the 
loss  of  blood  was  on  several  occasions  alarming, 
necessitating  at  one  time  five  days’  rest  in  bed  for 
recovery. 

Examination  showed  a tumor  at  the  base  of  the 
tongue,  protruding  backward  over  the  epiglottis 
about  the  size  and  shape  of  a w alnut  in  its  shuck, 
the  base  being  slightly  constricted.  The  color  of 
its  surface  was  dark  with  a bluish  cast  from  the 
network  of  veins  which  formed  a dense  plexus 
somewhat  resembling  the  choroidal  vessels. 

Palpation  of  the  neck  failed  to  reveal  the  thy- 
roid gland,  altho  its  absence  was  not  positively 
established.  A diagnosis  of  aberrant  or  accessory 
thyroid  W’as  made,  and  removal  w-as  advised  be- 
cause of  the  increasing  severity  of  the  hemorrhages 
and  because  of  the  interference  with  speech  and 
deglutination  which  w’ould  follow  further  en- 
largement, a slight  thickness  in  speech  already 
being  observed. 

Removal  of  the  mass  was  effected  with  the  hot 
platinum  wire  snare  under  ether  anesthesia.  Altho 
the  loop  was  tightened  very  slowdy,  bleeding  was 
profuse.  This  was  arrested  partly  by  further 
cautery  and  finally  by  ligating,  valuable  assistance 
in  this  rather  difficult  task  being  rendered  by 
Dr.  C.  T.  Cooke. 

The  patient  made  perfect  recovery  and  now' 
after  eight  months  show's  no  signs  of  recurrence 
nor  of  myxedema.  In  case  of  the  latter,  of  course, 
the  administration  of  thyroid  extract  w'ould  be 
indicated. 

Following  is  the  pathologist’s  report: 

Macroscopic.  Apparently  an  encapsuled  growth 
approximatel)'^  the  size  and  shape  of  a walnut. 
The  capsule  is  smooth  white,  with  pinkish  tinge. 
Splitting  the  growth,  w'e  find,  from  capsule  in- 
ward, that  the  first  tw'O-thirds  is  composed  of  pink- 
ish-white, homogeneous  growth,  having  the  gross 
appearance  of  sarcoma.  The  remaining  one-third 
has  the  appearance  of  thyroid  tissue. 

(Microscopic.  The  grow'th  is  covered  with 
squamous  epithelium,  immediately  beneath  which 
are  a few  areas  of  lymph  tissue.  Slightly  deeper 

*Rcad  before  the  Twenty-seventh  Annual  Meeting  of  Wash- 
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are  islands  of  typical  thyroid  tissue  separated  by 
wide  fibrous  septa.  Below  these  is  normal  thy- 
roid gland  for  about  2 cm.,  after  which  the  pre- 
viously normal  glands  appear  as  solid  masses  of 
cells  staining  deeper  than  normal,  with  occasional 
areas  wherein  all  septa  between  masses  have  dis- 
appeared and  a sarcomatous  appearance  presents. 
Yet  deeper  this  sarcoma-like  appearance  is  gen- 
eral, the  grow'th  lacking  only  embryonic  vessels  to 
give  it  the  classic  appearance  of  round-cell  sarcoma. 

Diagnosis.  Encephaloid  carcinoma  of  aberrant 
or  accessory  thyroid. 

This  laborator}'^  report  is  particularly  interesting 
as  showing  that  the  findings  of  the  microscope 
alone  are  not  ahva3's  to  be  depended  upon.  The 
report  w’as  made  by  a competent  pathologist  and 
the  grow'th  was  not  removed  in  its  entirety,  but 
w^as  severed  thru  its  base  as  is  shown  by  the  speci- 
men. 

The  specimen  is  submitted  and  the  young  lady 
herself  is  present  today. 

Five  years  ago  the  writer  saw  the  same  condi- 
tion in  a w’oman  of  23.  This  case  was  operated 
upon  by  Dr.  Hooker  and  the  mass  was  dissected 
out  very  neatly  and  completely.  The  patient  dis- 
appeared from  observation,  but  it  was  reported  a 
j^ear  later  that  she  had  changed  very  greatly  and 
was  very  fat.  This  was  probably  myxedema. 

It  has  been  my  privilege  to  find  a third  case 
recently,  this  time  in  a man  of  42  with  a thyroid 
tumor  at  the  base  of  bis  tongue  which  can  be 
seen  by  direct  inspection  upon  depressing  the 
tongue.  The  mass  is  much  larger  in  this  case. 
It  looks  about  the  size  and  shape  of  the  half  of  a 
small  apple  and  appears  engorged  with  blood.  The 
man  has  a history  of  bleeding  from  the  throat, 
dating  back  fifteen  years.  He  was  operated  upon 
last  3'ear  in  this  city  for  goitre  and  since  then  the 
hemorrhages  have  been  less  severe.  A diagnosis 
of  probable  malignant  tumor  at  the  base  of  the 
tongue  was  made  at  the  timie,  but  the  findings 
and  the  outcome  in  the  case  just  reported  warrant 
in  my  opinion  the  diagnosis  of  accessory  thyroid 
without  necessarily  elements  of  malignanc}'. 

The  etiolog}^  of  these  tumors  is  based  upon  the 
embryology  of  the  thyroid  gland.  As  the  time  is 
limited  we  cannot  go  into  this  but  will  say  that 
the  thyroglossal  tract,  which  is  the  remains  of  a 
condition  in  fetal  life,  has  an  important  bearing 
upon  the  matter.  The  foramen  cecum,  the  de- 
pression in  the  base  of  the  tongue  which  marks 
the  inner  end  of  this  tract,  is  the  site  of  attach- 
ment of  these  tumors.  The  literature  on  the  sub- 
ject is  limited. 
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A PLEA  FOR  THE  EARLIER  OPERA- 
TION OF  STRABISMUS  OR  SQUINT.* 
By  E.  B.  Burwell,  M.  D., 

SE.\TTLE,  WASK. 

The  principal  argument  advanced  in  this  paper 
for  the  early  operation  of  squint  is  not  medical 
or  scientific  but  sociologic.  This  argument,  how"- 
ever,  is  so  powerful  to  my  mind  that  unless  over- 
whelming scientific  reasons  can  be  adduced  against 
squint  being  operated  at  an  early  age,  the  con- 
tention should  be  granted. 

This  paper  is  written  solely  for  the  informa- 
tion of  the  general  practitioner  from  whom  the 
parents  first  ask  advice  as  to  what  course  to  fol- 
low in  children  afflicted  with  this  deformity.  It 
is  in  no  sense  a treatise  on  squint,  so  only  those 
points  in  the  development  of  squint  will  be  taken 
up,  an  understanding  of  which  is  necessary  to  make 
clear  the  arguments  for  or  against  the  early  op- 
eration. 

This  argument  briefly  is  as  follows:  The 

ridicule  to  which  a child  afflicted  by  any  bodily 
deformity,  particularly  a facial  one  such  as  cross 
e3"es  by  his  or  her  fellow  playmates,  at  the  most 
sensitive  and  impressionable  age,  can  only  have  a 
most  disastrous  effect  on  the  mental  and  moral 
development  of  the  child. 

Strabismus  or  squint  is  defined  as  a deviation  of 
the  visual  axis  of  one  of  the  eyes  from  the  correct 
position  of  fixation  on  an  object,  not  due  to  par- 
al3'sis  of  one  or  more  of  the  extraocular  muscles. 
The  deviation  occurs  in  every  direction  in  which 
the  eyes  are  turned  and  alwa3fs  through  the  same 
angle,  which  is  not  true  of  paralysis.  This  devia- 
tion is  generally  inward,  or  convergent  squint, 
and  is  more  frequent,  compared  with  the  outward 
deviation  or  divergent  squint,  in  the  proportion 
of  about  25  to  1.  Deviations  up  and  down  also 
occur  but  are  much  more  infrequent. 

The  oculist  is  frequently  asked  why  glasses  are 
given  in  squint  cases  and  wTat  their  effect  is  in  the 
cure  of  the  deformity.  A brief  statement  of  the 
causes  leading  to  the  development  of  squint  will 
make  this  clear. 

The  principal  predisposing  causes  are: 

( 1 ) A weak  or  absent  fusion  center  in  the 
brain.  This  is  the  center  which  governs  the  func- 
tions of  binocular  vision,  that  is,  seeing  any  given 
object  singly  with  both  eyes.  When  this  function 
is  properly  developed,  the  desire  for  binocular 
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single  vision  is  so  strong  that  a prism  of  many  de- 
grees can  be  placed  before  the  eyes  before  objects 
are  seen  double. 

(2)  Some  degree  of  refractive  error  which 
acts  as  follows:  The  same  center  controls  the  acts 
of  convergence  and  accommodation  or  focusing 
the  eyes.  Therefore,  when  the  eye  is  farsighted, 
the  excessive  effort  made  to  focus  close  objects 
causes  an  excessive  convergence.  This  being  un- 
relieved finally  causes  the  internal  rectus  muscle 
to  become  relatively  too  strong,  and  one  strong 
predisposing  fact  or  to  a convergent  squint  is  de- 
veloped. Likewise,  when  the  eye  is  near-sighted, 
little  or  no  focusing  power  is  used  in  viewing  close 
objects  and  a relatively  weak  internus  is  the  re- 
sult, with  a tendency  to  a divergent  squint.  These 
factors  being  present,  any  upset  to  the  nervous 
system,  such  as  may  be  caused  by  diseases  of  child- 
hood or  any  nervous  shock  may  act  as  the  excit- 
ing cause  and  a potential  squint  may  be  developed 
into  a true  squint. 

The  angle  of  deviation  primarily  affects  both 
eyes  but,  as  the  best  possible  vision  is  desired,  the 
eye  with  the  better  vision  fixes  and  the  other  takes 
up  the  combined  deviation  of  both  eyes.  If  the 
fixing  C3'e  be  covered  and  there  be  still  vision 
enough  to  fix  in  the  squinting  eye,  the  good  eye 
will  be  seen  to  turn  behind  the  screen  to  the  exact 
extent  the  other  did  before.  This  turning  is 
usually  first  noticed  at  the  age  of  from  two  to  six 
3'ears  of  age  in  convergent  squint,  much  later  usu- 
ally in  divergent  squint. 

At  this  point  it  is  well  to  state  that  a child  is 
never  too  young  to  have  glasses  fitted  for  squint 
and,  if  this  be  done  on  the  first  development  of 
squint  and  before  it  has  become  constant,  one  factor 
in  causation  of  squint  is  eliminated,  and  often 
fusion  will  develop  normally  wdth  complete  cure. 
Very  young  children,  from  nine  months  up,  toler- 
ate glasses  remarkably  well  and  will  often  cry 
when  they  are  removed.  The  child  should,  there- 
fore, be  referred  to  a competent  oculist  (not  op- 
tician) anytime  after  nine  months  of  age,  if  the 
eyes  show  a tendency  to  deviate. 

Wlien  the  eye  deviates  from  the  exact  fixation 
required  for  binocular  vision,  objects  are  seen 
double.  This  the  brain  wfill  not  tolerate  for  any 
length  of  time.  The  vision  of  the  squinting  e3'e 
is,  therefore,  suppressed  and  the  vision  of  that 
eye  rapidly  becomes  very  poor  simply  from  dis- 
use, just  as  a muscle  will  atrophy  if  not  used. 
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Such  an  eye  is  called  amblyopic  and  the  vision  is 
little  if  at  all  improved  by  the  glass  correcting  the 
refractive  error.  This  condition  persisting,  the 
balance  of  the  extraocular  muscles  is  changed,  the 
internus  of  the  squinting  eye  becoming  relatively 
strong  and  the  externus  weak. 

The  ideal  treatment  would,  of  course,  be  to 
reverse  this  process;  first,  by  a full  correction  of 
the  refractive  error  under  atropin;  second,  a 
restoration  of  sight  to  the  amblyopic  eye  by  en> 
forced  use,  by  placing  a pad  and  bandage  over  the 
good  eye,  and  later  atropin  used  in  good  eye ; then 
a training  of  the  weak  fusion  by  stereoscopic 
exercises,  etc.  Unfortunately  these  measures,  are 
of  no  avail  after  six  years  of  age,  except  in  very 
rare  instances,  and  fusion  training  is  difficult,  as 
it  is  almost  impossible  to  retain  the  attention  of 
the  child.  The  parents  also  desire  more  immediate 
results.  However,  these  methods  should  be  used 
in  selected  cases  up  to  six  years  of  age. 

I should  like  to  speak  at  this  time  of  the  opera- 
tion devised  by  Dr.  Robert  Reese  of  New  York. 
It  consists  briefly  in  a resection  (not  an  advance- 
ment) of  the  relatively  weak  muscle  combined 
with  a complete  central  tenotomy  of  the  opposing 
muscle.  I think  its  advantages  over  other  methods, 
particularly  in  this  class  of  cases,  are  very  great 
for  the  following  reasons: 

( 1 ) It  can  be  done  as  well  under  a general 
anesthetic  as  under  cocain,  the  rule  being  to  re- 
sect as  much  muscle  as  can  be  obtained,  and  there 
need  be  no  fear  of  an  overcorrection,  if  the  case 
be  looked  after  properly  following  the  operation. 

(2)  It  is  much  easier  to  do  than  an  advance- 
ment, and  there  is  no  danger  of  the  sutures  slip- 
ping and  the  muscle  falling  back. 

(3)  The  anatomic  relation  of  the  parts  is  not 
disturbed  and  the  same  operation  can  be  done  on 
the  same  eye  at  any  future  time  as  easily  as  the 
first  operation. 

I will  now  state  the  reasons  advanced  for  de- 
laying the  operation  until  the  age  of  twelve  or 
more,  as  recommended  by  Fuchs,  Worth  and  many 
other  authorities,  and  why  to  my  mind  these  rea- 
sons carry  no  weight. 

( 1 )  There  is  no  question  that  the  operation 
can  be  more  easily  done  under  cocain,  if  the  child 
be  not  frightened  and  he  can  assist  the  operator 
by  moving  the  eye,  etc.  However,  most  children 
are  so  badly  frightened  that  their  so-called  as- 
sistance is  more  a hindrance  than  a help ; also  it  is 


usually  impossible  to  abolish  all  pain  in  muscle 
operations  on  the  eye  by  cocain. 

(2)  The  more  accurate  adjustment  of  the  eye 
under  cocain,  the  eye  turning  out  and  up  under 
general  anesthesia.  This  would  be  a powerful 
argument,  if  the  immediate  result  of  a squint  were 
the  final  result.  This,  however,  is  rarely  so  and 
immediate  overcorrection  is  necessary,  always  in  a 
divergent  squint,  and  a slight  overcorrection  does 
no  harm  in  convergent  cases,  if  the  Reese  opera- 
tion be  done.  The  amount  of  this  cannot  be  meas- 
ured in  millimeters  but  is  the  result  of  experience 
and  practice,  as  is  the  case  in  any  plastic  work. 

(3)  The  greater  the  ability  of  the  child  ta 
stand  the  shock.  It  is  well  known  that  very  young 
children,  from  three  to  nine  years  of  age,  stand 
surgical  operations  better  than  those  who  are  about 
to  enter  on  the  cricital  period  of  puberty. 

(4)  The  hope  that  glasses  and  orthopic  train- 
ing may  overcome  the  squint.  This  rarely  hap- 
pens, due  largely  to  the  carelessness  or  impatience 
of  the  parents  and  the  strenuous  objection  of  the 
child.  The  parents  desire  more  immediate  results 
and,  if  they  are  not  obtained,  the  case  is  usually 
taken  to  some  one  else.  Even  if  these  measures 
were  of  avail,  as  they  are  to  a certain  extent,  the 
effects  are  much  better  and  more  rapidly  obtained, 
if  the  eyes  are  placed  by  an  operation  in  a more 
nearly  normal  position  before  such  training  is 
started. 

(5)  The  idea  too  often  given  the  parents  by 
the  family  physician  that  the  child  will  outgrow 
the  squint.  This  is  a fatal  mistake,  as  this  for- 
tunate accident  only  occurs  in  one  case  out  of  a 
thousand  and  even  in  this  case  the  eye  that  has 
turned  has  become  amblyopic,  and  the  time  for 
the  most  effective  work  is  passed. 

In  conclusion,  I will  reiterate  the  most  cogent 
reason  why,  to  my  mind,  the  child  should  be  oper- 
ated on  and  the  eye  at  least  approximately  straight- 
ened before  beginning  school,  that  is,  anytime  after 
five  years  of  age  if  a squint  persists.  The  ridicule 
which  any  bodily  deformity  in  a child  receives 
from  his  or  her  playmates  is  well  known.  No  one 
is  more  sensitive  to  ridicule  than  a young  child, 
and  the  effect  of  such  ridicule,  being  called  “cock- 
eye,” “squinty,”  etc.,  on  even  the  sweetest  dis- 
position is  really  disastrous;  in  fact,  a child’s  whole 
life  may  be  ruined  by  this  early  and  daily  torture 
at  the  most  sensitive  age.  Unquestionably  a 
child  who,  under  normal  conditions,  may  have 
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been  a pride  to  his  or  her  parents  and  to  the  com- 
munity, has  by  lack  of  proper  advice  and  attention 
not  only  become  useless  and  embittered  but  even 
in  some  cases  a dangerous  criminal.  I will  men- 
tion that  I have  operated  by  this  method,  under 
general  anesthesia,  on  over  forty  children  under 
nine  years  of  age  with  final  results  fully  as  good, 
if  not  better,  than  those  in  older  people  operated 
on  under  cocain. 


ULTIMATE  NERVOUS  RESULTS  OF 
ACUTE  ANGULATION  AND  FLEX- 
URE OF  THE  SIGMOID  AND  THE 
CONSEQUENT  FECAL  STASIS.  ECZE- 
MA IVIADIDANS.  REPORT  OF  EIGHT 
CASES.  (THIRD  SERIES).* 

By  W.  H.  Axtell,  A.  M.,  M.  D., 

BELLINGHAM,  WASH. 

The  cases  herein  reported,  with  but  a few  ex- 
ceptions, sought  relief  for  the  bowel  affections  and 
not  the  eczema  and  are  selected  from  a great 
number  to  represent  various  degrees  and  ages.  The 
results  are  indeed  remarkable. 

It  is  simply  astounding  how  great  the  variety 
and  how  severe  and  various  the  forms  of  nervous 
affections  resulting  from  enteroptosis,  acute  angu- 
lation and  flexure  of  the  sigmoid  and  fecal  stasis. 
It  is  likewise  appalling,  the  amount  of  inefficiency 
developed  in  the  individuals  suffering  from  these 
nervous  affections  and  the  monetary  loss  must  be 
enormous. 

At  the  meeting  of  this  association  in  1913  I re- 
ported the  nervous  end  results  of  400  cases  treated 
for  acute  angulation  of  the  sigmoid  and  fecal 
stasis.  The  following  is  the  classification  made  of 
those  400  cases; 

(a)  Severe  type:  (1)  Acute  mania,  four 

cases;  (2)  Epilepsy,  forty-two  cases;  (3)  Pseudo- 
typhoid, six  cases;  (4)  eczema,  five  cases. 

(b)  Moderately  severe  type:  (1)  Melan- 

cholia (all  types),  thirty-two  cases;  (2)  Chronic 
sciatica,  two  cases;  (3)  Chronic  lumbago,  two 
cases;  (4)  Corneal  ulcers  (trophic),  two  cases. 

(c)  Mild  type:  (1)  Headaches  (chronic), 

five  cases;  (2)  Apathetic,  neurasthenics,  etc.,  the 
balance  of  the  400. 

Since  then  I have  had  many  cases  to  add  to  sev- 
eral of  the  lists  mentioned. 

The  first  series  published  on  the  nervous  affec- 
tions resulting  from  bowel  disorders  was  the  re- 
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port  of  9 recoveries  out  of  44  private  cases  of 
epilepsy.  The  second  series  was  12  immediate 
recoveries  from  the  so-called  pseudo-typhoid  or 
copremia,  that  is,  those  borderline  cases  which  had 
been  treated  for  typhoid  fever  and  which  recovered 
immediately  upon  the  correction  of  the  existing 
colonic  defects  and  fecal  stasis.  This,  the  third 
series,  is  the  report  of  8 cases  of  eczema  madidans 
or  weeping  eczema  which  promptly  recovered  upon 
the  correction  of  the  above-mentioned  bowel 
troubles.  Barring  epilepsy,  I know  of  no  greater 
affliction  that  could  beset  individuals  than 
chronic,  W’eeping  eczema  with  all  of  its  hideous 
and  ever  present  moisture  and  scabs  and  the  still 
more  hideous  and  obnoxious  ointments  with  which 
we  are  wont  to  decorate  them.  Such  cases  are 
familiar  sights  on  the  streets,  bedecked  as  they 
are  with  water-  and  ointment-soaked  bandages. 

Cause.  The  cause  of  these  cases  of  skin  lesion 
is  doubtless  trophic  in  nature.  There  is  or  there 
seems  to  be  some  degenerative  changes  in  the 
terminal  endings,  in  the  skin,  of  the  nutritional 
nerves,  causing  nutritional  changes  in  the  skin. 
This  condition,  in  my  judgment,  is  largely  due  to 
infection  arising  from  the  bowel  conditions  found 
in  every  case.  At  any  rate  the  skin  lesion  promptly 
subsided  upon  the  relief  of  the  existing  colonic 
disorders  found  in  each  case.  I heard  from  none 
of  those  treated  any  fine-spun  or  hair-splitting  ar- 
guments as  to  what  caused  their  trouble  or  how 
or  where  they  got  it.  The  deliverance  from  their 
pitiable  plight  appealed  more  to  them  than  causes. 
The  fact  that  the  relief  of  the  intestinal  disorders 
automatically  caused  the  disappearance  of  the  skin 
lesions  is  pretty  conclusive  evidence  that  they  en- 
tered into  the  causative  factor.  Whether  the  pre- 
vailing fecal  stasis  caused  the  acute  angulation  and 
enteroptosis  or  vice  versa  is  also  immaterial. 

Treatment.  Of  the  cases  herein  reported  the 
first  four  were  above  the  age  of  70.  Each  had 
moist  eczema  covering  the  entire  body  from  the 
hair  line  on  the  head  to  the  toes;  case  4 had  in 
addition  forty  or  fifty  deep  abscesses,  the  discharge 
from  which  had  a distinct  fecal  odor.  He  also 
had  carcinoma  of  the  stomach  from  which  he  later 
died.  The  lesion  in  each  had  existed  for  eight 
years  or  more;  each  had  general  enteroptosis  and 
fecal  impaction  amounting  almost  to  obstruction. 
The  remaining  four  cases  had  the  skin  lesion  but 
in  lesser  degrees;  the  enteroptosis  and  stasis  were 
also  less  grave. 
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A uniform  line  of  treatment  was  used  in  all 
cases,  namely,  daily  enemas,  mild  laxatives,  diet 
and,  by  the  use  of  the  sigmoidoscope,  the  sigmoid 
was  elevated,  inflated,  and  all  ulcerations  treated. 
In  every  case  the  “weeping”  ceased  within  forty- 
eight  hours  and  within  two  w^eeks  the  desquama- 
tion was  complete.  In  two  cases  itching  on  some 
portion  of  the  body  persisted  for  several  months 
but  no  return  of  the  eczema.  All  local  applica- 
tions of  oily  substances  were  discontinued  and  in 
lieu  thereof,  where  there  appeared  skin  infection, 
hot  fomentations  of  water  were  used.  In  case  4 
the  abscesses  dried  up  and  disappeared  along  with 
the  eczematous  lesions. 

Conclusions.  ( 1 ) Gastrointestinal  disorders 
are  largely  responsible  for  most  cases  of  eczema, 
the  correction  of  which  will  cure  the  disease. 

(2)  As  a rule  we  are  careless  about  details 
and  do  not  persist  sufficiently  in  our  search  for 
the  real  exciting  causes  or  in  the  treatment.  We 
trust  statements  of  patients  too  much. 

(3)  About  90  per  cent,  of  the  literature  writ- 
ten about  eczema  can  be  eliminated  without  in 
any  way  crippling  the  profession,  and  about  90  per 
cent,  of  the  treatment  without  crippling  the  pa- 
tients. 

Case  1.  T.  C.,  male,  merchant,  age  73.  Moist 
eczema  for  over  eight  years.  The  whole  surface 
of  the  body  was  involved  except  the  head.  “Been 
everywhere,  tried  everything.”  Admitted  June 
26,  1911. 

General  gastroenteroptosis ; rectum  and  sigmoid 
impacted  to  point  of  obstruction ; sigmoid  deviated 
to  right,  prolapsed  and  angulated.  The  moisture 
from  the  skin  lesion  so  matted  the  underclothes 
and  bandages  that  they  were  with  difficulty  re- 
moved. Enema  of  glycerine  and  warm  water  re- 
moved quite  two  quarts  of  hard  foul  scybalae. 
Secretion  ceased  in  fort}f-eight  hours.  Desquama- 
tion was  complete  July  15,  but  itching  recurred 
on  both  ankles  for  over  a year.  The  treatment 
was  persisted  in  more  or  less  regularly  for  several 
months.  July  4,  1916,  patient  still  free  from 
eczema. 

Case  2.  D.  R.,  farmer,  male,  age  78.  Has 
had  eczema  for  ten  years.  For  many  years  has 
had  to  change  his  underwear  and  bandages  two 
and  three  times  daily ; has  tried  everything  with 
no  avail.  Admitted  February  21,  1912. 

Except  the  face  the  whole  body  is  covered  with 
one  great  coat  of  dry  and  hardened  serum ; rectum 
and  sigmoid  impacted  with  hardened  feces ; anus 
and  lower  rectum  patulous  and  evert  when  defecat- 
ing; sigmoid  very  large,  distended  and  angulated; 
general  gastroenteroptosis.  Enema  removed  large 
amount  of  foul  scybalae.  Enemas,  applications  and 


treatments  through  the  sigmoidoscope  were  con- 
tinued. Itching  ceased  immediately;  oozing  ceased 
in  two  days  and  desquamation  was  complete  April 
1.  October,  1915,  there  had  been  no  return  of 
the  eczema  except  a small  patch  on  the  chest  which 
disappeared  in  a few  da}'s  as  soon  as  colon  was 
emptied. 

Case  3.  F.  A.  A.,  male,  merchant,  age  73 ; an  old 
soldier.  Has  had  eczema  for  nine  years,  slight 
at  first  but  for  the  past  six  years  it  involved  the 
whole  body  except  the  head  and  face.  Clothing 
constantly  saturated.  Always  constipated  and 
always  had  a feeling  as  if  more  was  to  come.  Ad- 
mitted March  8,  1915. 

General  enteroptosis.  Condition  of  rectum,  sig- 
moid, colon  and  extent  of  eczema  the  same  as  in 
case  2.  Treatment  the  same.  March  15  oozing 
and  itching  disappeared  and  desquamation  almost 
complete.  July  7,  1916,  he  had  had  no  return  of 
the  affection. 

Case  4.  H.  B.,  laborer,  male,  age  71.  Has 
had  moist  eczema  for  seven  years,  involving  the 
whole  body.  Admitted  March  26,  1915. 

In  addition  to  the  eczema,  has  gastric  carci- 
noma, general  gastroenteroptosis,  multiple  ab- 
scesses over  the  buttocks  and  back.  The  skin  is 
thickened  and  horny.  The  scalp  denuded  of  hair. 
Rectal  and  colonic  conditions  same  as  the  above, 
except  he  had  in  addition  ulcerations  of  the  rectal 
mucous  membrane.  Treatment  the  same.  April 
10  itching  and  “weeping”  had  ceased  but  the 
horny  condition  remained.  He  died  in  December, 
1915,  from  the  carcinoma. 

Case  5.  E.  P.  B.,  male,  manufacturer,  age  46. 
Has  had  combined  moist  and  dry  eczema  for  20 
years;  eczema  of  hands  and  face  dry  and  scaly, 
while  that  of  the  body  moist  or  “weeping” ; has 
tried  all  kinds  of  treatment  without  benefit. 

Has  always  been  an  inordinate  and  hasty  eater. 
Always  constipated,  always  required  laxative,  oth- 
erwise healthy.  Admitted  April  18,  1914. 

Partial  enteroptosis  (mechanical),  sigmoid  im- 
pacted, angulated  and  partially  bound  down  by 
adhesions.  The  usual  line  of  treatment  for  the 
colonic  conditions  gave  prompt  relief  from  the 
eczema  madidans  and  itching.  Desquamation  on 
body  complete  in  ten  days.  The  eczema  of  the 
hands  and  face  improved  and  the  skin  became 
smoother  and  softer  but  still  persisted  after  three 
months  treatment;  no  itching,  how^ever. 

Case  6.  L.  G.,  male,  capitalist,  age  72.  Has 
had  moist  eczem.a  on  the  outer  aspects  of  both 
ankles  for  twelve  or  fourteen  years.  Admitted 
June  9,  1914.  The  same  general  enteroptosis, 
angulation  and  stasis  were  found  as  in  the  other 
cases.  Response  to  same  line  of  treatment  was 
both  prompt  and  permanent.  Had  slight  return 
in  Dec.,  1915,  and  upon  examination  the  fecal 
stasis  had  returned.  June  30,  1916,  he  was  en- 
tirely free. 
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Case  7.  W.  H.,  railroader,  age  32.  Has  had 
eczema  on  the  back  of  the  neck,  on  the  face  and 
hands  for  over  four  years.  Always  a hearty  and 
hasty  eater.  Very  irregular  with  meals  and  about 
bowel  movements.  Admitted  March  10,  1915. 

Skin  back  of  neck  very  thick,  raw  and  moist; 
each  cheek,  the  chin  and  front  of  neck,  and  the 
hands  covered  with  large  secreting  patches  and 
scabs.  Palms  of  hands  thickened,  parched  and 
cracked ; sigmoid  impacted  almost  to  obstruction ; 
in  two  motions  passed  almost  four  quarts  of  foul 
scybalae ; itching  and  oozing  ceased  within  ten 
days.  All  traces  eradicated  within  three  weeks 
except  on  palms  of  hands.  July  4,  1916,  there 
had  been  no  return  of  the  eczema  but  the  palms 


remained  rather  thick  and  dry  but  not  moist  or 
cracked. 

Case  8.  E.  M.  P.,  railroad  brakeman,  age  32 
Has  had  eczema  (moist)  on  the  back  of  the  hands, 
fore  arms  and  inner  thighs  five  years  and  the  dry 
cracked  palms  for  three.  Admitted  Aug.  28,  1915. 

Rectal,  sigmoidal  and  colonic  conditions  same 
as  in  case  7.  Same  treatment  advised.  Advised 
close-fitting  kid  gloves  for  palmar  eczema.  Saw 
this  case  but  once  but  a report  a few  weeks  later 
advised  me  that  all  but  the  palmar  eczema  had  been 
eradicated.  Both  this  and  case  7 use  the  hands 
on  the  cold  metal  brakes,  which  no  doubt  adds  to 
the  palmar  difficulties. 


VASCULAR  VERSUS  INTERSTITIAL  NEPHRITIS 

The  above  table  and  the  observations  recorded 
in  the  footnote  have  been  based  upon  a personal 
study  of  about  20,000  urines  (19,682  specimens  at 
the  time  of  writing)  which  were  not  norms,  but 
where  renal  disease  was  suspected. 

Avoid  the  diagnosis  of  interstitial  disease  where 
it  is  possible  to  diagnosticate  vascular  nephritis. 
Base  the  latter  decision  not  upon  the  blood  pres- 
sure readings,  but  upon  a series  of  uranalyses 
checked  by  the  symptomatology.  Attempt  if  pos- 
sible to  recognize  the  stage  which  I have  termed 
the  “crisis”  and  to  comprehend  its  meaning.  Avoid 
a prognostic  opinion  in  any  case  of  vascular  nephri- 
tis (except  perhaps  in  aged  persons  with  an  extend- 
ed history — but  even  here  I have  seen  a man  of  75 
recover  and  return  to  his  desk  for  two  more  years). 
Even  though  he  be  panting  and  nauseated,  even 
though  he  lie  in  coma  and  even  though  the  urine 
be  passed  by  the  cubic  centimeter  and  be  saturated 
with  albumin  or  loaded  with  casts,  or  be  passed 
not  at  all,  do  not  commit  yourself  to  an  opinion. 
Finally  it  does  seem  to  me  that  the  time  has  come 
when  most  cases  of  vascular  nephritis  should  be 
recognized  by  the  diagnostician  and  no  longer  con- 
fused with  interstitial  disease.  During  the  past 
years  the  laboratory  man  has  not  done  his  part, 
but  the  main  responsibility  has  fallen  upon  the 
blood  pressure  apparatus  and  the  prosector. — 
(Williams,  The  Archives  of  Diagnosis,  July,  1916). 


THE  TREATMENT  OF  GENITAL  TUBERCULO- 
SIS IN  THE  MALE 

1.  The  post-mortem  and  clinical  findings  show 
that  the  great  majority  of  cases  of  genital 
tuberculosis  have  active  tuberculosis  elsewhere  in 
the  body,  the  infection  in  the  genito-urinary  tuber- 
culosis being  a secondary  infection. 

2.  It  must  be  considered  that  the  majority  of 
cases  of  tubercular  epididymitis  have  tuberculosis 
of  the  vesicles  and  prostate  on  the  corresponding 
side,  whether  the  condition  can  be  demonstrable 
by  physical  examination  or  not. 

3.  Cases  of  genital  tuberculosis  often  have  asso- 
ciated tuberculosis  of  the  bladder  and  kidney,  and 
a cystoscopic  examination  with  catheterization  of 
the  ureter  should  be  a rotation  procedure,  in  each 
case,  before  the  possibility  of  such  associated  in- 
fection can  be  eliminated. 

4.  In  the  opinion  of  tjie  writer  the  best  treat- 
ment for  the  local  condition,  in  most  instances,  is 
to  remove  the  scrotal  focus  by  epididymectomy  or 
castration,  and  this  should  be  followed  by  injecting 
the  vas  with  a drachm  of  crude  carbolic  acid,  with 
the  hope  of  eradicating  the  disease  from  the  genital 
tract. 

5.  That  the  destruction  of  the  local  focus  by 
this  procedure  is  but  the  first  step  in  the  process 
of  immunizing  the  patient  against  fresh  outbreaks 
of  the  disease;  and  that  hygiene  and  tuberculin 
should  be  made  use  of  indefinitely,  as  they  serve 
further  to  aid,  in  a rational  way,  the  immunizing 
power  of  the  body  against  remaining  lesions. — 
(Cunningham.  Surgery,  Gynecology  and  Obstet- 
rics, Oct.,  1916). 
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THE  IDAHO  ANNUAL  MEETING. 
The  twenty-fourth  annual  meeting  of  the  Idaho 
State  Medical  Association  for  1916  will  be  held 
at  Twin  Falls  on  the  5th  and  6th  of  October. 
Those  who  have  been  in  the  habit  of  attending 
the  meetings  of  this  association  for  the  past  several 
years  will  need  no  appeal  to  be  present.  Twin 
Falls  is  a very  interesting  little  city,  situated  in  a 
very  interesting  part  of  the  state — a city  and 
district  well  worth  while  visiting.  The  South 
Side  Medical  Society,  in  conjunction  with  the 
profession  and  people  of  Twin  Falls,  are  making 
such  social  and  other  arrangements  as  will  insure 
a delightful  and  interesting  vacation  for  all  who 
attend.  It  will  be  noted  that  there  are  fewer 
papers  than  usual  this  year  but  this  only  means 
more  time  for  discussion  and  side-shows.  Twin 
Falls  has  ample  hotel  facilities  to  accommodate  all 
who  may  attend.  The  following  is  the  list  of 
papers  to  be  read  at  the  meeting; 

PROGRAM. 

First  Day,  Thursday,  10  A.  M. 

1.  President’s  Address.  Truman  O.  Boyd,  Twin 

Falls. 

2.  The  Country  Physician  and  Some  of  His  Prob- 

lems. G.  W.  States,  Preston. 

Discussion  opened  by  A.  O.  F.  Neilson,  Oakley. 

3.  Treatment  of  Tuberculous  Glands.  Chas.  V. 

Genoway,  Boise. 

Discussion  opened  by  R.  H.  Wright,  Hailey. 

4.  Personal  Experiences  with  Nitrous  Oxide- 

Oxygen  Analgesia  in  Obstetrics.  O.  A.  Jef- 
freys, Hagerman. 

5.  Twilight  Sleep,  Conclusions  After  Nine  Years’ 

Use.  Curtis  Bland,  Preston. 

Discussion  on  last  two  papers  to  be  opened  by 
H.  A.  Castle,  Pocatello;  J.  M.  Taylor,  Boise. 

6.  Indications  and  Contraindications  for  Chole- 

cystectomy. M.  H.  Tallman,  Boise. 

Discussion  opened  by  J.  C.  Joyce,  Portland. 

7.  The  Physician  as  a Business  Man.  S.  J.  Miller, 

Caldwell. 

Discussion  opened  by  O.  B.  Steely,  Pocatello. 

8.  Fevers.  H.  Goodfriend,  Boise. 

Discussion  opened  by  J.  C.  Patterson,  Burley. 

Second  Day,  Friday,  9:30  A.  M. 

9.  On  the  Clinical  Application  of  the  Newer  Meth- 

ods of  the  Treatment  of  Diabetes  Mellitus. 
Noble  Wiley  J'ones,  Portland. 

Discussion  opened  by  D.  L.  Alexander,  Twin  Falls. 

10.  Conservative  Treatment  of  Convergent  Stra- 
bismus. J.  Clothier,  Pocatello. 


Discussion  opened  by  G.  H.  Caldwell,  Twin  Falls. 

11.  Some  Phases  of  Tuberculosis.  J.  E.  White, 
Twin  Falls. 

Discussion  opened  by  W.  F.  Pike,  Twin  Palls. 

12.  Children  — Conveniently  Overlooked.  F.  M. 
Sprague,  Pocatello. 

Discussion  opened  by  E.  O.  Woods,  Twin  Falls. 

13.  Infantile  Paralysis.  E.  E.  Laubaugh,  State 
Bacteriologist,  Boise. 

Discussion  opened  by  A.  F.  McClusky,  Buhl. 

14.  Needed  Medical  Legislation. 

Discussion  opened  by  W.  P.  Howard,  Pocatello; 
G.  R.  Proctor,  Grandview;  R.  J.  Smith,  Ban- 
croft; C.  S.  Moody,  Hope;  Ed.  E.  Maxey, 
Boise. 


LAST  MONTH’S  PORTLAND  MEETING. 

The  annual  meeting  of  the  Oregon  State  Med- 
ical Association  at  Portland  last  month  was  one 
of  the  usually  pleasing  and  satisfactory  gather- 
ings held  in  that  city.  That  it  was  not  as  well 
attended  as  the  merits  of  the  program  warranted 
was  due  to  insufficient  advertising,  due  to  circum- 
stances which  were  unavoidable.  The  call  of 
troops  to  the  Mexican  border  took  away  the  Sec- 
retary at  a time  when  he  was  planning  the  meet- 
ing. After  some  delay  a meeting  of  the  council 
of  the  State  Association  was  called,  at  which  Dr. 
C.  S.  White  was  appointed  Secretary,  who  imme- 
diately became  active  and  arranged  the  program. 
The  constitution  and  by-laws  of  the  association 
require  that  the  program  shall  be  completed  and 
mailed  to  members  thirty  days  in  advance  of  the 
meeting,  but  it  was  too  late  to  attend  to  this 
detail.  In  lieu  thereof,  the  Secretary  sent  out  a 
preliminary  notice  to  the  members  of  the  associa- 
tion. This,  however,  w^as  apparently  overlooked 
by  many.  The  program  itself  was  printed  only 
a few  days  before  the  meeting  and  then  only  as  a 
result  of  strenuous  activity  on  the  part  of  the 
Secretary.  Though  the  attendance  was  small,  the 
interest  in  the  papers  was  keen  and  good  discus- 
sions followed  each  paper.  The  short  program 
again  commended  itself  to  the  members.  A few 
papers  well  discussed  are  always  of  greater  interest 
than  many  hastily  read  and  insufficiently  digested. 
Program  makers  are  gradually  learning  to  appre- 
ciate the  merit  of  short  programs  and  in  this  in- 
stance an  example  was  set  by  the  State  Association 
which  may  well  be  imitated  at  future  meetings. 

The  paper  on  The  State’s  Wards,  by  Dr.  Cald- 
well, and  the  subsequent  discussion  emphasized 
the  fact  that  the  deplorable  increase  in  defectives, 
which  has  received  so  much  publicity  in  recent 
years,  cannot  be  controlled  by  surgical  procedure. 
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advocated  so  enthusiastically  a few  years  ago.  The 
only  logical  hope  for  relief  along  this  line  is  to  be 
found  in  segregation.  Dr.  Pettit’s  paper  on  Treat- 
ment of  Gall-Bladder  Disease  introduced  general 
discussion  on  the  much  debated  topic  of  drainage 
versus  cholecystectomy.  Opinions  were  so  evenly 
divided  that  a listener  could  but  conclude  that  the 
operator  would  be  about  equally  safe  in  taking 
his  choice  of  either  procedure.  An  interesting 
discussion  followed  Dr.  Browning’s  paper  on  Ni- 
trous Oxide  and  Oxygen  Anesthesia.  The  general 
conclusion  seemed  to  be  that  for  safety  and  general 
satisfaction  this  is  the  preferred  form  of  anesthe- 
sia, provided  it  is  administered  by  an  expert.  The 
indication  seemed  to  be  that  such  an  expert  is 
needed  in  every  city  for  the  administration  of  this 
form  of  anesthetic. 

The  Portland  physicians  gave  a demonstration 
of  their  customary  delightful  form  of  hospitality 
which  alwa3's  makes  a visit  to  that  city  such  a 
pleasure.  The  banquet  on  the  evening  of  the 
second  day  gave  the  physicians  of  Portland  and  the 
representatives  of  other  cities  the  opportunity  for 
a happy  social  gathering  which  will  be  retained  as 
a fond  remembrance  of  the  meeting.  Bishop 
Sumner,  Mr.  James  B.  Kerr,  of  the  Portland 
bar,  and  Mr.  C.  S.  Jackson,  editor  of  the 
Daily  Journal,  were  the  speakers.  A most  at- 
tractive feature  of  the  program  was  Saturday’s 
excursion  on  the  famed  Columbia  Highway.  This 
road,  with  its  scenic  attractions,  is  unexcelled 
am.ong  the  good  roads  of  the  nation.  It  was  a 
source  of  regret  to  every  physician,  who  was  unable 
to  remain  for  the  automobile  drive  of  this  day, 
that  he  should  miss  the  opportunity  of  inspecting 
this  great  work  of  construction. 


THE  UTAH  ANNUAL  MEETING. 

The  twenty-second  annual  meeting  of  the  Utah 
State  Medical  Association  was  in  every  way  a suc- 
cessful and  profitable  one.  The  sessions  were  well 
attended,  especially  by  the  out-of-town  men.  In 
former  years  meetings  were  held  at  various  points 
in  the  state  but  recently  a tendency  has  been  mani- 
fested to  hold  all  of  them  in  Salt  Lake  City,  where 
the  last  four  have  been  held.  Considerable  work 
was  crowded  into  the  three  sessions  and  very  little 
time  was  left  for  recreation.  The  usual  “get 
acquainted”  banquet  was  held  at  the  Hotel  Utah 
on  the  evening  of  the  first  day,  when  nearly  one 
hundred  guests  were  present.  The  Secretary’s 


report  called  attention  to  the  fact  that  at  nearly 
every  meeting  of  the  legislature  an  endeavor  to 
lower  the  standard  of  medical  education  has  been 
made  and  that  the  coming  session  of  the  legislature 
will  probably  be  no  exception.  Utah  is  justly 
famous  for  the  standing  of  her  schools  which  has 
only  been  attained  by  constant  work  and  endeavor. 
To  low’er  the  standard  of  medical  education  w'ould 
be  a distinct  blow  that  would  react  in  only  one 
way — on  the  sick.  If  it  takes  any  less  knowdedge 
to  diagnose  an  obscure  illness  as  the  world  grows 
older,  then  surely  the  profession  of  medicine  is  the 
only  one  in  which  advance  is  not  necessary. 


THE  DRUGLESS  HEALERS  PRACTICE 
ACT. 

At  the  last  session  of  the  Washington  Legisla- 
ture a bill  passed  both  houses  to  legalize  the  prac- 
tice of  drugless  healers  and  to  establish  a special 
examining  board  for  the  granting  of  licenses.  It 
obtained  a good  majority  in  each  branch  of  the 
Legislature,  supported  by  a thoroly  organized 
propaganda,  showing  it  was  supported  by  some 
powerful  and  effective  influence.  It  was  later 
vetoed  by  Governor  Lister  and,  therefore,  will 
come  up  for  consideration  at  the  next  session  of 
the  Legislature.  This  measure  w’as  opposed  by 
the  medical  profession  tw’O  years  ago  and  will  meet 
their  opposition  at  this  time.  A misconception 
exists  in  the  minds  of  the  supporters  of  this  act  as 
well  as  a large  portion  of  the  general  public  as  to 
the  reason  for  this  opposition.  The  objection  to 
the  measure  lies  not  in_hostility  to  the  individual 
drugless  practitioner  nor  from  a desire  to  eliminate 
him  from  the  -state,  altho  this  opinion  seems  more 
or  less  to  prevail. 

For  many  years  successful  efforts  have  been 
made  to  elevate  the  standard  and  requirements  in 
Washington  on  the  part  of  those  who  treat  the 
sick,  until  at  present  we  have  what  is  widely  rec- 
ognized as  one  of  the  fairest  and  most  compre- 
hensive medical  practice  act  in  existence.  Pro- 
vided an  individual  is  properly  educated  in  the 
fundamental  branches  pertaining  to  the  human 
body  in  health  and  disease  and  can  dem.onstrate 
this  fact,  he  should  be  allowed  to  practise  in  any 
manner  which  he  considers  most  useful  for  his 
patient.  This  is  the  position  maintained  by  the 
Washington  medical  law.  No  one  has  a right  to 
attempt  to  treat  a sick  person  who  is  not  familiar 
with  anatomy,  phj^siology,  histology,  pathology. 
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bacteriology,  hygiene,  and  subjects  allied  to  these. 
The  existing  act  simply  requires  the  applicant 
to  pass  a certain  examination  in  these  branches, 
whether  he  be  a doctor  of  medicine,  doctor  of  os- 
teopathy, chiropractor,  or  representative  of  any 
other  cult.  The  law  should  not  permit  him  to 
practise  on  the  sick  without  a knowledge  in  these 
fundamental  branches.  The  drugless  healers’  bill 
as  it  passed  at  the  last  session  of  the  Legislature 
was  nothing  more  nor  less  than  an  effort  to  legal- 
ize the  practice  of  a group  of  men  and  women  who 
do  not  possess  this  requisite  knowledge.  This  is 
the  reason  for  the  opposition  of  the  medical  profes- 
sion as  well  as  the  osteopaths  to  this  sort  of  legis- 
lation. 

During  the  years  that  the  existing  medical  prac- 
tice act  has  been  in  force  it  has  been  administered 
with  justice  to  the  satisfaction  of  the  physicians 
and  osteopaths  who  have  come  under  its  jurisdic- 
tion. It  also  provides  for  the  examination  and 
licensing  of  everyone  who  would  come  under  the 
jurisdiction  of  this  drugless  healers  act.  Why 
should  not  provision  be  made  to  grant  this  body  of 
practitioners  a representative  on  the  present  ex- 
amining board?  Thus  they  would  receive  the 
same  treatment  as  all  other  practitioners  in  the 
state.  If  they  are  possessed  of  the  necessary  knowl- 
edge to  be  legalized,  they  should  have  no  objection 
to  demonstrating  it  in  the  same  manner  as  other 
legalized  practitioners.  This  aspect  of  the  situa- 
tion should  be  presented  early  and  late  to  existing 
and  prospective  legislators.  The  w^elfare  of  the 
citizens  of  this  state  demand  that  a lowering  of 
the  existing  standards  should  be  prevented.  The 
true  situation  as  above  outlined  ought  to  receive 
the  same  publicity  as  is  being  presented  thruout 
the  state  by  the  drugless  healers’  propaganda  which 
is  seeking  public  sympathy  under  the  guise  of  per- 
secution and  suppression  by  the  medical  profession. 


SOCIETY  OF  GENERAL  PRACTITION- 
ERS. 

Since  the  earliest  days  of  medical  practice  the. 
general  practitioner  has  formed  the  back-bone  of 
the  medical  profession.  Within  the  memory  of 
the  present  generation  of  physicians,  however, 
specialism  has  been  developed  to  its  fullest  extent. 
So  thoroly  and  complete  has  this  development 
becoWie  that  now-a-days  the  first  question  asked  a 
physician  is,  what  is  your  specialty?  If,  perchance, 
he  admits  no  special  line  but  states  he  is  in  gen- 


eral practice,  the  chances  are  he  will  drop  a peg 
in  the  estimation  of  the  questioner,  and  yet  the 
fact  remains  today  that  the  mass  of  practitioners 
in  this  country  are  composed  of  those  in  general 
practice,  and  this  condition  w'ill  probably  continue 
indefinitely.  Without  intending  any  invidious  state- 
ment, it  is  true  that  the  specialist,  oftentimes  by 
suggestion  or  otherwuse,  is  apt  to  cast  reflection 
upon  the  capability  or  efficiency  of  the  general  prac- 
titioner. Is  it  strange,  therefore,  that  in  time 
the  worm  may  turn?  This  is  one  explanation  for 
the  proposed  establishment  of  The  American  Soci- 
ety of  General  Practitioners.  This  suggestion, 
how^ever,  seems  to  have  encountered  the  strenuous 
opposition  of  some  of  the  specialists  in  the  east. 
The  Medical  Times  takes  the  matter  considerably 
to  heart  and  expresses  its  view’s  quite  vigorously 
on  the  subject  as  follows: 

“Since  time  immemorial  the  general  practitioner, 
acting  conscientiously  and  ethically,  has  referred 
suitable  cases  to  the  specialist.  He  has  done  this 
with  the  utmost  consistency  and  regularity.  He 
has  always  supposed,  if  he  ever  thought  at  all  about 
the  matter,  that  the  specialist  would  be  about  the 
last  man  in  the  community  to  vilify  him  as  incom- 
petent or  W'Orse.  But  now^  for  some  time  the 
general  practitioner  has  found  himself  the  victim 
of  the  most  offensive  abuse,  coming  from  the  very 
men  wdth  whom  he  for  so  long  sustained  the  most 
hopeful  relations.  He  has  also  noted  the  inaugu- 
ration of  pay  clinics  on  the  part  of  his  erstwhile 
associates,  and  he  has  been  grieved  to  find  the  insti- 
tution of  such  clinics  made  the  occasion  for  further 
attacks  upon  his  competence  and  honesty.” 

Whether  or  not  it  may  be  wise  to  multiply  the 
excess  of  medical  societies  of  the  country  is  a 
matter  which  we  cannot  determine.  At  the  same 
time  this  proposed  new  organization  has  some 
features  which  appeal  to  the  ordinary  reader.  It 
might  be  of  advantage  to  the  profession  at  large 
if  the  hitherto  neglected  mass  of  general  practi- 
tioners w’ere  brought  into  a somewhat  closer  alli- 
ance. The  Medical  Tunes  thus  concludes  its  out- 
burst of  enthusiasm  for  the  new  society: 

“Such  a guild,  if  organized  now,  would  put  us 
in  the  best  possible  position  to  deal  summarily  w ith 
the  sociologists,  philanthropists  and  legislators  w'ho 
are  bent  upon  conscripting  us  to  play  parts  in  the 
screaming  farce  of  palliative  charity.  Preparedness 
is  in  the  air.” 

CONSERVATION  OF  VISION. 

In  1913  the  American  Medical  Association  be- 
gan its  propaganda  for  the  conservation  of  vision, 
with  Dr.  Frank  Alport  as  chairman  of  the  na- 


October,  1916. 


IiDITORIAL 


343 


tional  committee.  The  purposes  of  the  propa- 
ganda are:  H)  eliciting  co-operation  of  medical 
men  generally  in  the  movement,  (2)  passage  of 
local  measures  relative  to  the  systematic  exami- 
nation of  school  children’s  eyes,  ears,  noses  and 
throats,  (3)  passage  of  state  laws  concerning 
ophthalmia  neonatorum,  trachoma,  wood-alcohol 
and  tobacco,  and  shop  accidents,  (4)  securing  the 
teaching  of  conservation  of  vision  in  all  normal 
schools,  (5)  organizing  state  associations  for  con- 
servation of  vision,  (6)  offering  signed,  and  un- 
signed articles  to  the  lay  press  relative  to  the  sub- 
ject, (7)  encouraging  medical  men  to  deliver 
conservation  lectures  before  community  gatherings. 
The  report  for  the  first  two  years  showed  that 
thirty-two  states  had  adopted  the  idea;  1859  lec- 
tures were  delivered  to  audiences  estimated  at 
190,089  people.  Over  five  thousand  pamphlets 
were  distributed  and  probably  1,000,000  readers 
were  reached  through  the  lay  press.  Laws  con- 
cerning the  examination  of  the  eyes,  ears,  noses 
and  throats  of  school  children  were  enforced  in 
seventeen  states. 

The  Washington  State  Medical  Association’s 
committee  on  the  conservation  of  vision  consists 
of  Drs.  J.  M.  Semple,  Spokane,  president  ex- 
officio;  Hamilton  Stillson,  Seattle,  chairman;  F. 
G.  Sprowl,  Spokane;  P.  B.  Wing,  Tacoma.  The 
*A.  M.  A.  committee  consists  of  Drs.  Hamilton 
Stillson,  chairman ; A.  G.  Greenstreet,  R.  W. 
Perry,  David  DeBerk,  Copeland  Plummer,  F.  W. 
Adams,  A.  F.  Mattice,  Lilian  C.  Irwin,  D.  G. 
Hall,  University  of  Washington,  T.  D.  Tuttle, 
secretary  State  Board  of  Plealth ; Maybelle  Park, 
Federated  Women’s  Clubs;  Mrs.  H.  H.  Canfield, 
President  Parent-Teachers’  Association ; Dr.  I. 
C.  Browm,  Medical  Superintendent  Public  Schools, 
all  of  Seattle;  Drs.  W.  G.  Cameron  and  E.  C. 
Wheeler,  Tacoma;  H.  P.  Findley  and  N.  H. 
Goodenow’,  Everett;  S.  J.  Torney  and  S.  S.  Howe, 
Bellingham;  W.  Y.  Croxall,  Aberdeen;  F.  G. 
Sprowl  and  R.  A.  Greene,  Spokane ; J.  A.  Mahan, 
Ellensburg;  Frank  E.  Chase  and  J.  B.  Thomp- 
son, North  Yakima.  The  work  in  Washington, 
and  especially  in  Seattle,  is  highly  efficacious.  The 
measures  adopted  by  the  University  of  Washing- 
ton and  the  Seattle  public  schools  are  used  as  mod- 
els by  other  cities  for  the  conservation  of  vision. 
Since  January  about  seventy  lectures  have  been  de- 
livered to  various  community  gatherings,  the  audi- 
ences being  estimated  at  over  10,000.  Most  of 


this  work  has  been  done  by  Drs.  Hall  and  Brown, 
The  members  of  the  committee  are  using  their 
influence  for  the  passage  of  the  forthcoming  Mid- 
wife Bill,  the  Medical  Inspection  Bill,  and  the 
Safeguard  Bill.  Let  us  have  the  active  co-opera- 
tion of  all  medical  men  in  this  humanitarian  work. 


POLIOMYELITIS  IN  THE  PACIFIC 
NORTHWEST. 

Poliomyelitis  is  undoubtedly  with  us.  An  edi- 
torial in  our  August  number  expressed  with  some 
doubt  the  opinion  that  it  would  probably  pass  us 
by  this  year.  That  opinion,  which  was  really 
more  the  expression  of  a hope,  has  proven  wrong. 
As  this  is  written  four  cases  have  been  reported  in 
Portland  and  one  in  Oregon  City,  and  the  writer 
know's  not  how  many  others  from  other  sections 
of  the  country.  The  Oregon  cases,  while  unmis- 
takable, are  singularly  mild.  In  all  five  the  patients 
were  ill  and  fretful  for  two  or  three  days,  com- 
plaining of  pain  which  was  either  vague  or  was 
located  in  the  back  and  legs.  After  this  the 
paralysis  was  usually  detected  by  the  parents.  In 
four  of  the  cases  the  patient  has  one  leg  only 
paralyzed,  in  the  fifth  only  one  arm.  In  every 
respect,  how'ever,  the  cases  are  classic  and  typical 
of  the  milder  type  of  poliomyelitis.  The  very 
mildness  of  the  disease  suggests  the  possibility,  if 
not  the  probability,  that  it  may  be  more  widely 
prevalent.  It  is  these  mild  cases  which  are  thought 
by  many  to  spread  the  infection,  because  they  are 
so  often  unidentified.  Also,  it  is  these  which  oc- 
casionally cause  disputes.  However,  in  every  one 
of  these  five  cases  the  diagnosis  was  first  made  by 
the  attending  physician,  confirmed  by  the  local 
health  officer,  and  visited  in  addition  by  from  one 
to  three  disinterested  physicians,  with  unanimous 
opinions  as  to  the  accuracy  of  the  original  diag- 
nosis. Physicians  thruout  the  Northwest  are  urged 
to  be  on  the  lookout  for  the  disease  and  so  to 
permit  of  early  quarantine.  There  is  every  reason 
to  hope  that  the  epidemic  will  be  mild,  not  only  in 
quality  but  in  quantity.  The  seasonal  lateness 
of  its  appearance  argues  in  favor  of  early  disap- 
pearance. May  this  hope  and  prognostication 
prove  correct. 


THE  ASSOCIATION  FOR  THE  STUDY 
OF  THE  INTERNAL  SECRETIONS. 
This  is  the  day  for  close  association  of  men 
interested  in  the  same  line  of  thought  or  practice. 
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In  no  profession  is  the  formation  of  new  societies 
more  frequent  than  among  physicians.  One  of 
the  latest  is  that  which  brings  together  the  phy- 
sicians from  all  parts  of  the  country  who  are  in- 
terested in  the  study  of  the  ductless  glands  and 
the  internal  secretions.  An  association  for  this 
line  of  study  has  recently  been  inaugurated  with 
the  hope  of  correlating  the  work  of  physicians  and 
other  students  of  this  phase  of  medicine  in  different 
parts  of  the  world.  It  is  expected  by  this  means 
to  advance  the  present  knowledge  of  this  inter- 
esting subject.  The  charter  membership  includes 
nearly  three  hundred  ph}^sicians  in  every  branch 
of  medical  practice,  and  many  laboratory  workers 
interested  in  the  fascinating  mysteries  of  this  field. 
The  secretary  of  the  association  is  Dr.  Henry  R. 
Harrower,  of  Los  Angeles,  from  whom  informa- 
tion can  be  obtained  regarding  the  new  society. 
The  first  issue  of  The  Link  has  been  published, 
which  is  to  be  the  journal  for  distribution  among 
the  m.embers  and  the  means  of  conveying  the  latest 
information  on  this  interesting  branch  of  medicine. 


OUR  MEDICAL  DIRECTORY. 

We  wish  to  call  attention  to  the  Directory  of 
Medical  Societies  w’hich  we  have  always  carried 
in  this  journal.  We  have  recently  received  several 
criticisms  from  different  sources,  pointing  out  many 
inaccuracies  recorded  from  various  societies.  It 
is  our  aim  to  keep  this  up  to  date  but  to  accomplish 
this  we  find  it  necessary  to  depend  entirely  upon 
information  obtained  from  the  different  state  and 
county  societies.  Therefore,  we  take  this  occasion 
to  request  that  correct  data  as  to  officers,  dates  and 
places  of  meetings  be  sent  us  whenever  changes 
occur.  We  will  gladly  correct  any  errors  in  the 
existing  director^'  as  soon  as  w^e  receive  notice  of 
them. 

MEDICAL  NOTES 

OREGON. 

New  Secretary  of  the  State  Medical  Association, 
('larence  J.  McCusker,  B.  S.,  M.  D.,  the  new  secre- 
tary, has  achieved  a notable  success  during  the  past 
tijree  years  as  Secretary  of  the  Portland  Academy 
of  Medicine.  As  a direct  result  of  this  he  was  in- 
duced to  take  up  the  secretarial  work  of  the  state 
association.  He  has  practised  medicine  in  Portland 
since  1905.  He  is  a graduate  of  Rush  Medical 
College,  1893,  and  practises  general  medicine  with 
a leaning  toward  obstetrics,  of  which  he  is  assistant 
professor  in  the  Medical  School  of  the  University 
o*"  Oregon.  He  is  industrious  and  genial,  well  liked 
bj  all  who  know  him,  and  his  election  as  secretary 
v;ill  make  for  an  active  and  energetic  association. 


CLARENCE  J.  McCUSKER,  M.  D. 

Newly  Elected  Officers.  At  the  recent  meeting  of 
the  Oregon  State  Medical  Association,  the  fol- 
lowing officers  were  elected;  President,  R.  C. 
Yenney,  Portland;  first  vice-president,  Leo  Chilton, 
Canyon  City;  second  vice-president,  Everett  Min- 
gus, Marshfield;  third  vice-president,  W.  E.  John- 
son, Corvallis;  secretary,  C.  T.  McCusker,  Portland; 
treasurer,  Katherine  Manion,  Portland. 

White  Shield  Hospital.  The  contract  has  been 
awarded  for  the  thirty  thousand  dollar  White* 
Shield  hospital,  in  Portland,  on  a four  acre  tract 
purchased  by  funds  provided  by  the  will  of  the 
late  E.  Henry  Wemme.  Work  has  already  been 
commenced  and  the  building  will  be  ready  for 
occupancy  in  about  four  months. 

Dr.  G.  F.  Fanning  has  located  in  Wendling,  where 
he  will  take  the  place  of  Dr.  E.  O.  Patterson,  who 
has  located  in  Sutherlin. 


WASHINGTON. 

New  Orthopedic  Hospital.  Spokane  is  to  have  a 
modern  orthopedic  hospital  if  the  plans  of  a cam- 
paign started  by  Mr.  A.  V.  Bradrick  are  success- 
ful. It  is  expected  to  raise  two  hundred  and  fifty 
thousand  dollars  for  addition  to  the  Deaconess 
Hospital,  which  will  be  used  for  the  care  of 
crippled  children.  Mr.  Bradrick  hopes  to  have  this 
one  of  the  most  up-to-date  and  complete  orthopedic 
institutions  in  the  Northwest. 

Another  Tuberculosis  Sanatorium.  At  the  pri- 
mary election  last  month  the  citizens  of  Sno- 
homish county  voted  on  an  appropriation  of  $30,000 
for  construction  of  a tuberculosis  sanatorium.  It 
was  carried  by  a three  to  one  majority.  Construc- 
tion on  the  building  will  soon  begin  as  ground  for 
i,  has  already  been  secured. 
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Transfer  of  Hospital.  Dr.  F.  J.  Patrick  has  pur- 
chased the  Harrington  hospital.  Dr.  E.  E.  Langley, 
the  former  owner,  has  left  for  a course  of  post- 
graduate study  in  the  Bast,  after  which  he  will 
locate  in  Spokane. 

New  Catholic  Hospital.  Pasco  is  soon  to  have 
a hospital.  A two-story  concrete  hotel  of  that 
place  being  now  under  a course  of  remodeling,  for 
the  Sisters  of  the  Order  of  St.  Joseph. 

Another  New  Hospital.  A general  hospital  has 
been  opened  at  Chewelah  by  Mrs.  Fred  Jetter  wno 
will  have  charge  of  the  institution. 

Infantile  Paralysis.  Several  cases  of  infantile 
paralysis  have  been  reported  throughout  the  state. 
There  are  not  more,  however,  than  are  usual  by 
this  time  of  the  year  and,  if  it  were  not  for  the 
presence  of  the  epidemic  in  the  East,  it  would 
cause  no  comment.  Some  schools  have  been  closed 
in  consequence  and  thoro  fumigation  instituted. 

Appointed  to  Fort  Lawton.  Dr.  R.  L.  Waugh, 
of  Seattle,  has  been  appointed  first  lieutenant. 
Medical  Reserve  Corps,  and  ordered  to  Fort  Law- 
ton  to  relieve  Dr.  F.  F.  Hyde  now  serving  in  that 
position. 

Jumped  His  Bail.  Dr.  John  Reitz,  of  Tacoma, 
who  was  arrested  for  the  illegal  selling  of  whiskey 
contributed  the  sum  of  $100  to  the  city  funds, 
v/hich  he  had  deposited  for  bail,  when  he  failed 
tc  appear  in  the  police  court. 

Absence  of  Health  Officer.  During  the  absence 
of  Dr.  B.  S.  Cerswell,  of  North  Yakima,  the  coun- 
ty health  work  has  been  done  by  Dr.  O.  G.  Burgess 
and  the  city  health  work  by  Dr.  V.  H.  Robinson. 

Dr.  M.  A.  West,  formerly  of  Winona,  has  located 
at  Cheney,  where  he  has  taken  the  practice  of 
Dr.  J.  F.  Edwards. 

Dr.  A.  R.  Gould,  of  Kent,  has  gone  East  for  a 
course  of  postgraduate  study. 


OBITUARIES. 

Dr.  Geo.,  V.  Calhoun  died  Sept.  16,  at  Seattle, 
Wash.,  from  arteriosclerosis.  He  was  born  at 
Hopewell,  New  Brunswick,  in  1837.  He  obtained 
his  medical  degree  from  Glasgow  University,  Scot- 
land, in  1862.  Returning  to  the  United  States  he 
served  as  a surgeon  in  the  Civil  War  from  1864  to 
the  end  of  the  war.  In  1865  he  went  to  Port  An- 
geles, Wash.,  to  serve  in  the  United  States  Marine 
Hospital  Service.  In  1867  the  hospital  was  removed 
to  Port  Townsend,  where  he  continued  in  charge 
of  it  until  1876.  In  that  year  he  settled  for  prac- 
tice in  Seattle,  and  went  from  there  to  La  Conner 
in  1879.  In  1896  he  again  returned  to  Seattle,  con- 
tinuing in  active  practice  until  1899,  when  he 
retired.  During  his  long  life  he  displayed  great 
activity  in  various  lines  of  work.  He  was  a mem- 
ber of  the  Territorial  Legislature  in  1872.  In 


1889  he  was  the  chairman  of  the  Republican  State 
Convention  at  Spokane.  He  was  presidential 
elector  in  1892,  and  in  1896  he  managed  Senator 
Squire’s  campaign  for  re-election  to  the  United 
States  Senate.  In  1893  he  served  as  commissioner 
for  Washington  at  the  World’s  Fair  at  Chicago. 
In  1878  he  was  appointed  Regent  for  the  University 
of  Washington.  He  was  a member  of  the  first 
State  Medical  Examining  Board,  appointed  in  1890. 
He  had  many  warm  friends  throughout  the  state 
of  Washington,  and  was  held  in  high  esteem  for 
his  many  lovable  qualities. 

Dr.  Walter  Gellhorn,  of  Seattle,  Wash.,  died  at 
the  prisoners  of  war  camp  at  Stobs,  Scotland,  June 
11,  1916,  from  an  over  dose  of  morphin,  taken  dur- 
ing a period  of  melancholly.  He  was  born  in  Ohlau, 
Germany,  in  1877.  After  receiving  the  usual  class- 
ical education  in  a so-called  gymnasium,  he  went 
into  business  for  two  years.  From  1899  to  1905  he 
attended  the  universities  of  Munich,  Erlangen  and 
Breslau  and  finally  took  his  degree  of  M.  D.  from 
the  University  of  Munich.  In  1905  he  become 
assistant  in  physiologic  chemistry  at  the  Univer- 
sity of  Erlangen.  In  1906  he  was  assistant  to  Pro- 
fessor Baginsky  in  one  of  the  municipal  hospitals 
for  children  in  Berlin  and  later  accepted  a position 
as  assistant  superintendent  in  a pediatric  hospital 
ir  the  mining  district  in  Westphalia.  In  1908  he 
did  postgraduate  work  with  Professor  Knoepf- 
elmacher,  in  Vienna,  and  later  in  the  same  year, 
upon  his  arrival  in  the  United  States,  familiarized 
himself  with  American  methods  by  studying  sev- 
eral months  with  Dr.  Rotch,  of  Boston.  After  a 
short  sojourn  in  St.  Louis  and  Kansas  City,  he 
took  up  his  residence  in  Seattle,  in  1909,  his  prac- 
tice being  limited  to  pediatrics.  He  had  served  in 
the  German  army  and  held  the  rank  of  First  Lieu- 
tenant in  the  Medical  Reserve  Corps.  After  defi- 
nitely deciding  to  make  his  home  in  this  country 
he  resigned  his  commission  in  the  German  army 
and  took  out  his  first  naturalization  papers  In  1913. 
He  left  America  in  November,  1915,  to  serve  with 
German  Red  Cross  and  later  was  arrested  in  Kirk- 
wall, Scotland.  He  contributed  several  papers  to 
medical  literature,  among  these  his  original  studies 
of  thew  toxins  caused  by  fatigue  and  their  identity 
with  those  found  in  the  stools  of  sick  Infants  de- 
serving special  mention. 

Dr.  J.  W.  Harris,  of  Spanaway,  Wash.,  died  at 
Puyallup,  Sept.  14.  He  was  70  years  of  age.  He 
v.  as  a graduate  of  Harvard  University,  and  former- 
ly practised  in  Nova  Scotia.  Later  he  came  West 
and  located  at  Sand  Point,  Idaho.  From  there  he 
moved  to  Spokane,  where  he  resided  for  fifteen 
years.  During  the  last  five  years  he  has  lived  in 
the  vicinity  of  Tacoma. 

Dr.  Van  Valzah  died  at  Springfield,  Ore.,  Sept.  6. 
He  settled  in  Lane  County  in  1892,  later  going  to 
Springfield,  where  he  built  up  a large  practice. 
He  retired  from  practice  about  ten  years  ago. 
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UTAH  STATE  MEDICAL  ASSOCIATION. 

Ricport  of  the  Transactions  of  the  House  of  Dele- 
gates OF  THE  Twenty-second  Annual  Meeting 
OF  Utah  State  Medical  Association,  Hotel 
Utah,  Salt  Lake  City,  Utah, 

Sept.  12-13,  1916. 

September  12,  8:30  a.  m. 

Dr.  E.  W.  Whitney,  president,  presiding.  Dr. 
W.  Brown  Ewing,  secretary. 

President  Whitney  called  the  meeting  to  order. 

Report  of  the  Secretary. 

To  the  House  of  Delegates; 

The  number  of  component  county  societies  re- 
main the  same  as  last  year. 

Your  secretary  has  experienced  the  same  trouble 
as  in  former  years  of  getting  the  various  county 
societies  to  forward  their  annual  reports  on  time, 
as  provided  by  the  By-Laws.  Many  suspensions 
are  thereby  occasioned  and  much  extra  work  in- 
volved. 

The  number  of  members  in  good  standing  at 
the  1915  meeting  were  as  follows:  Cache  Valley, 

11;  Salt  Lake  County,  149;  Sanpete  County,  11; 
Uintah  County,  6;  Utah  County,  31;  Weber  County, 
43.  Making  a total  of  251. 

This  year  the  enrollment  is  as  follows:  Cache 

Valley,  11;  Salt  Lake  County,  14;  Sanpete  County, 
15;  Uintah  County,  6;  Utah  County,  29;  Weber 
County,  39.  Making  a total  of  248  and  showing  a 
decrease  of  3.  At  the  time  of  writing  this  report 
the  secretary’s  suspended  list  carries  24  names, 
many  or  all  of  whom  could  and  should  be  in  good 
standing. 

There  is  a growing  tendency  on  the  part  of  some 
component  societies  to  admit  members  who  are 
not  members  of  the  state  association,  thereby  de- 
feating the  whole  spirit  of  reorganization.  No 
county  society  has  any  provision  in  its  By-Laws 
covering  this  point  which  has  ever  been  approved 
by  the  state  association.  Membership  in  a com- 
ponent society  does  not  entitle  membership  in  the 
A.  M.  A.  and  your  secretary  earnestly  requests 
that  some  action  be  taken  by  the  House  of, Dele- 
gates looking  to  the  eradication  of  this  evil. 

Before  we  meet  again  the  State  Legislature  will 
convene  and  the  probability  is  that  some  bills  will 
be  introduced  having  a tendency  to  lower  the 
standard  of  medical  education  and  turn  loose  on 
the  public  men  and  women  illy  qualified  to  treat 
the  sick.  It  is  the  hope  of  all  that  Utah  may  not 
take  a backward  step  in  the  matter  of  education 
and  each  member  should  be  alive  to  this  danger. 

The  treasurer  of  the  association  was  called  away 
on  account  of  the  state  troops  being  concentrated 
on  the  Mexican  border  and  on  your  secretary  has 
devolved  the  duties  of  that  office. 

The  various  committees  have  performed  the 
duties  devolving  on  them  during  the  year  and  their 


several  reports  are  appended  and  make  a part  of 
this  report. 

The  following  officers  are  to  be  elected:  Presi- 

dent, three  vice-presidents,  treasurer  and  councilor 
from  the  third  district  (three  year  term). 

To  all  officers  and  committees  who  have  as- 
sisted in  the  work  of  the  association  during  the 
past  year  I wish  to  extend  my  thanks. 

All  of  which  is  respectfully  submitted. 

W.  Brown  Ewing, 
Secretary. 

President  Whitney:  Gentlemen,  what  action 

shall  we  take  on  this  paper? 

Secretary  Ewing:  It  is  provided  in  the  constitu- 

tion that  it  shall  be  turned  over  to  the  Committee 
on  Reports  of  Officers  and  Committees. 

President  Whitney:  Is  there  a report  from  the 

Treasurer? 

Secretary  Ewing:  The  report  of  the  Treasurer 

has  been  approved  and  audited  by  the  Council, 
who  are  the  auditing  Committee,  and  will  be  sub- 
mitted later. 

President  Whitney:  Are  there  any  other  com- 

mittee reports? 

Report  of  Standing  Committees. 

(No  report.) 

Report  of  Committee  on  Public  Education. 

(No  report.) 

Report  of  Committee  on  Medical  Education. 

(No  report.) 

Report  of  Committee  on  Scientific  Work. 

(No  report.) 

Report  of  Committee  on  Public  Policy  and 

Legislation. 

(No  report.) 

Report  of  Committee  on  Necrology. 

Your  Committee  on  Necrology  is  called  on  to 
report  the  loss  of  five  members  of  the  association 
during  the  past  year.  It  is  with  sorrow  we  record 
the  death  of  men  active  in  the  profession,  some 
almost  in  the  prime  of  life. 

The  first  to  answer  the  call  of  the  great  reaper 
was  Wm.  E.  Warner,  of  Spanish  Fork,  who  died 
Nov.  21,  1915.  Dr.  Warner  was  a graduate  of 
Western  Reserve  in  the  class  of  1881,  and  was 
licensed  in  Utah  in  1893. 

On  May  2,  1916,  we  were  all  shocked  on  hearing 
of  the  death  of  Charles  F.  Osgood  and  Charles  P. 
Harvielle.  Dr.  Osgood  graduated  at  Rush  Medical 
College  in  the  class  of  1896  and  was  licensed  in 
Utah  in  1898.  When  leaving  his  office  to  answer 
the  call  of  suffering  humanity  he  met  a violent 
death  at  the  hands  of  an  assassin. 

Dr.  Harvielle  graduated  from  the  Washington 
University  Medical  School,  St.  Louis,  in  1899, 
and  came  to  Utah  in  1905.  After  a long  illness 
and  much  suffering  he  finally  closed  his  eyes  in 
Denver,  Colo. 

Dr.  M.  R.  Martin  was  a graduate  of  P.  S.  Chicago 


October,  1916. 


SOCIETY  MEETINGS 


347 


in  1904  and  died  in  a Chicago  hospital  May  15, 
1916.  He  was  licensed  in  Utah  in  1909  and  prac- 
tised his  profession  at  Vernal. 

Dr.  Alvah  Lewis,  P.  & S.,  New  York,  1877,  for 
many  years  a practitioner  in  Salt  Lake  City,  died 
July  14,  1916,  while  on  a visit  to  California. 

Respectfully  submitted, 

S.  Ewing, 

H.  E.  Rich, 

Committee. 

President  Whitney;  Is  there  a report  from  the 
Committee  on  Arrangements  and  Entertainment, 
Dr.  R.  W.  Fisher,  chairman? 

Dr.  Fisher:  There  will  be  a banquet  tonight  at 

this  hotel  at  7 o’clock,  and  we  request  the  mem- 
bers to  get  their  tickets  as  early  as  possible,  so 
that  we  will  have  an  opportunity  of  knowing  how 
many  plates  to  order. 

There  will  also  be  a luncheon  tomorrow  at  12 
o’clock  at  the  Commercial  Club,  to  be  given  by 
the  Salt  Lake  County  Medical  Society  and  every 
member  is  invited  to  be  present. 

The  other  arrangements  that  we  have  made  we 
hope  will  meet  with  the  approval  of  the  Associa- 
tion. The  committee  meetings  and  also  the  scien- 
tific program  will  be  given  here. 

President  Whitney:  Appointment  of  Reference 

Committee  on  Reports  of  Officers,  composed  of 
Drs.  J.  F.  Critchlow,  J.  W.  Aird  and  S.  L.  Richards. 
Is  there  any  miscellaneous  new  business? 

Dr.  Fisher;  I move  that  we  give  a vote  of  thanks 
to  the  Secretary.  He  has  held  four  or  five  offices, 
to  none  of  which  he  requested  to  be  appointed. 
Motion  seconded,  put  and  carried. 

Report  of  Council. 

The  Council  begs  to  submit  the  following  report 
of  its  actions  during  the  year  just  closed. 

Several  meetings  have  been  held,  some  of  them 
conjointly  with  your  Committee  on  Scientific 
Work,  at  which  the  program  for  the  present  meet- 
ing was  prepared  and  arranged. 

The  accounts  of  the  Treasurer  have  been  audited 
and  found  correct  and  all  bills  were  ordered  paid. 

A few  months  ago  your  Treasurer,  Dr.  H.  P. 
Kirtley,  was  called  out  of  the  state  on  account  of 
the  concentration  of  troops  on  the  Mexican  border, 
and  the  Council  appointed  your  Secretary,  W. 
Brown  Ewing,  acting  Treasurer,  until  the  annual 
election  of  officers. 

In  the  past  the  Council  of  the  Utah  State  Medi- 
cal Association  has  each  year  appropriated  about 
$125  toward  the  expenses  of  sending  your  Secre- 
tary to  the  meeting  of  the  Council  of  State 
Secretaries  of  the  American  Medical  Association. 
The  fixed  salary  of  your  Secretary  has  been  $100 
per  year.  This  year  the  expense  money  of  $125 
was  not  appropriated,  but  the  Council  fixed  the 
salary  of  the  Secretary  at  $175. 

Respectfully  submitted, 

H.  G.  Merrill, 
Chairman  of  the  Council. 


Treasurer’s  Report. 

Balance  reported  from  1915  annual  ses- 


sion   $ 462.05 

Received  from  all  sources 780.00 

$1,242.05 

Expended,  checks  Nos.  70  to  89 1,044.45 

Balance  $ 197.60 

Deposit,  Sept  8,  1916 305.83 

Balance  $ 503.43 


W.  Brown  Ewing, 
Acting  Treasurer. 

President  Whitney:  This  will  automatically  go 

to  the  Committee  on  Reports  of  Officers. 

I wish  to  announce  that  the  alumni  of  Rush  Col- 
lege, who  have  an  association,  will  meet  fifteen 
minutes  before  the  banquet  tonight  at  6:45  on  the 
mezzanine  fioor.  The  banquet  is  at  7 o’clock,  and 
we  will  meet  at  6:45. 

September  13,  8:30  a.  m. 

President  Whitney:  The  meeting  will  please 

come  to  order.  By  consent  the  minutes  of  the 
last  meeting  will  go  over  and  we  come  to  the 
election  of  officers.  Nominations  for  President 
are  in  order. 

Dr.  Critchlow  nominated  Dr.  Merrill,  of  Provo. 
Dr.  Van  Cott  nominated  Dr.  S.  C.  Baldwin,  of  Salt 
Lake  City. 

President  Whitney;  If  there  are  no  further 
nominations  we  will  consider  the  nominations 
closed,  and  I will  appoint  Dr.  Calderwood,  Dr. 
Hasler  and  Dr.  Taylor  to  collect  the  ballots. 

After  the  second  ballot  was  taken  the  vote  was 
announced  as  10  for  Dr.  Baldwin,  and  9 for  Dr. 
Merrill. 

President  Whitney;  Dr.  Baldwin  is  then  elected 
President.  Nominations  are  now  in  order  for  First 
Vice-President. 

Dr.  H.  G.  Merrill;  I move  that  the  election  of 
Dr.  Baldwin  be  made  unanimous.  Motion  seconded, 
put  and  carried. 

President  Whitney  called  for  nominations  for 
Vice-Presidents. 

Dr.  Hasler:  Has  it  not  been  the  custom  to 

select  the  vice-presidents  from  the  presidents  of 
the  different  societies  of  the  State,  selecting  presi- 
dents of  the  other  county  societies? 

Secretary  Ewing:  The  by-laws  have  some  such 

requirement  as  that,  that  the  vice-presidents  shall 
be  selected  from  the  District  Societies  over  the 
State,  but  at  no  time  have  we  had  sufficient 
District  Societies  to  provide  three  vice-presidents, 
so  the  rule  has  been  observed  part  of  the  time 
at  least  to  select  one  of  the  vice-presidents  from 
one  of  the  councillor  districts  of  the  State,  the 
first,  second  and  third,  but  there  is  no  rule  requir- 
ing that  nominations  shall  be  from  them. 

Dr.  Hasler  nominated  Dr.  Morrell,  of  Ogden,  for 
first  Vice-President. 

Dr.  Brown  nominated  Dr.  Kelley,  of  American 
Fork,  for  second  Vice-President. 
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Dr.  Van  Cott  nominated  Dr.  D.  C.  Budge,  of 
Logan,  for  third  Vice-President. 

All  nominees  were  duly  elected. 

President  Whitney  called  for  nominations  tor 
Treasurer? 

Dr.  Merrill  nominated  Dr.  T.  A.  Flood,  of  Salt 
Lake  City,  who  was  duly  elected. 

President  Whitney  called  for  nominations  for 
Councilor  of  the  Third  District  to  succeed  Dr. 
Merrill,  whose  term  expired. 

Dr.  Hasler  nominated  Dr.  Merrill  to  succeed 
himself  and  he  was  forthwith  elected. 

President  Whitney;  We  will  hear  the  report  of 
the  Reference  Committee  on  report  of  officers  by 
Dr.  Critchlow. 

Dr.  Critchlow:  Your  committee  on  report  of 

officers  have  taken  under  advisement  the  report 
of  the  Chairman  on  Necrology,  which  was  read 
before  the  House  delegates,  and  we  move  its  adop- 
tion; also  the  same  action  or  report  of  the  Secre- 
tary, and  report  of  the  Councilor.  The  motion  was 
carried. 

President  Whitney  said  the  next  business  was 
selection  of  place  of  next  annual  meeting. 

Dr.  Morrell:  Most  men  of  the  state  are  per- 

fectly satisfied  to  come  to  Salt  Lake.  We  can 
be  better  taken  care  of  here  and  things  go  along 
very  satisfactorily.  I move  you  that  we  hold  our 
next  meeting  here  at  Salt  Lake.  Motion  carried. 

There  being  no  further  business  the  meeting 
adjourned. 

At  the  close  of  the  general  session  the  report 
of  the  House  of  Delegates  was  read  and  President- 
elect Dr.  S.  C.  Baldwin  was  installed. 


WASHINGTON. 

KING  COUNTY  MEDICAL  SOCIETY. 

Pres.,  P.  V.  von  Phul,  M.D.;  Sec.,  A.  C.  Martin,  M.D. 

A regular  meeting  of  the  King  County  Medical 
Society,  held  September  18,  1916,  at  the  Metropoli- 
tan Lumbermen’s  Club,  Seattle,  Wash.,  President 
von  Phul  in  the  chair.  Seventy-five  members  were 
present.  The  minutes  of  regular  and  special  meet- 
ings since  June  were  read  and  approved. 

The  chair  announced  that  this  meeting  was  un- 
der the  auspices  of  the  Physicians’  Club. 

Clinical  Cases. 

Hodgkin’s  Disease.  A case  was  demonstrated 
by  Dr.  Lippincott.  He  was  a negro,  the  on-set  of 
the  disease  being  year  ago.  A differential  diag- 
nosis was  considered. 

Leprosy.  Dr.  Coe  presented  this  case  of  six 
years  standing.  He  discussed  the  treatment,  using 
chaulmoogra  oil  in  combination  with  camphorated 
oil  and  resorcin. 

Dr.  Baldwin,  in  discussion,  stated  that  the  diag- 
nosis was  by  exclusion. 

Painful  Stump  with  Neuromata.  Dr.  Nicholson 
exhibited  this  case,  following  multiple  amputa- 
tions and  section  of  sensory  nerve  roots. 


General  Ptosis.  Dr.  Kantner  exhibited  the  case 
with  x-ray  plates  and  showed  a new  supporter  for 
these  cases. 

Squamous  Cell  Carcinoma.  Dr.  Knott  re- 
ported such  a case  of  the  cheek,  appearing  three 
weeks  after  a cigarette  burn. 

Plastic  Operation  on  the  Eye-lid.  Dr.  Swift 
demonstrated  a patient  upon  whom  he  had  done 
this  operation,  following  an  acid  burn. 

Congenital  Dilatation  of  the  Colon.  Dr.  Man- 
ning gave  a case  history  of  an  infant  suffering 
from  this  condition. 

Renal  Calculus.  Dr.  Peterkin  gave  a case  his- 
tory, illustrated  by  lantern  slides,  of  a patient  suf- 
fering from  this  disease. 

Typhus  Fever.  Dr.  Lloyd  read  a paper  on  the 
diagnosis  and  prevalence  of  this  disease. 

Unusual  Findings  in  Tuberculosis.  Dr.  Frank 
IMaxson  presented  a case  history  of  a patient  show- 
ing this  condition.  A peculiar  eye  condition  in 
this  case  was  described  by  Dr.  Swift. 

The  chair  called  attention  to  the  legislative 
publicity  bureau  recently  promulgated.  He  de- 
scribed the  object  and  called  attention  to  the  sub- 
scription list. 

A vote  of  sixty-seven  against  and  fifty-two  for 
the  year  book  was  reported. 

Resolutions  on  the  death  of  Dr.  G.  V.  Calhoun 
were  presented.  It  was  moved  by  Dr.  Jones  and 
voted  that  they  be  adopted,  spread  upon  the  min- 
utes, and  a copy  sent  to  the  family.  It  was  moved 
by  Dr.  Lyons  and  voted  that  the  president,  in 
consultation  with  the  sons  of  the  late  G.  V.  Cal- 
houn, select  a suitable  biographer  to  record  the 
history  of  his  achievements,  this  biography  to  be 
published  in  Northwest  Medicine.  It  was  voted 
that  the  president  appoint  a committee  to  attend 
Dr.  Calhoun’s  funeral. 

A letter  of  appreciation  from  Dr.  George  Gell- 
horn  of  St.  Louis  was  read. 

The  applications  for  membership  of  Drs.  M.  J. 
Nicholson  and  Charles  B.  Boudwin  were  presented 
for  vote. 

PIERCE  COUNTY  MEDICAL  SOCIETY. 
Pres.,  E.  A.  Rich,  M.  D.;  Sec.,  E.  C.  Wheeler,  M.  D. 

The  regular  meeting  of  Pierce  County  Medical 
Society  was  held  at  Tacoma,  Wash.,  Sept.  12,  1916. 
at  8 p.  m.,  with  President  Rich  in  the  chair.  Min- 
utes of  the  previous  meeting  were  read  and  ap- 
proved. 

The  applications  of  Drs.  D.  H.  Bell  and  G.  A. 
Wislicenus  were  read  and  referred. 

A communication  from  King  County  Medical 
Society  asked  for  co-operation  in  keeping  a repre- 
sentative at  Olympia  during  the  session  of  the 
legislature. 

Dr.  Rich  said  the  question  is  do  we  want  to  co- 
operate with  other  county  societies  or  leave  this 
matter  entirely  to  the  state  society. 
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Dr.  Elwin  Brown  thought  there  was  no  use  in 
attempting  to  do  anything  in  the  matter,  judging 
I'lom  the  lack  of  support  which  had  been  given 
Di.  Karshner  in  his  candidacy  for  the  legislature. 

Dr.  Kane  moved  that  a committee  be  appointed 
to  consider  the  matter  and  report.  The  president 
leferred  it  to  the  legislative  committee  with 
addition  of  Dr.  C.  P.  Gammon. 

Pathologic  Si'eci.mexs. 

Dr.  W.  A.  Monroe  presented  a bilateral  dermoid 
from  a woman  three  months  pregnant. 

Dr.  J.  R.  Brown  reported  a case  of  typhoid  fever 
with  sudden  pain  in  the  right  abdomen  in  the  third 
week  of  the  disease.  Operation  showed  perfora- 
tion. 

Dr.  S.  W.  Mowers  reported  a case  of  abdominal 
injury  where  the  duodenum  was  entirely  torn 
away  from  the  stomach.  The  torn  ends  were 
closed  and  a gastroenterostomy  performed.  Re- 
covery. In  a second  case  the  pinching  injury  tore 
the  ileum  apart.  End-to-end  anastomosis  was  done 
but  the  man  died. 

Dr.  C.  D.  Hunter  reported  the  case  of  a girl 
unconscious  after  an  automobile  injury,  with 
paralysis  of  the  left  side.  A subtemporal  decom- 
pression disclosed  a small  branch  of  the  middle 
meningial  artery  bleeding.  Improvement  but 
paralysis  still  exists. 

Dr.  Rich  said  only  two  cases  of  tuberculosis  had 
been  reported  in  a month.  The  law  requires  physi- 
cians to  report  contagious  diseases. 

Dr.  Robertson  stated  more  people  had  died  dur- 
ing the  past  few  years  in  the  state  of  Washington 
from  whooping  cough  than  smallpox,  and  asked  if 
the  Health  Department  was  considering  this  dis- 
ease. Dr,  Rich  answered  that  a new  law  was  in 
process  of  construction  which  would  doubtless  in- 
clude this  subject. 

Papers. 

Present  Status  of  the  Tonsil  Operation.  By  Dr. 
W.  G.  Cameron.  This  paper  brought  out  the  gen- 
erally accepted  theories  in  regard  to  tonsil  ob- 
struction and  infection,  and  the  complete  enuclea- 
tion of  the  tonsils  in  the  capsules  by  dissection 
of  pillars  and  removal  with  the  cold  snare. 

Dr.  J.  R.  Brown  spoke  of  the  entropic  and 
ectropic  tonsil.  Said  frequently  more  trouble  was 
caused  by  the  imbedded  tonsil  than  by  the  one 
which  was  turned  out. 

Dr.  Quevli  stated  the  operation  was  a serious 
one  and  in  many  places  is  considered  a major 
operation.  He  would  not  submit  the  patient  to  its 
dangers  unless  the  tonsil  was  diseased  and  causing 
trouble. 

Dr.  Balabanoff  spoke  of  the  necessity  of  getting 
all  of  the  tonsil  and  of  avoiding  the  pillars. 

Acute  Mastoiditis.  By  Dr.  Balabanoff.  He  out- 
lined the  classic  symptoms.  Temperature  may  be 
normal  or  slightly  elevated.  He  has  had  good  suc- 
cess with  blood-clot  dressing  which  shortens  the 


healing  process.  In  all  of  his  cases  hearing  was 
normal  within  two  weeks. 

Dr.  E.  C.  Wheeler  stated  that,  as  a means  of 
preventing  the  common  infections  which  gain  en- 
trance to  the  body  through  tonsils,  it  would  be 
safe  to  remove  all  tonsils  before  such  infection 
had  taken  place. 

Dr.  Mowers  said  no  tonsil  looked  good  to  him. 
He  had  seen  many  removed  which  appeared  inno- 
cent and  normal  but  were  infected  with  a small 
pocket  of  pus. 

Dr.  Gammon  agreed  that  tonsils  were  bad  and 
dangerous  things  to  keep. 

Dr.  Montague  had  noticed  that  children  whose 
mouths  are  unhygienic  invariably  had  enlarged 
tonsils. 

Dr.  Quevli  asked  if  tonsils  should  be  removed 
if  no  symptoms  are  presented. 

Dr.  Cameron  answered  he  should  not  remove 
an  appendix  which  was  not  causing  trouble. 

Dr.  McNerthney  said  that  to  remove  the  tonsil 
before  it  became  infected  was  like  giving  a child 
a life  insurance  policy.  If  the  teeth  protected  by 
hard  enamel  could  not  resist  infection,  how  much 
less  could  the  low  grade  tissue  of  a tonsil  avoid  it. 


IDAHO. 

NORTH  IDAHO  MEDICAL  SOCIETY. 

Pres.,  J.  B.  Morris,  M.  D.;  Sec.,  J.  N.  Alley,  M.  D. 

A meeting  of  the  North  Idaho  District  Medical 
Society  was  held  at  Moscow,  Ida.,  Sept.  14-16. 

The  following  physicians  were  present:  Drs. 

J.  B.  Morris,  J.  N.  Alley,  C.  A.  Veasey,  W.  A.  Adair, 
C.  W.  Shaft,  D.  P.  Cambell,  E.  L.  White,  Jacob 
Breid,  C.  T.  Touniy,  J.  W.  Stevenson,  J.  N.  Clark, 
R.  C.  Faust,  Wm.  P.  Habel,  John  W.  Givins,  Elmer 
G.  Braddock,  E.  T.  Pateen,  D.  F.  Rae,  Joseph 
Aspray,  F.  L.  Burrows  and"  Logan  Kimsey. 

Papers, 

A Plea  for  the  Earlier  Recognition  of  Squint  in 
Children  by  the  Family  Physician  and  the  Earlier 
Application  of  the  Methods  of  Treatment.  By  Dr.  C. 
A.  Veasey,  of  Spokane,  Wash.  This  paper  was 
discussed  by  Drs.  Shaft,  Barrow  and  Stevens. 

Pyonephritis  Complicating  Pregnancy.  By  Dr. 
Elmer  G.  Braddock,  Lewiston,  Idaho.  This  paper 
was  discussed  by  Drs.  White  and  Givins. 

A committee  of  five — Drs.  Morris,  Alley,  Brad- 
dock, Shaft  and  Rodgers — were  named  as  a Red 
Cross  committee  for  the  district  of  North  Idaho. 

Fifty  dollars  was  voted  from  the  funds  of  the 
society  to  be  used  to  secure  a new  medical  law  fpr 
the  state. 

The  following  officers  were  elected  for  the  com- 
ing year:  President,  J.  B.  Morris,  Lewiston;  vice- 

president,  Jacob  Breid,  Lapwai;  secretary  and 
treasurer,  J.  N.  Alley,  Lewiston.  The  next  session 
will  be  held  in  Lewiston,  Idaho,  Jan.,  1917. 
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Diagnosis  and  Treatment  of  Surgical  Diseases  of 
the  Spinal  Cord  and  Its  Membranes.  By  Charles 
A.  Elsberg,  M.  D.,  F.  A.  C.  S.,  Professor  of  Clin- 
ical Surgery  at  the  New  York  University  and 
Bellevue  Hospital  Medical  College.  Octavo  of 
330  pages,  with  158  illustrations.  Philadelphia 
and  London.  Cloth,  $5.00,  net.  W.  B.  Saunders 
Company,  1916. 

Having  passed  through  the  pioneer  stage  of 
spinal  surgery  Elsberg  now  puts  forth  in  book  form 
the  results  of  his  own  and  his  predecessors’  work. 
Out  of  the  chaotic  diversity  of  opinion  he  has  pro- 
duced a semblance  of  orderly  knowledge.  He  di- 
vides the  book  into  three  parts.  The  first,  dealing 
with  the  anatomy  and  physiology  of  the  spinal  cord 
and  the  symptomatology  of  surgical  spinal  disease, 
comprises  100  pages.  To  this  title  he  limits  him- 
self, carefully  avoiding  the  wider  discussion  which, 
he  explains  in  the  preface,  belongs  properly  to  the 
books  on  neurology  and  general  surgery.  While 
this  may  be  commendable,  yet  it  seems  to  the  re- 
viewer to  rob  the  work  of  completeness,  to  make 
it  fall  short  of  that  standard  of  excellence  set  by 
Cushing  in  his  monograph  in  Keen’s  Surgery.  In 
part  two  he  describes  in  detail  the  various  oper- 
ations but  devotes  the  last  chapter,  a valuable  one, 
to  the  indications  for  and  contraindications  to 
laminectomy.  In  part  three  he  discusses  the  sur- 
gical diseases  of  the  spinal  cord  and  membranes, 
and  their  treatment.  To  this  he  gives  150  pages, 
discussing  fully  the  various  conditions  calling  for 
surgical  intervention,  their  etiology  so  far  as 
known,  and  the  results  that  one  who  follows  his 
advice  may  expect.  Among  these,  perhaps  the 
chapter  on  abnormalities  and  diseases  of  the  spinal 
vessels  and  that  on  tumors  of  the  vertebral  column, 
spinal  cord  and  membranes  stand  as  splendid  con- 
tributions to  these  too  little  known  topics.  The 
book  is  a valuable  on^.  In  clea^,  concise  language 
the  author  puts  before  the  medical  profession  his 
knowledge  of  this  interesting  subject.  As  an  ex- 
position of  the  book-builder’s  art  it  is  superb,  pro- 
fusely and  well  illustrated;  printed  on  excellent 
paper;  clearly  and  distinctly  typed;  and  well 
bound,  as  Saunders  books  always  are.  Sturgis. 


Roentgenographic  Diagnosis  of  Dental  Infections  in 
Systemic  Disease.  By  Sinclair  Tousey,  A.  M., 
M.  D.  75  pages.  Cloth,  $1.50.  Paul  B.  Hoeber, 
New  York,  1916. 

A superlatively  valuable  little  work  as,  while 
much  has  been  written  on  the  subject  in  a general 
way,  this  book  puts  the  subject  on  an  absolutely 
practical  basis.  It  is  shown  that  apical  abscess, 
pyorrhea,  pulp  stones,  malocclusion,  cysts,  alveolar 
abscesses  and  unerupted  teeth  can  only  be  properly 
recognized  by  x-ray  examinations.  In  some  cases 
the  author  finds  that  treatment  by  x-ray  will  in 
itself  cure  apical  infections.  The  book  is  filled 


with  cases  and  pictures  illustrating  the  writer’s 
contentions.  The  diseases  secondary  to  teeth  in- 
fections which  are  considered,  and  personal  cases 
described,  include  the  following:  tuberculosis, 

neurasthenia,  arthritis,  myosititis,  neuritis,  embolic 
hemiplegia,  pneumonia,  tic  douloureux,  sciatica, 
hypertension,  cardiac  lesions,  nephritis,  exophthal- 
mic goitre,  tinnitus,  eye  disease,  spinal  cord  lesions 
and  ulcer  of  the  digestive  tract.  The  author  lays 
down  the  rule  that  x-ray  examinations  of  the  teeth 
should  always  go  hand  in  hand  with  that  of  the 
digestive  organs  in  the  diagnosis  of  ulcer.  The 
book  puts  the  experimental  work  of  Rosenow  on  a 
working  basis  in  a way  that  will  enable  the  prac- 
titioner to  properly  interpret  the  x-ray  findings  for 
himself.  Streptococcus  viridans  appears  to  be  the 
most  common  bacterial  source  of  oral  infection  and 
the  author — together  with  most  other  experienced 
men  in  this  field — is  inclined  to  doubt  the  specific 
pathogenicity  of  Bass’s  ameba  and  the  practical 
value  of  emetine.  Specific  vaccines  have  their 
place  but  are  subsidiary  to  removal  of  the  focus 
by  surgery.  The  reviewer  highly  commends  the 
book  as  a valuable  practical  manual  for  the  general 
practitioner.  Winslow. 


Skin  Cancer.  By  Henry  H.  Hazen,  A.  B.,  M.  D., 
Professor  of  Dermatology  in  the  Medical  Depart- 
ment of  Georgetown  University,  etc.  With  97 
Text  Illustrations  and  a Colored  Frontispiece. 
251  pp.  C.  V.  Mosby  Co.,  St.  Louis,  1916. 

This  is  a most  complete  and  excellent  mono- 
graph. While  written  by  a dermatologist  for 
dermatologists  it  can  be  studied  with  profit  by 
every  medical  man.  Not  only  skin  cancer  but  all 
neoplasms  of  the  skin  are  taken  up  in  detail,  their 
pathology  described  minutely  and  the  differential 
diagnosis  thoroly  discussed.  A chapter  on  prophy- 
laxis is  very  interesting.  A number  of  well  rec- 
ognized precancerous  conditions  are  dwelt  upon 
and  their  appropriate  treatment  described.  The 
general  subject  of  treatment  is  grouped  together 
in  the  last  two  chapters  of  the  book.  Particularly 
to  be  commended  is  the  thoro  discussion  of  the 
operative  treatment  of  cancer  of  the  face  and  neck. 
The  book  is  profusely  illustrated  throughodt. 

JO,>iES. 


A Manual  of  Otology.  For  Students  and  Practition- 
ers. By  Charles  Edwin  Perkins,  M.  D.,  F.  A.  C. 
S.,  Professor  of  Clinical  Otology  in  New  York 
University  and  Bellevue  Hospital  Medical  Col- 
lege, etc.  12mo,  445  pages,  with  120  en*rravings. 
Cloth,  $3.00  net.  Lea  & Febiger,  New  York  and 
Philadelphia,  1016. 

At  a glance  one  might  suspect  this  to  be  an 
elementary  work  on  account  of  the  small  size  of 
the  book,  but  it  is  really  very  comprehensive  and 
the  amount  of  detail  contained  is  surprising.  It 
i.s  an  example  of  simplicity  and  completeness  com- 
bined as  only  could  be  done  by  a successful 
teacher.  The  chapter  on  suppurative  diseases  of 


NORTHWEST  MEDICINE  ADVERTISER 


PORTLAND  SURGICAL  HOSPITAL 

A New  and  Modern  Private  Hospital  of  Forty-Five  Beds  for  Surgical  Patients. 

SURGEONS: 

ROBERT  C.  COFFEY,  M.  D.  NELLIE  M.  ERICKSON,  Suparlnttndent 

THOMAS  M.  JOYCE,  M.  D.  NINA  WILLIAMS,  Assistant 

611  LOVEJOY  ST.  PORTLAND,  OREGON. 


PORTLAND  CONVALESCENT  HOSPITAL 

862,  864  MARSHALL  STREET,  PORTLAND,  OREGON 

A Private  Hospital  for  Medical  Cases.  Special  Facilities  for  Treating  Nutritional  and  Metabolic  Diseases. 

JULIA  M.  PARKER,  Owner  and  Matron.  JULIA  MATHEWS,  Superintendent. 

ATTENDING  PHYSICIANS:  Dr.  Noble  Wiley  Jones,  Dr.  Chas.  E.  Sears,  Dr.  Philo  E.  Jones. 


— 11 — 


352 


BOOK  REVIEWS. 


Vol.XV.  No.  10. 


the  labyrinth  is  especially  good  and  the  explanation 
oi  the  functional  tests  is  the  clearest  we  have  seen. 
The  very  important  subject  of  acute  middle  ear  dis- 
ease is  treated  very  thoroly  and  contains  some 
points  not  brought  out  in  other  books.  The  author 
expresses  his  disappointment  in  the  results  of  vac- 
cine treatment  for  chronic  suppurating  ears  but 
hopes  that  therapy  along  this  line  will  ultimately 
be  successful.  The  book  is  excellently  adapted  to 
the  use  of  the  student  and  to  the  general  prac- 
titioner. Seelye. 


Progressive  Medicine,  Vol.  Ill,  September,  1916. 

$6  per  year.  Lea  & Febiger,  New  York  and 

Philadelphia. 

In  this  number  will  be  found  reviews  of  the 
progress  in  the  following  subjects:  Diseases  of 

the  Thorax  and  Its  Viscera,  by  Ewart;  Dermatology 
and  Syphilis,  by  Gottheil;  Obstetrics,  by  Davis,  and 
Diseases  of  the  Nervous  System,  by  Spiller.  Leon- 
ard Hill’s  observations  on  the  influence  of  the  air 
on  the  nasal  mucous  membranes  are  of  great  value 
on  account  of  his  authority.  He  absolutely  affirms 
that  extreme  cold  outdoors  never  causes  cold.  That 
the  nose  has  not  only  to  manage  its  own  circula- 
tion but  largely  that  of  the  body.  Under  exercise 
at  30°  F one  exhales  some  two  or  three  ounces 
of  water,  mostly  evaporated  from  the  nose  itself. 

In  warm  moist  air  there  is  but  little  evaporation 

from  the  nose  but  chiefly  from  the  skin.  The 

changes  from  a cold  dry  outside  air  to  an  over- 
heated indoor  atmosphere  produces  marked  re- 
sults, if  our  vaso-motor  apparatus  in  the  nose  and 
skin  are  not  normal.  Thus  exposure  to  cold  moist 
air  outdoors  chills  the  nasal  membrane  before  it 
has  time  to  heat  up  and  evaporate  the  moisture 
in  the  inhaled  air.  The  cold  air  enters  the 

respiratory  tract  unheated,  if  the  nose  reaction  is 
inadequate.  Cold  air  prevents  venous  engorge- 
ment and  eases  the  way  to  transudation  and  wash- 
ing out  of  bacteria.  Warm,  stuffy  air  causes  venous 
engorgement  of  the  nasal  mucous  membrane  and 
sinuses  and  headache  from  congestion.  Also  there 
i.s  less  loss  of  heat  from  nasal  evaporation,  and 
the  head  is  hot  while  the  feet  are  cold,  which 
i.s  the  common  experience  in  heated,  stuffy  un- 
ventilated rooms.  This  is  but  a hint  of  the  enor- 
mous amount  of  interesting  reading  since  the 
above  is  but  an  abstract  of  one  article  of  a few 
pages  in  the  volume.  Winslow. 


Half  a Century’s  Progress.  October,  1916,  points 
an  epoch  in  the  history  of  Parke,  Davis  & Co.  The 
house  was  founded  in  1866 — just  fifty  years  ago 
this  month — largely  upon  the  optimism  of  three  or 
four  determined  men,  backed  by  a capital  that 
would  seem  insignificant  today.  There  was  nothing 
in  its  unpretentious  origin  to  foretell  the  success  of 
after-years.  Manufacturing  pharmacy  was  then  a 
crude,  imperfect  art.  Bacteriology,  pharmacology 
and  biologic  pharmacy  were  as  yet  unborn.  There 
were  no  curative  sera  or  vaccines  in  those  days. 
Prophylaxis  was  in  its  infancy.  Standardization 
was  unknown.  Fifty  years  have  wrought  marvelous 


The  Medical  Clinics  of  Chicago.  Volume  II,  Num- 
ber 1 (July,  1916).  Octavo  of  220  pages,  with  41 
illustrations.  Price  per  year:  Paper,  $8.00; 

Cloth,  $12.00.  W.  B.  Saunders  Company,  Phila- 
delphia and  London,  L916. 

This  volume  begins  with  a number  of  cases  of 
diabetes  and  its  complications,  demonstrated  by 
Drs.  Tice  and  Strouse.  It  is  pointed  out  that 
acidosis  is  largely  due  to  an  excess  of  fat  and  that 
nothing  is  worse  for  a patient  than  the  enforce- 
ment of  a sudden  starvation  cure  when  acidosis 
threatens,  for  then  coma  is  likely  to  occur.  The 
elimination  of  fats  is  the  chief  desideratum.  The 
reviewer  has  seen  alarming  acidosis  brought  on 
in  a mild  diabetes  by  too  assiduous  diet  and  car- 
bohydrate restriction  but  with  too  generous  supply 
of  fats  and  proteids.  Joslin  has  shown  us  that 
even  an  excess  of  proteids  is  a factor  in  increas- 
ing glycosuria  and  diabetic  symptoms.  The  recent 
investigations  of  Allen,  coupled  with  the  enormous 
clinical  work  of  Joslin,  have  revolutionized  our 
views  and  practice  in  diabetes.  A very  interesting 
case  of  focal  infection,  facial  neuralgia  and  mild 
stapylococcic  osteomyelitis  of  the  fibula  and  radius 
is  demonstrated  by  Dr.  Mix  in  his  masterly  man- 
ner. He  shows  that  such  neuralgia  is  due  to 
toxins  in  the  blood  from  some  source  of  focal  in- 
fection— tonsils,  teeth,  head  sinuses,  gall-bladder, 
appendix  or  (in  the  male)  prostate.  In  this  case 
the  teeth  had  been  suspected  but  the  dental  care 
was  very  inefficient  until  a man  was  found  who 
treated  the  condition  intelligently  when,  after  six- 
teen months  of  violent  neuralgia  in  the  face  and 
two  suppurating  bone  foci,  the  case  was  definitely 
cured  by  care  of  the  teeth  and  pyorrhea  and 
curetting  and  draining  the  bone  abscesses.  This 
number  abounds  in  other  cases  of  like  interest  and 
value.  Winslow. 

General  Surgery.  Practical  Medicine  Series  1916. 

Edited  by  John  B.  Murphy,  M.  D.  Professor  of 

Surgery  in  the  Northwestern  University,  etc. 

The  Year  Book  Publishers,  Chicago. 

This  volume  maintains  fully  the  high  standard 
set  by  its  predecessors.  Everywhere  thru  the  book 
there  is  evidence  of  the  care  which  has  been  used 
in  selecting  those  articles  for  review  which  truly 
mark  the  progress  of  surgery  during  the  year.  The 
short  introduction,  written  in  the  characteristic 
energetic,  forceful  style  of  the  distinguished  edi- 
tor, adds  not  a little  to  the  value  of  the  book. 

Jones. 


changes  in  means  and  methods  for  the  treatment 
of  human  ills.  The  materia  medica  has  been  ampli- 
fied beyond  the  dreams  of  the  earlier  investigators. 
Knowledge  of  pathology  has  immensely  broadened. 
The  empiricism  of  the  past  has  given  way  to  ra- 
tional therapeutics,  and  medicine  is  taking  its  right- 
ful place  among  the  sciences.  In  all  these  forward 
movements  Parke,  Davis  & Co.  have  had  some  part 
— notably  as  discoverers  of  new  vegetable  drugs,  as 
inventors  of  new  chemical  compounds,  .-^s  pathfind- 
ers and  producers  in  the  field  of  biologic  manufac- 
ture, as  investigators  in  original  research,  as 
pioneers  in  both  chemical  and  physiologic  standard- 
ization. 
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ADDRESS 

THE  PHYSICIAN  AS  A BUSINESS  MAN.^ 
By  Truman  O.  Boyd,  M.  D. 

TWIN  FALIS^  IDA. 

Inasmuch  as  it  is  my  good  fortune  to  be  ? resi- 
dent of  this  city,  I prefer  to  address  you  as  a 
private  citizen  rather  than  to  confine  myself  to 
the  discussion  of  some  scientific  subject,  as  might 
be  e.xpected  of  me  in  the  capacity  of  president  of 
the  Idaho  State  Medical  Association,  an  honor 
which  I fully  appreciate  and  for  which  I desire 
at  this  time  to  express  my  appreciation.  Our  peo- 
ple would  wish  me  to  give  you  a most  hearty  wel- 
come to  this  city  as  its  selection  from  among  other 
cities  of  the  state  as  a convention  city  is  a compli- 
ment to  our  town  and  community  which  is  always 
received  with  pleasure  by  our  people. 

It  tells  us  that  in  your  opinion  there  is  some- 
thing about  our  town  and  people  worth  while  and 
we  thank  you  for  your  opinion.  We  realize  that, 
if  w'e  can  impress  upon  the  various  social,  profes- 
sional and  business  organizations  of  the  state  the 
desirability  of  Twin  Falls  as  a convention  city,  in 
this  itself  we  would  have  a valuable  business  asset. 
You  have  backed  your  opinion  of  us  in  an  invest- 
ment of  your  time  and  money  in  coming  here  to 

‘President's  Address,  read  before  the  Twenty-fourth  An- 
nual  Meeting  of  Idaho  State  Medical  Association,  Twin 
Falls,  Ida.,  Oct.  5-6,  1916. 


further  the  interests  of  this  society  and  we  trust 
this  investment  will  be  a profitable  one  to  you. 
It  will  be  the  aim  not  only  of  the  medical  profes- 
sion of  this  town  to  see  that  it  is,  but  such  will  be 
the  aim  of  our  people  as  a whole  and  especially 
our  business  men. 

The  relation  of  the  medical  men  to  the  other 
pursuits  of  life  is  a closer  one  than  it  would  at 
first  seem.  The  intricate  division  of  labor  of 
today  interweaves  our  duties,  makes  specialists 
out  of  some  of  us  and  more  or  less  business  men 
out  of  all  of  us.  This  is  all  in  great  contrast  to 
the  primitive  age,  when  there  was  no  such  division 
of  labor,  when  each  man  built  his  own  dwelling 
and  the  wife  and  children  fashioned  their  own 
garments  and  performed  the  agricultural  work. 
For  such  met  all  the  requirements  of  this  simple 
life  but,  as  one  became  more  efficient  in  certain 
things,  he  followed  that  as  his  life’s  W'ork,  one  be- 
coming a carpenter,  another  a fisherman,  another 
a trapper  and  still  another  a maker  of  rude 
weapons,  and  in  this  manner  was  planted  the  germ 
of  the  division  of  labor.  It  has  grown,  multiplied 
and  subdivided,  until  we  have  that  intricate  sub- 
division of  labor  of  today  wdiich  I have  just  men- 
tioned, each  helping  to  form  the  links  of  that  great 
chain  of  commercial  industries  surrounding  the 
world  that  so  closely  connects  a people  who  are  in 
fact  so  widely  separated. 
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Our  profession  is  an  intricate  part  of  these  in- 
dustries which  are  making  business  men  o£  us.  No 
sooner  is  a great  industry  employing  a large  num- 
ber of  people  started  than  a medical  department 
is  organized.  Our  government  in  all  its  depart- 
ments and  its  subdivision  of  states,  counties  and 
cities  recognizes  the  advisability  of  conserving  the 
health  of  its  people  as  a business  proposition  and 
uses  our  profession  to  this  end. 

Some  jears  ago  the  public  was  startled  to  hear 
a man  of  national  reputation  going  around  the 
country  declaring  the  farmer  to  be  as  much  of  a 
business  man  as  the  banker  or  the  broker.  The 
medical  man  should  be  as  much  of  a business  man 
as  any  of  these,  and,  insofar  as  he  fails  in  this 
respect,  he  and  the  public  wdll  suffer  in  a profes- 
sional wa3’.  The  business  side  is  just  as  essential 
as  the  professional  in  the  practice  of  medicine  and 
\'OU  can  not  neglect  one  without  great  injury  to 
the  other.  You  can  not  give  to  the  public  the 
best  that  is  in  you  in  a professional  way  unless 
you  conduct  }'our  profession  in  a business  manner 
and  exact  from  the  public  a remuneration  in  keep- 
ing with  the  character  of  the  services  rendered. 
If  we  fail  in  this  we  will  not  only  fail  in  our  pro- 
fessional standing  but  lack  for  ourselves  and  fam- 
ily that  which  is  so  essential  for  the  comforts  of 
old  age. 

The  doctor  is  considered  a poor  business  man. 
Statistics  do  not  justify  the  accusation.  There  is 
no  greater  percentage  of  failures  among  the  pro- 
fession as  a class  than  in  many  other  of  life’s  vo- 
cations. The  medical  man  is  looked  upon  as  a 
narrow  minded,  selfish,  revengeful,  backbiting 
individual.  No  accusation  was  ever  more  unjust. 
What  can  be  said  of  us  in  this  respect  can  be  said 
as  truthfully  of  the  lawyer,  merchant,  teacher  or 
minister.  The  facts  are  that  we  are  not  a jealous, 
backbiting,  revengeful  set  of  men  as  a class  but, 
on  the  contrary,  no  class  of  men  are  more  thought- 
ful or  hold  each  other  in  higher  regard.  No  men 
go  farther  for  the  relief  of  their  profession  in 
distress,  wTether  physically,  financially  or  morally 
than  do  those  of  the  medical  profession.  It  is  this 
very  characteristic  within  them  that  called  them 
to  the  profession  and  without  this  they  would  not 
be  in  it.  Without  this  characteristic  the  nature 
of  their  work  is  such  that  they  would  soon  with- 
draw. 

That  there  is  envy  and  hard  feelings  among 
the  medical  men  of  most  every  community  we  can 


not  deny.  In  ninety  per  cent,  of  the  cases  this  is 
due  to  misunderstandings  and  lack  of  time  and 
opportunity  for  their  correction  and  arises  not 
within  the  profession  but  from  a meddlesome 
public,  sometimes  thoughtlessly  but  too  often 
maliciously.  The  facts  are  that  the  men  of  the 
medical  profession  are  human  and  subject  to  the 
frailties  of  mankind,  simply  this  and  nothing  more. 
The  life  is  one  of  sacrifices  and  self  denials  in 
every  conceivable  form.  We  are  public  servants 
little  understood  and  not  fully  trusted  by  those 
whom  we  would  serve.  As  public  servants  we 
expect  criticism  and  in  this  we  are  not  disap- 
pointed. It  usually  comes  from  the  source  least 
expected,  as  well  as  least  w’arranted,  most  often 
malicious  in  character  and  not  infrequently  from 
those  who  not  only  do  not  know  us  but  have 
never  seen  us  or  our  work. 

Harassed  by  the  discouragements  peculiar  to  our 
profession,  we  are  apt  to  consider  our  lot  the  worst 
in  life  and  such  it  w’ould  seem  if  we  considered 
ourselves  and  were  not  mindful  of  the  cares  of 
those  around  us.  Our  discouragements  and  trials 
are  such  as  search  for  the  inner  man  and  sting 
him  to  the  heart  as  in  no  other  line  of  work.  A 
man  entering  the  profession,  to  be  able  to  meet 
them,  should  have  a character  that  would  meet 
the  test  of  the  cowboy’s  golden  rule  and  a hide 
impervious  to  shrapnel.  But  no  matter  how  bad 
things  may  seem,  they  could  be  worse.  “The  old 
southern  lady  said  she  reckoned  the  toothache  was 
about  the  worst  affliction  of  mankind,  but  we  can 
well  imagine  a combination  of  St.  Vitus’  dance 
and  inflammatorj^  rheumatism  could  be  worse.’’ 

We  can  use  these  criticisms  as  a stimulus  to 
accomplishing  our  aim  in  life,  in  other  words,  take 
advantage  of  our  misfortunes.  I know  of  no  class 
of  men  more  admired  than  those  who  sit  up  at 
night  and  make  lemonade  out  of  the  lemons  passed 
them  during  the  day. 

It  has  been  said  that,  when  one  sets  himself  to 
accomplish  that  which  is  noble  in  life,  man  can  not 
stop  him  and  God  will  not.  If  we  go  through 
life  weakly,  ineffectively  failing  in  our  purposes, 
the  fault  is  not  with  our  environment  nor  oppor- 
tunities. The  fault  is  with  ourselves.  We  can 
govern  our  environment  and  make  our  opportuni- 
ties, and  at  the  end  of  the  race,  the  prize  handed 
us  will  be  in  just  proportion  to  the  sacrifices  sus- 
tained and  efforts  made  on  our  part. 


November,  1916. 


SPLENIC  ENLARGEMENTS DOWLING 


355 


ORIGINAL  CONTRIBUTIONS 

SPLENIC  ENLARGEMENTS.* 

By  Geo.  A.  Dowling,  M.  D. 

SEATTLE^  WASH. 

The  consideration  of  disease  leads  at  once  to 
discussion  of  two  distinct  and  more  or  less  sepa- 
rate subjects:  first,  the  changed  anatomic  struc- 
ture or  pathology  and,  second,  the  clinical  symp- 
toms and  signs  which  are  the  manifestation  of 
pathologic  structural  change.  Both  pathologic 
change  and  clinical  sy'mptoms  resulting  from  such 
change  are  best  understood  if  studied  in  relation 
to  the  development  of  the  organ  or  organs  in- 
volved and  to  the  normal  physiologic  functions 
of  the  same. 

In  quite  a general  way  the  spleen  is  classified 
as  one  of  the  ductless  glands,  not  related  to  the 
ductless  glands  of  epithelial  origin  and  with  a 
known  internal  secretion,  viz.  suprarenal,  thyroid 
and  pituitary  glands,  but  rather  to  those  contain- 
ing lymphoid  tissue  as  the  thymus. 

Nor  is  the  difference  in  genesis  and  ultimate 
structure  the  only  difference  betw'een  spleen  and 
thymus  on  the  one  hand,  and  thyroid,  suprarenal 
and  pituitary  on  the  other.  Phvsiologically^  each 
of  the  glands  of  epithelial  type  furnishes  an  inter- 
nal secretion  which  is  necessary  to  development 
and  to  the  maintenance  of  normal  life,  while  no 
such  secretion  has  been  demonstrated  for  the 
spleen,  nor  does  its  loss  through  removal  for  injury 
or  other  pathologic  conditions  destroy  life  or 
interfere  materially  wdth  the  vital  function. 
Pathologically  the  glands  of  epithelial  ty'pe 
are  prone  to  primary  morbid  conditions  and 
disease,  as  Graves  disease  and  myxedem.a 
in  the  thyroid  and  Addison’s  disease  in 
the  suprarenals,  each  leading  to  secondary  altera- 
tions in  other  organs  and  tissues,  while  primary 
disease  of  the  spleen  and  thymus  is  rare  and  in- 
volvement secondary  to  disease  of  other  parts, 
particularly  of  the  blood  and  hemopoietic  organs 
of  the  body,  is  relatively  common. 

Little  understood  as  the  phy'siology  of  the 
spleen  still  is,  it  may  be  stated  that  the  principal 
function  of  the  organ  is  that  of  a great  filter, 
removing  solids,  disease-producing  organisms  and 
effete  red  blood  cells  from  the  blood  to  purify  it ; 
phagocytosis  is  also  a normal  function.  The  theory 
that  red  blood  cells  are  form.ed  in  the  spleen  has 

*Read  before  Whatcom  County  Medical  Society,  Bellingham, 
Wash.,  May  8,  1916. 


not  many  supporters,  altho  a small  number  of 
lymphocytes  is  furnished.  As  to  the  presence  of 
internal  secretion,  Pugliese  claims  that  the  forma- 
tion of  the  bile  pigment  is  decreased  50  per  cent,  in 
cases  which  have  undergone  splenectomy.  Stewart 
admits  the  possibility  of  a pro-trysinogen  ferment 
elaboration  and  Starling  suggests  the  control  by 
the  spleen  of  uric  acid  formation  and  points  to 
the  increased  output  of  uric  acid  in  chronic  en- 
largements of  the  spleen  and  in  leucocythemia. 

Experimental  removal  of  the  spleen  causes  no 
change  in  number  of  red  blood  corpuscles  and  leu- 
cocytes. Compensation  takes  place  only  in  the 
lymph  glands  and  is  followed  late  (in  the  second 
year)  by  a marked  eosinophilia  (Kurloff). 

Acute  enlargements  of  the  spleen,  as  the  result 
of  infections  such  as  typhoid  and  streptococcus, 
are  too  well  known  to  require  discussion  here,  but 
the  chronic  enlargements  with  associated  blood 
changes  which  have  come  under  my  personal  ob- 
servation will  form  the  basis  of  this  report.  I 
will  give  a brief  resume  of  seven  case  histories 
with  general  discussion  following: 

Case  1.  Pernicious  Anemia.  Mrs.  H.  T.,  Ger- 
man Pole,  49  years  of  age,  the  mother  of  ten 
healthy  children,  all  of  whom  are  living.  Health 
had  been  good  until  the  age  of  thirty-six,  when  she 
was  apparently  exhausted  by  rapidly  succeeding 
pregnancies  and  lactation,  having  had  nine  chil- 
dren in  twelve  years.  Had  been  working  at  the 
same  time  very  hard.  The  next  pregnancy  took 
place  at  40  and  was  normal,  altho  she  was  very 
weak  and  listless  and  unable  to  nurse  the  child. 
Nine  months  ago  had  two  large  uterine  hemorrh- 
ages, four  weeks  apart.  Nearly  died  from  these 
and  has  never  recovered.  No  menses  since.  Is 
very  weak,  eats  poorly  and  is  obstinately  consti- 
pated. Has  lost  18  pounds  in  weight.  No  pain. 
Some  swelling  of  the  feet  and  shortness  of  breath 
on  exertion. 

Examination.  Temperature  98°  F.,  p.  88,  b.  p. 
100  systolic,  55  diastolic,  pulse  very  weak.  Face 
smooth  and  quite  full,  very  pale.  Conjunctivae 
and  mucous  membranes  the  color  of  the  skin 
which  was  of  the  characteristic  yellowish,  no 
jaundice.  Teeth  all  extracted,  no  stumps.  Heart, 
soft  systolic  blow  at  base.  Abdomen  regular  ex- 
cept for  spleen  palpable  three  fingers  breadth  be- 
low the  costal  margin.  Vaginal  and  rectal  ex- 
amination negative.  Reflexes  normal.  Urine  neg- 
ative for  sugar  and  albumen. 

Blood,  Hb.  25  per  cent  (Tallquist),  r.  b.  c. 
700,000;  w.  b.  c.  2,600.  No  differential  made. 
Two  nucleated  reds  found  during  a long  search ; 
marked  poikilocytosis,  polychromatophilia  and 
many  large  red  cells.  Wassermann  not  made. 

Glycerine,  iron,  arsenic,  etc.,  having  been  ex- 


356 


SPLENIC  ENLARGEMENTS DOWLING 


Vol.  XV.  No.  11. 


hibited  without  result,  direct  transfusion  was  ad- 
vised but  refused  by  the  patient.  She  did  consent 
to  an  intravenous  injection  of  defibrinated  blood, 
one  of  her  daughters  being  the  donor,  but  no  im- 
provement was  observed.  Death  occurred  ten 
days  later.  No  autopsy. 

Case  2.  Primary  Splenomegaly?  Chronic 
Streptococcus  Infection?  Mrs.  M.  E.  S.,  47, 
came  on  Oct.  10,  1910,  complaining  of  constant 
pressure  pain  around  the  waist  and  lower  part 
of  the  chest  for  past  three  years.  Was  a dull 
aching,  never  sharp.  Some  shortness  of  breath 
and  pain  in  back  low  down.  No  relation  to  eat- 
ing. Never  had  sharp  severe  abdominal  colic  or 
pain.  No  nausea,  vomiting  or  headache.  Bowels 
regular,  appetite  fair.  No  loss  in  weight.  No 
menses  past  five  years.  No  climacteric  difficulties. 
Three  children,  youngest  1 1 years,  all  normal 
births.  Health  previously  good  but  has  had  fif- 
teen or  twenty  attacks  of  left-sided  facial  erysipe- 
las, always  originating  in  a sty  on  the  lower  lid 
or  in  a pimple  below’  on  the  cheek. 

Examination.  Well  nourished,  color  very  bad, 
slightly  yellow,  but  no  jaundice.  P.  88,  tempera- 
ture 98°  E.,  head,  neck  and  thorax  negative.  Ab- 
domen very  prominent,  no  tenderness;  large  hard 
mass  with  notched  edge  comes  half  way  to  um- 
bilicus and  five  fingers  belovv^  the  edge  of  the 
costal  arch. 

Urine  negative. 

Blood.  Hb.  60  per  cent.  (Tallquist),  w.  b. 
c.  5,000,  r.  b.  c.  4,200,000.  Stained  spread, 
considerable  disparity  in  size,  some  poikilocytosis, 
no  nucleated  reds.  White  blood  cells  nothing  ab- 
normal. 

No  improvement,  in  the  blood  picture  was  seen 
after  nine  months  of  intermittent  administration 
of  Fowler’s  solution.  The  principal  symptom 
complained  of,  dragging  pain  in  side,  was  unre- 
lieved. During  this  period  she  had  two  attacks 
of  facial  erysipelas.  This  patient  passed  from  my 
care  but  I happen  to  know  she  is  still  living  and 
her  condition  is  practically  unchanged. 

Case  3.  Chronic  Malaria.  V.  C.,  28  years, 
single,  Italian,  born  near  Rome.  In  U.  S.  A.  for 
nine  years,  either  in  Chicago  or  Northern  Michi- 
gan all  of  this  time.  Entered  the  hospital  com- 
plaining of  failing  strength  and  weight.  He  had 
been  working  with  a railroad  construction  gang 
in  Northern  Michigan  for  previous  five  months. 
Denies  syphilis  and  malaria.  Says  people  in  his 
neighborhood  in  Italy  had  malaria  but  that  he 
himself  never  had  the  disease.  Has  not  lived  in 
a malarious  district  (unless  Chicago)  since  com- 
ing to  this  country.  Never  had  a chill. 

Examination  was  negative  except  for  an  enor- 
mous hard  spleen  which  was  not  tender,  and  an 
evident  anemia.  Blood  showed  hb.  70  per  cent., 
r.  b.  c.  3,500,000,  w.  b.  c.  6,000.  Temperature 
99.2°  F.  A tentative  diagnosis  of  primary  splenic 
anemia  was  made.  Next  day  a great  number  of 


crescentic  malarial  organisms  was  found  in  his 
blood. 

Case  4.  Sarcoma.  Metastases.  H.  B.,  U.  S. 
A.,  29  years,  married,  brakeman.  One  year  pre- 
viously had  fallen  from  top  of  box  car  onto  coup- 
ling of  cars,  injuring  his  back  and  abdomen.  A 
grave  intra-abdominal  injury  was  suspected  at  that 
time  by  his  surgeon  but  no  operation  was  done. 
He  was  in  the  hospital  five  weeks  and  back  to 
work  in  ninety  days.  Three  months  later  noticed 
a lump  in  left  side  of  abdomen  in  a region  which 
had  never  been  free  from  a dragging  discomfort 
following  his  injury.  On  admission  he  complained 
of  considerable  discomfort  in  left  side  and  a loss 
of  20  pounds  in  weight  and  considerable  loss  of 
strength. 

Blood,  Hb.  80  per  cent.  r.  b.  c.  4,400,000,  w. 
b.  c.  9,000.  No  differential  made.  There  was  a 
large  mass  in  the  left  hypochondrium  bulging  for- 
ward and  apparently  filling  nearly  one-fourth  of 
the  abdomen.  Several  notches  could  be  felt. 

At  operation  by  Dr.  C.  E.  Hagyard,  a very 
much  enlarged  spleen  was  found,  and  three  meta- 
static growths  varying  in  size  from  3 to  nearly 
10  cm.  in  diameter,  situated  in  the  mesentery  and 
encroaching  on  the  lumen  of  the  jejunum.  No 
attempt  was  made  at  removal.  A piece  of  the 
largest  excised  for  study  showed  small  round-cell 
sarcoma. 

The  patient  was  treated  with  Coley’s  toxins 
for  two  months.  The  masses  apparently  did  not 
increase  in  size  during  the  administration  of  the 
toxins,  but  twenty  pounds  was  lost  in  weight  and 
the  marked  reaction,  both  general  and  focal,  so 
added  to  his  misery  that  the  injections  were  dis- 
continued at  his  request.  He  went  East,  where 
he  died  six  weeks  later. 

Case  5.  Banti’s  Disease.  W.  L.  Van  B. 
(seen  in  consultation  with  Dr.  J.  E.  God- 
frey), white,  male,  of  German  descent,  34 

years  old,  has  always  been  pale  since  boy- 
hood but  felt  well,  altho  his  pallor  had 

been  so  marked  as  to  cause  comment.  Severe 
attack  of  typhoid  fever  when  seventeen  years  of 
age;  operation  for  acute  appendicitis  at  21',  no 
drainage.  Eight  years  ago, ‘while  working  as 
paint  mixer  in  a wholesale  paint  warehouse  in 
Spokane,  had  stomach  trouble  which  persisted  for 
eight  months.  This  was  manifested  by  cramps, 
vomiting  and  diarrhea.  This  stomach  trouble  per- 
sisted until  he  left  the  paint  warehouse.  Seven 
and  a half  years  ago  he  noticed  for  the  first  time 
an  enlargement  in  the  splenic  region. 

In  Jan.,  1914,  was  operated  upon  for  varico- 
cele. This  operation  was  complicated  by  the  for- 
mation of  a scrotal  hematoma,  followed  by  slough- 
ing of  the  testis  and  cord  of  the  left  side.  On  re- 
covering he  went  to  work  as  a longshoreman,  at 
vchich  time  (summer  of  1914),  the  spleen  reached 
to  the  level  of  the  umbilicus  and  his  hemoglobin 
was  recorded  at  70  per  cent.  (Tallquist). 
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In  June,  1915,  he  had  the  roots  of  three  teeth 
extracted  and  bled  profusely  for  thirty-six  hours 
thereafter  from  each  wound.  The  bleeding  was 
controlled  with  great  difficulty  by  plugging  and 
the  use  of  styptics. 

On  Dec.  16,  about  noon,  after  working  all  the 
preceding  night,  he  received  a rather  slight  blow 
in  the  abdomen  from  a stick  of  timber  but  was 
little  affected  thereby.  Then  went  to  a restaurant 
and  ate  a hearty  meal.  At  one  p.  m.  he  vomited 
“half  a chamberful”  of  bright  red  blood  and 
passed  an  equal  amount  by  rectum.  Later  in  the 
day  his  stools  were  tarry. 

Dec.  18,  another  large  hemorrhage.  Jan.  1 was 
up  and  around,  but  could  walk  only  a few  blocks, 
tired  easily,  feet  swollen.  Systolic  murmur  first 
noticed  by  his  physician.  On  Jan.  5,  6 and  8 had 
other  profuse  hemorrhages;  no  further  hemorrhage 
until  Jan.  26,  when  another  severe  one  occurred. 
He  died  Jan.  28  in  collapse  from  hemorrhage. 

On  Dec.  6,  1916,  before  the  gastric  hemorrhages 
began,  a blood  examination  showed  r.  b.  c.  3,200,- 
000,  no  degeneration.  No  nucleated  red  cells. 

Leucocytes,  6000,  polymorphonlclears  65  per 
cent.,  mononuclears  35  per  cent.,  hemoglobin  55 
per  cent. 

When  first  seen  by  me  Jan.  9,  1916,  the  patient 
was  of  a chalky  color  but  with  a goodly  quantity 
of  subcutaneous  fat.  He  was  a large  well-muscled 
man  of  185  pounds,  complaining  only  of  weakness 
and  shortness  of  breath  on  exertion.  His  systolic 
blood  pressure  was  80  mm.  (Tycos).  Diastolic 
could  not  be  estimated  as  the  shot-like  sound  came 
from  brachial  and  radial,  even  when  no  pressure 
was  exerted  on  the  brachial.  The  pulse  was  dis- 
tinctly a water  hammer  pulse. 

Hemoglobin  was  less  than  10  per  cent.  Too 
few  cells  were  found  in  a spread  to  permit  of  a 
differential  count. 

Postmortem  findings.  Marked  pallor  of  all  tis- 
sues; atrophic  cirrhosis  of  liver;  hypertrophy  of 
spleen,  perisplenitis;  fibrosis;  sclerosis  of  splenic 
arteries  and  splenic  vein  (very  marked)  ; chronic 
interstitial  pancreatitis;  recent  hemorrhage  into 
stomach  and  small  intestine  from  ruptured  vari- 
cosity in  cardia  anterior  surface  of  stomach ; hy- 
perplasia of  mesenteric  lymph  glands;  ascites. 

Case  6.  Primary  Splenic  Anemia.  J.  A.  (seen 
in  consultation  with  Dr.  H.  A.  Shaw),  Jan.  4, 
1916.  Italian  laborer,  31  years,  married. 

Family  history.  Mother  living,  60  years,  has 
gastric  trouble.  Thinks  she  has  tuberculosis.  No 
cardiac  trouble.  Father  living  and  well. 

Previous  history.  Diseases  of  childhood.  Bron- 
chitis severe  two  years  ago.  Three  or  four  years 
ago  several  furuncles  on  face. 

Eighteen  months  ago  Neisserian  infection.  Says 
had  a lesion  on  head  of  penis  about  twelve  years 
ago,  but  there  is  no  history  of  a secondary  erup- 
tion. He  called  this  lesion  a boil.  Alcohol  in 
moderation. 

Present  illness.  For  the  past  seven  or  eight 


months  has  been  losing  strength.  Feels  tired  and 
weak  and  without  ambition.  Has  also  lost  some 
weight.  About  two  or  three  months  ago  noticed 
a hard  lump  in  the  left  hypochondrium.  His  color 
has  become  progressively  more  white,  but  he  has 
not  been  jaundiced.  Appetite  has  been  fair  for 
the  past  year,  bowels  regular.  Has  had  a little 
gas  in  stomach  for  the  past  five  or  six  months. 
No  nausea  or  vomiting,  no  acid  eructations.  About 
two  months  ago  began  to  have  some  distress  in 
left  hypochondrium  w’hich  came  on  five  or  ten 
minutes  after  eating  evening  meal.  This  was  not 
constant,  but  a few  days  might  be  free  and  then 
the  distress  would  occur  again. 

Three  or  four  weeks  ago  says  had  black  stools 
but  also  says  stools  have  been  clay  colored.  Never 
had  fresh  blood  in  stools,  never  had  acute  pain  in 
abdomen,  never  had  any  surgical  operations, 
sweating  a little  at  night  past  four  or  five  weeks, 
slight  cough,  no  expectoration.  His  principal  com- 
plaint is  weakness  and  progressive  loss  of  strength. 

Examination.  Is  pale,  a distinct  pallor;  the 
conjunctival,  buccal  and  oral  mucous  membranes 
pale.  The  sclerae  are  clear,  no  yellowishness. 
Pupils  equal  and  react  to  light  and  accommoda- 
tion. Teeth  rather  poor.  No  evidences  of  in- 
fected gums.  Throat,  slightly  enlarged,  thyroid 
gland,  symmetrical.  Lungs  negative.  Heart,  a 
soft  systolic  murmur  heard  only  at  the  base.  The 
axillary  glands  are  enlarged  and  distinctly  palpa- 
ble, not  so  the  cervical  and  inguinal. 

Abdomen  distinctly  enlarged  and  apparently 
fuller  on  the  left  side.  There  is  a smooth  hard 
mass  occupying  the  whole  of  the  left  hypochon- 
drium and  running  up  under  the  costal  arch  on 
that  side.  This  mass  is  smooth,  except  as  to  the 
edge  towards  the  median  line  where  a distinct 
notch  can  be  felt.  It  is  not  apparently  tender. 
Is  slightly  -movable.  Abdomen  otherwise  nega- 
tive. 

Genital  organs  and  rectum  negative.  Reflexes 
all  brisk.  Muscles,  myoidema  present.  Tempera- 
ture 98°  F,  pulse  76.  Urine  clear,  light  yellow. 
Sp.  gr.  1,014,  acid,  no  albumin,  no  sugar,  indican 
trace.  Bile  pigment  a trace.  Urea  2 per  cent. 
No  blood  cells,  few  leucocytes,  amorphous  urates 
and  few  epithelial  cells. 

A blood  spread  stainjed  with  Wright’s  stain 
showed  an  almost  complete  absence  of  leucocytes. 
In  a half-hour’s  search  of  two  slides  only  four 
were  found.  No  malarial  organisms.  (Patient 
from  near  Rome.  Says  never  had  malaria).  Enu- 
meration of  the  cells  on  Jan.  7,  1916,  gave  w.  b.  c. 
600,  r.  b.  c.  2,600,000,  Hb.  55  per  cent.,  color 
index  1 slightly  plus. 

The  stools  were  negative  for  parasites  or  their 
ova  and  on  test  for  occult  blood. 

The  operation  of  splenectomy  was  performed 
by  Dr.  Shaw.  The  patient  left  the  hospital  in 
two  weeks’  time.  Almost  immediately  began  to 
gain  in  weight  and  strength  and  to  show  improve- 
ment in  his  blood  picture.  When  last  seen  he  had 
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regained  his  lost  weight  and  strength  completely, 
was  w’orking  every  dat'  and  blood  examination 
showed  hb.  90  per  cent.,  r.  b.  c.  4,600,000,  w.  b. 
c.  10,000.  No  nucleated  reds  found. 

Case  7.  Splenomeditllary  Leukemia.  F.  C. 
A.,  41,  married,  in  Alaslca  past  fifteen  years. 
Seven  j’ears  ago  began  to  run  down  and  noticed 
a lump  in  left  side  of  abdomen.  Leukemia  was 
diagnosed  by  his  physicians  wdthout  blood  exam- 
ination. 

In  coming  out  over  the  trail  w^as  injured  in  the 
gluteus  and  was  in  a hospital  in  Cordova  one 
w'eek,  where  a gluteal  abscess  w'as  evacuated. 
This,  three  months  later,  has  not  healed.  Appe- 
tite is  good,  bowels  constipated.  Principal  com- 
plaint is  shortness  of  breath,  then  weakness  and 
loss  of  strength. 

Examination.  Marked  emaciation,  color  grey- 
ish browm,  hopping  carotids. 

Thorax.  Lungs  negative;  heart,  area  of  pre- 
cardial  dullness  much  increased;  apex  beat  in  5th 
interspace  in  midaxillary  line ; loud  blowing  sys- 
tolic murmur  heard  all  over  chest. 

Abdomen  enormously  enlarged  ; engorged  veins 
on  surface ; no  movable  dullness  in  flanks ; liver  edge 
palpated  four  fingers’  breadth  below  the  right  cos- 
tal ; the  spleen  occupied  the  left  half  of  the  abdo- 
men as  low’  as  the  crest  of  the  ilium  and  nearly  to 
the  median  line.  There  w^as  a large,  poorly 
granulating  wound  with  purplish  edges  betw’een 
the  right  tuber  ischii  and  the  anal  margin.  Legs 
thin,  reflexes  normal. 

Blood  examination.  Hb.  60  per  cent.  (Tall- 
qvist),  r.  b.  c.  3,500,000,  wl  b.  c.  77,000.  Stained 
spread  showed  many  myeloblasts  and  normo- 
blasts. 

As  regards  the  diagnosis  in  cases  of  chronic 
splenic  enlargement,  it  m.ay  be  said  that  the  patient 
often  comes  knowdng  of  the  lump  in  his  side.  Less 
often  is  the  enlarged  spleen  discovered  during  a 
routine  examination.  When  such  an  enlargement 
is  found  more  accurate  classification  is  demanded. 
Direct  diagnosis  by  means  of  the  blood  examina- 
tion is  ahvays  possible  in  spleno-medullary  leu- 
kemia and  often  in  malaria.  The  others  are 
diagnosed  by  a process  of  exclusion,  blood  examina- 
tions giving  the  bulk  of  the  information.  All  ele- 
ments of  the  blood  must  be  Investigated,  the  red 
blood  cells,  the  white  and  the  percentage  of  hemo- 
globin. A Wassermann  should  be  done  in  every 
case.  The  presence  of  parasites  in  the  bowels 
must  be  excluded  by  examination  of  the  feces. 

Even  when  the  condition  has  been  classified 
with  some  accuracy,  our  diagnostic  opportunities 
are  not  exhausted  until  careful  search  has  been 
made  for  foci  of  chronic  infection  or  slight,  long- 
continued  hemorrhage.  Very  surprisingly  good 


results  have  followed  the  removal  of  chror.ic  area 
of  infection  and  the  administration  of  appiopriatJ 
vaccine  treatment. 

Although  medical  treatment  can  give  good  re- 
sults in  the  specific  infections  and  considerable 
amelioration  of  symptoms  and  prolongation  of  life 
in  the  incurable  anemias  and  leukemia,  it  is  to 
surgery  that  we  must  look  for  the  real  cures.  Ar- 
senic, iron,  glycerine,  benzin  and  the  x-ray  are 
quite  uniformly  aids,  but  none  effects  a cure. 

Since  J.  Collins  Warren’s  paper  in  1901,  the 
surgery  of  the  spleen  has  been  studied  extensively 
and  there  is  now  a mass  of  data  large  enough  to 
enable  us  to  form  certain  fairly  definite  conclu- 
sions, first,  as  to  the  immediate  mortality  of  splen- 
ectomy and  the  conditions  influencing;  and,  second, 
as  to  the  class  of  cases  not  likely  to  be  benefited 
by  operation.  Among  the  latter  may  be  classed 
leukemia,  atrophic  cirrhosis  of  the  liver  with 
secondary  splenic  enlargement  and  amyloid  dis- 
ease. 

Warren,  quoting  from  Hagan,  gave  the  general 
mortality  of  his  collected  cases  of  splenectomy  for 
all  causes  prior  to  1894  as  50  per  cent.,  in  360 
cases  subsequent  to  1894,  and  before  1901,  38.3 
per  cent.  Eliminating  incurable  and  poorly  diag- 
nosed cases,  he  arrived  at  a legitimate  mortality 
of  12.2  per  cent.  Different  conditions  for  which 
splenectomy  w'as  done  were  followed  by  death  as 
follows:  Wandering  spleen  7 per  cent.,  malaria 

22.4  per  cent.,  rupture  41  per  cent.,  sarcoma  50 
per  cent.,  leukemia,  nearly  100  per  cent.  No  fig- 
ures were  given  for  primary  splenic  anemia. 

W.  J.  Mayo  (Ann.  of  Surg.,  Vol.  LXH,  No. 
2),  gives  as  conditions  producing  a high  mortality 
“a  spleen  enlarged  and  adherent  and  the  patient 
suffering  from  a high  grade  of  anemia  with  myo- 
cardial and  renal  changes,  marked  by  edema  of 
the  lower  extremities,  or  suffering  from  ascites, 
jaundice,  high  temperature,  etc.” 

Two  points  remain  to  be  emphasized.  Primar\ 
splenic  anemia,  pseudoleukemia,  splenomegalie 
primitif  and  primar}’  splenomegaly  are  one  and 
the  same  disease,  while  Banti’s  disease  is  only  a 
later  stage  of  the  same  affection,  presenting  in  ad- 
dition hepatic  cirrhosis  and  ascites;  and,  second, 
each  patient  wfith  these  curable  types  of  splenic 
anemias  passes  through  a stage  during  which,  if 
the  diagnosis  be  made,  a relatively  large  propor- 
tion can  be  cured  with  reasonable  safety  by  the 
operation  of  splenectomy.  We  must  recognize 
that  cirrhosis  of  the  liver  and  cardiac,  vascular 
and  renal  changes  are  not  improved  by  the  knife. 
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MALARIA  WITH  SPECIAL  REFERENCE 
TO  SURGICAL  SPLEEN  * 

By  J.  H.  Bristow,  M.  D. 

PORTLAND,  ORE. 

Malaria  is  becoming  less  frequent  in  nearly  all 
parts  of  the  civilized  world.  In  localities  such  as 
our  own,  where  malaria  has  never  been  prevalent, 
it  may  be  increasing  and  may  continue  to  increase 
until  the  community  awakes  to  a realization  that 
needful  sanitarj'  measures  are  necessary  to  subdue 
it.  It  is  a very  insidious  and  ever  present  buga- 
boo, for  where  it  exists  it  is  likely  to  prove  an  ob- 
scuring factor  in  the  diagnosis  of  other  diseases 
of  both  an  acute  and  chronic  nature.  Malaria 
must,  also,  be  taken  into  consideration  as  a possible 
etiologic  factor  in  practically  all  cases  of  enlarged 
spleen.  Illustrative  of  its  ability  to  obscure  diag- 
nosis of  other  ailments  the  following  case  will  be 
apropos. 

A 3'oung  woman  with  a history  of  a recent  attack 
of  typhoid  fever,  from  which  she  seemed  to  have  en- 
tirely recovered,  was  seized  with  violent  pain  in 
the  back.  Disabilit}'  was  immediate  and  complete, 
injections  of  morphin  being  required  to  give  tem- 
porary relief.  At  the  end  of  about  two  weeks, 
she  having  had  little  relief,  fever  appeared  sud- 
denl3^  The  plasmodium  of  malaria  was  found  in 
the  blood.  Suitable  treatment  then  brought  relief. 

At  all  times  and  in  all  places  malaria  may  as- 
sume unusual  and  anomalous  forms.  My  per- 
sonal observation  has  been  that  its  appearance  in 
this  community  is  usually  anomalous.  Whether 
this  be  due  to  influences  of  locality  or  to  the  fact 
that  the  disease  is  mild  and,  therefore,  anomalous 
I am  unable  to  sajL  Chill,  recurring  with  that 
degree  of  regularity  that  we  usually  expect,  is 
the  e.xception  in  my  experience. 

A man,  aged  21  years,  was  taken  ill  with  symp- 
toms of  tvphoid  fever.  Diagnosis  was  based  upon 
the  occurrence  of  stepladder  temperature,  pros- 
tration, loss  of  appetite,  nose  bleed,  etc.  The  ap- 
pearance of  the  patient  and  too  great  range  of 
fluctuation  in  temperature  raised  a suspicion  in 
my  mind  that  the  diagnosis  needed  revision.  The 
malarial  plasmodium  was  found  in  the  blood  and 
quinine  brought  his  “typhoid”  to  an  abrupt  ter- 
mination. At  no  time  was  there  any  chill. 

Sweats,  also,  are  not  constant  and  are  apt  to 
occur  at  unusual  times.  Nocturnal  sw^eating,  tho, 
may  under  certain  circumstances  be  reasonable 
ground  for  suspecting  malaria.  Headache  is  mani- 
fested so  irregularly  as  to  be  of  little  value  from 
a diagnostic  point. 

•Read  before  City  and  County  Medical  Society,  Portland, 
Ore.,  Oct.  4,  1916. 


In  sickness  of  such  a nature  as  to  cause  sus- 
picion, or  where  diagnosis  is  obscure,  nothing  but 
the  demonstration  of  plasmodium  will  justify  a di- 
agnosis of  malarial  infection.  Nor,  indeed,  should 
one  ever  feel  assured  of  his  ground  without  having 
first  demonstrated  its  presence.  Manifestations 
of  temperature  are  not  uniform,  nocturnal  exa- 
cerbations being  frequent. 

A boy,  two  years  of  age,  had  mastoiditis,  com- 
plicated with  moderate  lobular  pneumonia.  His 
recovery  being  unduly  delayed,  a search  was  made 
for  the  cause  and  the  plasmodium  of  malaria 
found  in  his  blood.  He  had  the  greatest  rise  of 
temperature  at  8 p.  m.  on  some  occasions,  and 
again  at  11  p.  ni.  The  young  woman  mentioned 
a moment  ago  showed  the  greatest  rise  of  tem- 
perature at  about  1 :30  p.  m.  and  again  in  the 
early  morning  between  6 and  8.  An  active  infec- 
tion m.ay  exist  wdth  no  rise  in  temperature,  as  I 
shall  endeavor  presently  to  show. 

A man  of  40  years,  resident  here  one  year,  for- 
merly of  Cuba  and  born  in  Sweden,  showed  symp- 
toms of  bronchitis  or  perhaps  an  active  tuberculous 
condition.  Temperature  w^as  comparatively  slight 
and  very  erratic,  sometimes  highest  in  early  morn- 
ing or  the  latter  part  of  the  day  and  again  in  the 
depth  of  night.  The  malarial  plasmodium  was 
demonstrated  in  his  blood  and  he  was  cured  with 
quinin.  His  infection  occurred  in  Cuba. 

Bronchitis  is  not  a constant  st'mptom,  for  there 
may  be  no  respiratory  symptoms  at  all.  Such  cases 
are  supposed  to  be  but  recently  infected  and  to 
yield  to  treatment  easily.  I am  not  able  to  vouch 
for  the  accuracy  of  this  latter  statement,  for  such 
a case  has  not  come  wdthin  the  range  of  my  ob- 
servations. 

Digestive  disturbances  are  supposed  to  accom- 
pany a certain  proportion  of  malarial  attacks.  I 
have  neither  seen  nor  heard  of  this  sj'inptom  in 
this  community,  nor  have  I any  personal  knowl- 
edge of  black-water  fever. 

Malaria  was  not  prevalent  to  any  great  extent 
in  this  city  prior  to  1905,  so  far  as  I know^  but  it 
has  increased  in  frequency  since  that  time.  Indeed, 
in  the  autumn  of  1905  I saw  about  half  a dozen 
cases  which  w’as  an  unusual  number.  It  is  my 
belief  that  those  who  came  from  afar  to  visit  our 
fair  on  that  year  brought  their  plasmodia  with 
them  and  infected  our  mosquitoes,  since  which 
time  we  have  had  an  increase  in  malaria. 

A suggestion  concerning  prophylaxis  uould  be, 
not  to  infect  the  mosquito.  This  suggestion  is  not 


360 


MALARIA  AND  SURGICAL  SPLEEN BRISTOW 


Vol.  XV.  No.  11. 


new,  however.  When  the  plasmodium  of  malaria 
was  first  discovered  it  was  suggested  that  it  lived 
in  the  alimentary  canal,  as  well  as  in  the  blood, 
was  discharged  thence  in  the  feces  and  spread  thus 
thru  the  mosquito  or  otherv.fise  to  its  new  hosts. 
This  idea  is  being  revived  at  this  time  and  there 
are  those  who  insist  that  new  studies  should  be 
made  along  this  line. 

Certain  changes  may  occur  in  the  spleen  as  a 
result  of  malarial  infection.  It  may  present  no 
changes  distinguishable  by  physical  examination, 
even  tho  infection  be  severe,  or  it  may  be  quite 
enlarged  in  an  apparently  mild  case. 

A man  of  25  years  and  but  recently  infected 
had  a very  large  spleen.  The  man  from  Cuba, 
mentioned  a moment  ago,  had  no  demonstrable 
enlargement. 

It  appears  that  enlargement  of  the  spleen  de- 
pends upon  the  violence  of  the  infection,  the 
length  of  time  it  has  existed  and  the  susceptibility 
of  the  individual.  Cases  will  appear,  occasionally, 
in  which  the  splenic  hypertrophy  is  the  dominant 
symptom  and  in  which  medical  treatment  will  fail 
to  relieve  the  train  of  symptoms  arising  there- 
from. 

When  recently  enlarged,  even  tho  the  hyper- 
trophy be  greatly  marked,  the  spleen  will  resume 
its  normal  size  upon  appropriate  medical  treat- 
ment. In  protracted  and  stubborn  infections  it 
may  remain  enlarged  with  no  particular  trouble 
or  inconvenience  to  the  patient.  A tendency  to 
hj'perplasia  may  be  attained  that  will  cause  it  to 
continue  to  enlarge  after  the  plasmodium  has 
apparently  been  eradicated  from  the  blood.  En- 
largement to  such  a degree  as  to  cause  disability, 
w’ith  no  response  to  treatment  or  an  increasing 
enlargement  in  spite  of  appropriate  treatment,  is 
indication  for  its  surgical  removal.  It  should  be 
clearly  understood  that  splenectomy  will  have  no 
effect  in  curing  malaria,  nor  will  it  secure  freedom 
from  another  attack. 

The  following  case  will  illustrate  the  surgical 
aspect  of  malarial  spleen : 

A woman,  aged  56  years,  German,  married  and 
the  mother  of  children,  gave  a history  of  bodily 
injury  five  months  previously,  in  which  one  or 
more  ribs  were  supposed  to  have  been  broken.  She 
was  in  bed  for  about  three  weeks.  No  marks 
of  injury  were  visible  to  me.  At  this  time  and 
following  it  she  had  spells  of  fever,  headache  and 
sweating.  She  appeared  before  me  with  a request 
that  I remove  a tumor  from  her  abdomen. 

Examination  revealed  a greatly  enlarged  spleen. 


The  plasmodium  of  malaria  was  found  in  the 
blood.  On  attempting  to  make  a blood  count  at 
this  time  two  white  cells  were  found  on  two  slides, 
one  on  each  side.  Red  cells  about  3,000,000.  She 
appeared  anemic  and  the  skin  was  more  or  less 
bronzed. 

She  was  given  appropriate  treatment  and  kept 
under  observation  for  one  month.  Quinin  hydro- 
chlorid  was  given  intramuscularly.  The  plasmo- 
dium was  no  longer  to  be  found  in  the  blood 
slides  but  the  spleen  continued  to  enlarge  rapidly. 
At  no  time  was  there  any  rise  in  temperature,  so 
far  as  I was  able  to  ascertain.  She  finally  took  to 
bed  with  rapidly  increasing  emaciation  and  weak- 
ness. 

The  sum  of  these  matters  was  deemed  an  indi- 
cation for  splenectomy  which  I accordingly  did. 
The  spleen  when  removed  measured  about  16  by 
7 by  5 inches,  and  weighed  about  five  pounds.  An 
astonishingly  large  part  of  its  bulk  was  blood,  as 
shown  by  the  remarkable  shrinkage  of  the  specimen 
and  the  great  quantity  of  blood  which  exuded 
from  its  vessels  into  the  specimen  dish. 

Following  the  operation  there  was  considerable 
weakness  to  about  the  sixth  day.  The  patient  was 
pale  and  considerably  jaundiced.  There  seemed 
to  be  no  special  danger.  At  the  end  of  seventeen 
days  the  blood  count  showed  3,000,000  red  cells, 
whites  14,000,  with  the  differential  count  approach- 
ing the  normal. 

At  present,  three  months  after  operation,  she 
seems  to  have  regained  her  health. 

A few  remarks  concerning  the  operation  may 
prove  of  profit.  Incision  was  made  one  inch  to 
the  left  of  the  linea  alba.  This  proved  to  be 
excellent,  for  the  tumor  was  easily  delivered  after 
it  had  been  freed  and  the  pedicle,  after  removal  of 
the  spleen,  was  easy  of  access.  The  various,  so- 
called  ligaments  of  the  spleen  appeared  to  be  no 
more  than  so  many  fine  soft  adhesions  with  the 
exception  of  the  gastrosplenic  ligament  which  was 
filled  wdth  many  large  vessels.  This  and  the 
pedicle  of  the  spleen  appeared  to  be  continuous 
and  were  handled  together  as  tho  they  were  not 
separate  structures.  No  attempt  was  made  to 
ligate  the  pedicle  at  first  but  stomach  clamps  were 
applied  to  it  and  the  gastrosplenic  ligament,  the 
spleen  was  then  separated,  after  which  the  ves- 
sels were  ligated.  Chromacised  gut  was  used 
thruout.  Hemorrhage  was  easy  of  control,  the 
clots  being  wonderfully  tenacious  and  forming 
with  great  rapidity.  They  were  even  more  or  less 
persistent  in  adhering  to  one’s  gloves.  An  enor- 
mously large  bed  or  cavity  was  left  in  the  patient’s 
side  by  the  removal  of  the  spleen.  This  was 
packed  with  hot,  wet  gauze  during  the  removal 
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of  the  spleen  and  the  treatment  of  the  pedicle. 
The  hemorrhage  from  the  cavity  had  ceased  upon 
removal  of  the  gauze.  The  operation  occupied 
thirty  minutes. 

There  can  be  no  doubt  but  that  one  should  be- 
gin the  separation  of  adhesions  a bit  gingerly  but, 
after  assuring  himself  that  their  separation  can  be 
accomplished  safely,  he  should  proceed  with  all 
the  speed  consistent  with  safety.  It  is  infinitely 
easier  to  poke  one’s  finger  thru  the  spleen  than 
to  break  up  the  average  adhesion. 

The  administration  of  spleen  substance  will  be 
found  of  great  benefit  during  convalescence,  pain 
and  soreness  in  the  bones  being  much  relieved. 
My  patient  raised  bitter  complaints  of  bone  ache 
at  about  the  tenth  day.  She  seemed  to  experience 
great  relief  from  the  administration  of  spleen  sub- 
stance in  five-grain  tablets  every  three  hours. 

There  seems  to  be  considerable  discrepancy  of 
opinion  concerning  the  liability  of  injury  to  the 
pancreas  during  splenectomy  and  the  consequences 
of  such  injury.  DaCosta  warns  against  such  ac- 
cident and  seems  to  believe  it  likely  to  prove  fatal 
in  all  events.  Mayo  saj^s  it  makes  no  material 
difference  if  one  does  cut  off  a half-inch  or  so  of 
pancreas,  as  no  evil  results  will  follow.  I believe 
that  ordinarily  no  great  difficulty  will  be  experi- 
enced in  avoiding  the  pancreas. 

CONCLUSIONS. 

Malaria  is  by  no  means  uncommon  in  this  lo- 
cality and  its  manifestations  are  likely  to  prove 
unusual. 

The  formation  of  an  ague  cake  w’hich  proves 
disabling  and  refractorv"  is  an  indication  for  splen- 
ectomy. 

The  evidence  in  the  case  reported  and  of  many 
similar  cases  in  other  localities  would  seem  to 
show  that  good  results  may  be  expected  in  all  such 
operative  cases. 

Hemolytic  Jaundice.  G.  A.  Friedman  and  Elihu 
Katz,  New  York  (J'ournal  A.  M.  A.,  Oct.  28,  1916), 
report  a case  of  acquired  hemolytic  jaundice  re- 
lieved by  splenectomy,  which  is  the  first,  or  one 
of  the  first,  cases  of  this  kind  reported  in  Ameri- 
can literature.  In  their  comment  on  the  history, 
they  review  the  facts  regarding  hemolytic  jaundice 
and  its  pathologic  causes.  The  spleen  has  been 
classed  among  the  ductless  glands  with  one  of  its 
special  functions,  hemolysis.  Hyperactivity  of 
splenic  function  due  to  some  unknown  pathologic 
condition  leads  to  an  excessively  marked  hemolytic 
action  called  by  Eppinger  “hypersplenism.”  The 
hemolysis  disappears  or  is  strikingly  altered  by 
removal  of  the  spleen,  and  some  experimenter.^ 
claim  to  have  obtained  an  extract  from  the  organ 
with  hemolytic  properties.  The  evidence  for  this 
is,  however,  meager. 


MECHANICAL  INTESTINAL 
OBSTRUCTION.* 

By  W.  B.  Holden,  M.  D.,  F.  A.  C.  S. 

PORTLAND,  ORE. 

About  one-half  of  the  operated  cases  of  me- 
chanical ileus  perish.  This  death  rate  is  at  least 
five  times  too  high.  Delayed  operation  is  re- 
sponsible for  four-fifths  of  this  mortality.  Mor- 
phin  and  cathartics  m,ay  be  credited  for  most  of 
the  procrastination.  The  physiologic  causes  of 
death  are  undetermined.  The  actual  cause  is 
generally  positively  known  to  be  late  operations. 
The  responsibility  for  these  late  operations  rests 
upon  the  attending  physician. 

The  general  practitioner  will  carry  under  his 
carriage  seat  a full  set  of  splints,  so  that  no  time 
may  be  lost  in  an  early  reduction  of  a broken 
bone.  The  emergency  of  an  acute  intestinal  ob- 
struction is  met  with  the  ever-ready  hypodermic 
of  morphin.  A fractured  leg  may  be  tied  up  in  a 
pillow  for  several  days  before  final  reduction  and 
no  serious  damage  result.  A few  doses  of  an 
opiate  would  not  materially  hazard  the  patient’s 
life  or  limb.  A single  hypodermic  of  morphin  in 
mechanical  ileus  doubles  the  danger  and,  repeated 
once  or  twice,  the  case  is  beyond  all  aid. 

For  a score  of  years  surgeons  have  demanded 
that  the  physician  resort  early  to  surgery  in  acute 
appendicitis.  This  has  resulted  in  reducing  the 
risk  of  that  disease  to  about  the  sam.e  as  a normal 
confinement.  True,  in  the  anxiety  to  overlook  no 
case  of  acute  appendicitis  many  patients  are  re- 
lieved of  a normal  appendix.  Repeated  and  con- 
tinual pleadings  for  early  operation  will  just  as 
certainly  reduce  the  mortality  of  obstruction  to 
ten  per  cent,  or  less  and  that,  too,  without  sub- 
jecting to  surgery  a large  number  of  patients  not 
suffering  from  the  condition. 

If  w'e  knew  a positive  means  of  reducing  the 
mortality  of  pneumonia  from  twenty  to  four  per 
cent.,  those  practitioners  who  failed  to  employ  this 
method  w'ould  justly  be  severely  criticised  by  both 
the  laity  and  profession.  He  who  will  not  use 
antitoxin  in  the  known  presence  of  diphtheria 
might  be  liable  to  malpractice.  The  dilly-dally- 
ing delay  in  dealing  with  acute  obstruction  of  the 
bowels  merits  a sharp  rebuke ; its  repetition  should 
not  be  tolerated.  The  best  surgery  cannot  com- 
pensate for  the  delay  of  hesitation. 

*Read  before  City  and  County  Medical  Society,  Portland,  Ore., 
March  19,  1916. 
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In  two  hundred  and  seventy-six  consecutive 
cases  of  acute  obstruction  in  the  German  Hospital, 
of  Philadelphia,  during  the  ten  years  preceding 
1914,  one  hundred  and  eighteen  died,  a mortality 
of  forty-two  per  cent.  The  skill  of  the  masterful 
Deaver  could  not  counteract  the  damage  of  a 
thirt3'-six  hour  delay. 

In  the  German  Hospital  every  strangulated 
hernia  is  operated  on  at  once  and  yet  twenty  of 
seventy-seven  cases  died,  a mortality  of  twenty- 
six  per  cent.  The  cases  w’ere  brought  to  the  hos- 
pital too  late.  At  least  two-thirds  of  the  mortal- 
ity was  on  the  shoulders  of  the  attending  physician. 
The  delay  was  the  dangerous  proceeding  and  not 
the  operation.  This  delay  is  due  to  bad  advice 
by  the  physician. 

Even  a Christian  scientist,  suffering  with  the 
cramps  and  vomiting  of  obstruction,  will  forget 
the  preponderance  of  mind  over  matter  and  on  his 
way  to  the  surgery  pass  a table  loaded  with 
science  and  health  literature.  Moreover,  he  wants 
j^ou  to  hurry.  No  metaphysic  theorj-  can  answer 
the  argument  of  the  inside  information  he  pos- 
sesses. Let  an  intestinal  obstruction  victim  un- 
derstand his  situation  and  learn  that  an  early  op- 
eration wdll  give  him  relief,  there  is  only  one  way 
of  dissuading  him  from  accepting  that  means,  and 
that  is  a hj^podermic  of  morphin  which,  alas,  is 
so  frequently  administered  and  that,  too,  by  his 
attending  phj'sician. 

The  average  pht'sician  does  not  appreciate  the 
rapidly  progressing  pathologj^  in  obstruction. 
Within  the  past  \'ear  a case  was  reported  in  a 
large  medical  society,  using  language  as  follows: 
“A  diagnosis  of  acute  intestinal  obstruction  was 
made  and  the  patient  put  to  bed  to  be  observed.” 
It  would  require  the  ignorance  of  an  idiot  or  the 
cruelty  of  a Nero  to  treat  a case  of  that  kind  by 
observation. 

The  diagnosis  of  mechanical  ileus  is  not  dif- 
ficult. It  requires  no  special  skill  or  training, 
neither  the  x-ray,  microscope  nor  laboratory  being 
necessarv.  A careful  history  and  physical  exam- 
ination w'ill  recognize  the  condition  at  the  bed- 
side. The  physician  is  generally  called  early.  The 
sym.ptoms  are  so  distressing  to  the  patient  that 
soon  after  the  beginning  of  the  attack  he  sends 
for  a doctor. 

Severe  abdominal  pain,  crampy  in  character 
w'ith  vomiting,  are  first  noticed.  There  is  inabil- 
ity to  pass  feces  or  flatus.  The  bow’els  may  move 
once  or  twice  wdiich  means  that  the  intestine  emp- 


ties below  the  obstruction.  After  this  the  bowel 
is  absolutely  locked.  The  vomiting  is  reflex  at 
first,  later  it  is  regurgitation  due  to  the  overflow 
of  the  intestine  above  the  obstruction.  The  pain 
maintains  its  severity.  There  is  no  fever  until 
the  final  hours.  The  pulse  at  first  is  not  disturbed. 
Later  it  wdll  become  rapid  and  weak.  The  general 
appearance  of  the  patient  intimates  the  serious- 
ness of  the  situation.  Visible  peristalsis  is  a fairly 
early  manifestation,  notably  in  the  thin.  Its  dem- 
onstration is  of  great  importance.  It  is  a valuable 
sign  that  is  often  overlooked.  A few  minutes  of 
careful  w'atching  in  a good  light  will  reveal  its 
presence. 

Visible  peristalsis  is  especially  marked  in  those 
cases  where  there  has  been  a partial  obstruction 
preceding  the  absolute,  such  as  we  find  in  cancer. 
IVIarked  distention  of  the  abdomen  is  often  a late 
and  dangerous  sign  and  may  not  be  present  when 
the  obstruction  is  high.  The  absence  of  distention 
should  be  disregarded.  Its  appearance  may  be  a 
signal  that  interference  is  too  late. 

Mechanical  ileus  must  be  differentiated  from  the 
following  conditions;  appendicitis,  gallstones, 
renal  calculi,  perforating  ulcer,  acute  pancreatitis, 
thrombosis  of  portal  vein  or  embolism  of  mesen- 
teric vessels,  exceptionally  obstinate  constipation, 
lead  poison  and  adynamic  ileus. 

Vomiting,  pain,  distention  and  inability  to  ob- 
tain satisfactory  bowel  action,  coming  on  the  first 
few  days  after  any  laparotomy,  is  often  most  puz- 
zling in  determining  whether  we  have  mechanical 
or  an  adynamic  ileus  to  contend  with.  Visible 
peristalsis,  explosive  gurgling  sounds  at  point  of 
obstruction  heard  by  the  stethoscope  speak  against 
adynamic  ileus.  The  perplexity  is  acute  on  those 
abscess-drainage-appendix  cases,  w'here  we  feel  that 
we  must  be  absolutely  certain  of  the  existence  of 
mechanical  obstruction  before  we  are  justified  in 
operating  in  the  presence  of  infection.  Here  again 
persistent  vomiting,  coming  on  after  the  primary 
anesthetic  vomiting  has  ceased,  and  visible  peris- 
talsis will  decide  the  matter.  Colic,  vomiting,  no 
fever,  visible  peristalsis  and  a blocked  bowel  make 
a working  basis  for  a diagnosis. 

In  a recent  published  article  no  mention  was 
made  of  visible  peristalsis  as  a sign  of  obstruction. 
However,  in  some  suspected  cases,  powdered  char- 
coal was  administered  and  followed  by  a brisk 
cathartic.  If  the  charcoal  was  recovered,  it  proved 
the  absence  of  absolute  obstruction.  That  this 
method  of  investigation  is  not  without  danger 
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may  be  inferred  by  this  particular  operator’s  mor- 
tality rate  of  nearly  sixty  per  cent,  in  a series  of 
twenty-four  cases. 

The  causes  of  obstruction  are  bands  of  adhesions 
mostly  post-operative,  hernias  internal  and  exter- 
nal, new  growths  (cancer)  volvulus,  intussuscep- 
tion, foreign  bodies  in  the  intestine  (gallstones), 
etc.  To  determine  the  cause  of  the  obstruction 
before  operation  is  not  necessary  and  no  time 
should  be  lost  in  any  such  effort.  It  is  quite 
enough  to  know  that  obstruction  exists  and  the 
actual  cause  will  be  evident  at  the  time  of  inter- 
ference. 

The  treatment  is  early  operation,  that  is,  within 
the  first  twent}'-four  hours.  The  operation  should 
be  quickly  done.  The  obstructed  case  will  not 
stand  a long  operation.  Fifteen  to  thirty  minutes 
is  generally  sufficient.  The  nature  of  the  opera- 
tion depends  upon  the  conditions  found.  A simple 
enterostomy  under  local  anesthesia  may  be  all  that 
is  safe  to  do;  an  enteroenterostomy  around  the 
unstrangled  loop  of  bowel  obstructed  by  adhesions 
may  be  the  wisest  procedure.  The  problem  of 
resection  in  strangulation  or  intussusception  must 
be  promptly  decided.  A long  incision  either  mid- 
line or  through  the  rectus  is  necessary  to  rapid 
work.  A short  incision  causes  puttering  and  de- 
lay. Evisceration  of  the  intestines  may  be  neces- 
sary to  locate  and  deal  with  the  obstruction,  in 
which  case  the  bowels  should  be  protected  with 
hot  salt  napkins.  The  contents  of  the  bowel  above 
the  obstruction  rapidly  become  very  toxic.  To 
simply  relieve  the  obstruction  and  not  remove 
this  material  is  not  doing  our  patient  justice. 

The  bowel  may  be  emptied  quickly  and  thor- 
oughly by  the  following  m.ethod : A half-inch 

glass  tube  six  inches  long,  wfith  a flange  on  one 
end  and  a long  rubber  tube  on  the  other  is  used. 
Just  above  the  obstruction  the  flanged  end  of  the 
glass  tube  is  introduced  into  the  bowel  and  held 
by  a linen  purse-string  suture,  the  first  knot  of 
which  only  is  tied  and  clamped  by  a hemostat. 
When  through  with  the  bowel  drainage,  the  glass 
tube  is  withdrawn  and  the  linen  purse-string  sut- 
ure tied  as  the  first  row  of  sutures  to  close  the 
enterostomy  w'ound.  Great  care  must  be  taken 
not  to  soil  the  peritoneum.  The  bow’el  is  emp- 
tied by  gently  slipping  it  through  the  gloved  fin- 
gers which  have  been  generously  anointed  wn'th 
vaseline.  By  the  aid  of  an  assistant  five  or  six 
minutes’  time  only  is  consumed  in  the  entire  en- 
terostomy proceeding. 


Gastric  lavage  before  operation  and  repeated 
after  is  a valuable  aid.  Water  by  rectum  for 
twenty-four,  forty-eight  hours  or  longer,  is  to  be 
given. 

I wish  to  report  briefly  forty-three  operated  cases 
of  mechanical  ileus,  of  which  thirty-six  recovered, 
seven  died,  a mortality  of  sixteen  and  a third  per 
cent.  There  w’ere  eighteen  due  to  adhesions,  four- 
teen of  these  being  postoperative ; five  cases  of 
volvulus;  eight  of  cancer  of  large  bowel;  four 
intussusception,  and  eight  strangulated  hernia. 
The  fatal  cases  were  as  follows: 

( 1 ) Man,  age  seventeen,  obstructed  five  days 
by  cancer  of  descending  colon,  was  morphined, 
purged,  and  died  six  hours  after  colostomy  op- 
eration. The  patient  was  moribund  when  first 
seen. 

(2)  Man,  age  sixty-five.  Strangulated  ingui- 
nal hernia  of  three  days  standing.  Resection  of 
the  bowel  w^as  done.  He  died,  twent}"-one  days 
after  operation  and  ten  da\'s  after  returning  to  his 
home,  from  gangrene  of  the  lung  following  ether 
pneumonia.  Autopsy  revealed  a perfect  abdominal 
situation. 

(3)  Woman,  age  thirty,  had  been  given  mor- 
phin  and  cathartics  alternately  for  three  days  be- 
fore she  was  referred  to  surgeon.  Died  of  tox- 
emia and  peritonitis  two  da}'s  after  operation. 

(4)  Woman,  age  thirty-five,  had  been  given 
morphin  for  pain  and  repeated  doses  of  cathartics, 
including  croton  oil,  for  five  days.  She  was  in  a 
very  w'eakened  condition.  Author  saw  the  patient 
first  time  half-hour  before  operation.  Resection 
of  three  feet  of  badly  damaged  intestine  w'as  done. 
She  died  of  shock  tw'O  hours  after  operation.  Too 
much  surgery  w’as  attempted  in  this  case.  A sim- 
ple enterostomy  might  have  saved  her,  notwith- 
standing the  atrocious  medical  treatment. 

(5)  Woman,  age  sixty,  with  volvulus,  w^as 
morphined  and  purged  for  six  days.  She  died 
forty  hours  after  operation  of  uremic  convulsions. 

(6)  Man,  age  fifty-five.  Cancer  of  cecum  had 
caused  partial  obstruction  for  some  weeks  and  ab- 
solute for  two  days.  The  cecum  was  resected  and 
the  ileum  anastomosed  to  the  sigmoid.  The  opera- 
tion w’as  done  in  a private  house  in  the  country 
under  poor  surroundings.  Patient  died  three  days 
after,  probably  due  to  leakage  at  the  line  of  sut- 
ures. 

(7)  Woman,  age  thirty-two,  had  cancer  of  sig- 
moid wfith  much  glandular  involvement.  A short- 
circuiting  operation  w'as  done  but  patient  died 
three  days  later. 

These  last  two  cases  illustrate  the  futility  of 
attempting  extensive  intestinal  surgery  in  acute 
obstructive  cancer  of  the  large  bowel.  I'he  imme- 
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diate  cause  of  death  in  these  last  two  cancer  cases 
can  be  attributed  to  surgery.  Both  could  have 
been  temporarily  saved  by  simple  colostomy.  All 
the  other  five  cases  died  because  of  delayed  sur- 
gery. 

Among  the  eighteen  cases  due  to  adhesions  there 
were  two  deaths.  Both  of  these  were  late  and 
miserably  mismanaged  prior  to  operation.  In  the 
five  cases  of  volvulus  there  was  one  death — late 
operation — five  days  too  late.  The  procrastina- 
tion was  inexcusable.  In  the  eight  cancer  cases 
there  were  three  deaths,  one  due  to  delay  by  the 
physician,  two  dying  from  too  extensive  operat- 
ing. Colostomy  was  all  that  was  done  in  six  of 
the  eight  cases  and  all  that  should  have  been  done 
in  the  other  two.  The  four  cases  in  intussuscep- 
tion all  recovered.  Of  the  eight  cases  of  stangu- 
lated  hernia  seven  lived.  One  died — a late  opera- 
tion. 

By  eliminating  the  cancer  cases,  all  of  which 
will  probably  die  of  the  disease  regardless  of  the 
obstruction,  we  can  see  that  a mortality  of  even 
ten  per  cent,  in  obstruction  is  too  high,  and  can 
be  reduced  by  timely  operation  to  quite  the  same 
risk  of  other  major  abdominal  surgery. 

I wish  to  briefly  call  attention  to  a few  illus- 
trative cases. 

Among  the  postoperative  cases  were  six  follow- 
ing drainage  of  the  abscessed  appendix,  in  which 
the  obstruction  occurred  while  the  patients  were 
in  the  hospital  and  before  the  drainage  had  been 
removed.  All  recovered. 

One  lad  of  eleven  years  progressed  satisfac- 
torily for  three  days  after  draining  an  appendiceal 
abscess,  when  he  began  to  have  pain,  vomiting  and 
no  results  from  the  various  and  repeated  enemas. 
Visible  peristalsis  was  present.  He  was  operated 
upon  within  twenty-four  hours  after  the  onset  of 
the  obstruction.  His  appendix  had  been  removed 
through  the  right  rectus  incision.  This  drainage 
w'ound  was  carefully  isolated  by  fastening  with 
clips  sterile  gauze  pads  to  the  skin.  An  ample 
midline  incision  was  used  to  relieve  the  obstruc- 
tion and  empty  the  bowel  above.  Eleven  days 
later  a second  obstruction  occurred.  Enterostomy 
around  the  unstrangulated  obstructed  loop  gave 
perfect  results  and  a good  recovery. 

Among  the  cases  due  to  adhesions  not  post- 
operative was  a woman  twenty-five  years  of  age. 
The  writer  was  called  to  see  her  late  one  night; 
she  had  been  suffering  a few  hours.  A possible 
obstruction  was  suspected.  Much  to  the  disgust 
of  the  patient’s  friends  no  morphin,  no  cathartics 
w'ere  administered.  Enemas  were  ordered.  These 
were  unproductive.  A most  miserable  night  was 


spent.  Early  the  next  morning  an  absolute  diag- 
nosis of  obstruction  was  made,  and  the  patient 
given  one-fourth  grain  of  morphin  to  make  her 
transportation  endurable.  When  she  arrived  at 
the  hospital  she  looked  so  well  and  comfortable 
that  the  diagnosis  was  in  great  doubt.  That  one- 
fourth  grain  of  morphin  had  worked  a most  won- 
derful transformation  in  her  appearance  and  symp- 
toms. It  required  no  little  faith  and  courage  to 
proceed  with  immediate  operation,  but  we  were 
rewarded  by  finding  an  absolute  obstruction  high 
in  the  jejunum,  due  to  an  old  tuberculous  adhe- 
sion. Recovery  was  perfect. 

Upon  my  first  call,  had  morphin  been  given  the 
patient  w'ould  have  been  free  from  pain  until  late 
the  next  day.  This  relief  would  have  undoubt- 
edly demanded  a second  quarter  grain;  by  the 
time  a third  was  needed  nothing  could  have  saved 
this  W'Oman. 

The  lesson  of  this  one  case  has  been  a great 
comfort  in  promptly  proceeding  in  similar  cases 
which  have  been  morphined  to  make  comfortable 
transportation  to  the  hospital.  The  patient,  his 
friends  and  even  attending  physician  frequently 
need  much  encouragement  to  accept  operation  un- 
der these  conditions. 

One  case  of  volvulus  involving  the  cecum  and 
ascending  colon  was  interesting. 

The  patient  was  a man  of  thirty-five.  The  ob- 
struction had  existed  for  five  days.  The  cecum 
was  six  inches  in  diameter  and  was  found  under 
the  left  costal  arch.  On  the  day  of  operation  he 
had  made  a forty-mile  auto  trip  over  rough  moun- 
tain roads  and  a hundred  and  ten-mile  railroad 
journey  in  a day  coach.  He  walked  out  of  the 
depot,  rode  to  the  hospital  in  an  auto,  was  oper- 
ated on  at  once  and  made  a perfect  convalescence. 

Occasionally  a late  operation  is  rewarded  by 
recovery.  The  remarkable  strength  and  vitality 
of  this  man  was  responsible  for  the  happy  result. 

One  case  of  intussusception,  male,  twenty-one, 
was  caused  by  a pedunculated,  walnut-sized  poly- 
pus in  the  jejunum.  Eight  feet,  eight  inches  of 
his  small  intestine  were  resected.  Twenty-seven 
days  after  he  had  obstruction  due  to  adhesions. 
At  this  time  several  more  small  polypi  were  re- 
moved. 

Incidentally  there  was  one  interesting  condition 
found  at  the  second  operation.  In  doing  the  re- 
section at  the  first  operation,  a side-to-side  anas- 
tomosis was  done.  The  ends  of  the  intestine  were 
invaginated  and  closed  by  a linen  purse-string 
suture.  About  one  and  a half  inches  of  the  bowel 
was  thus  turned  in.  The  blood  supply  of  this 
end  was  cut  off.  This  dead  invaginated  piece  of 
intestine,  attached  by  the  linen  suture,  was  found 
undigested  and  its  structure  unchanged  by  the 
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constant  action  of  the  intestinal  juices  for  four 
weeks.  The  piece  was  frightfully  foul  from  sapro- 
phytic action.  This  young  man  is  in  perfect 
health  and  does  not  miss  the  absence  of  one-third 
his  intestinal  tract. 

Among  the  obstructions  due  to  hernias  was  one 
in  which  the  hernia  had  been  reduced  in  mass. 
The  stmptoms  of  obstruction  continued  after  the 
apparent  complete  reduction  of  the  inguinal  her- 
nia. Prompt  operation  was  followed  by  an  un- 
eventful recovery. 

One  man,  age  twenty-two,  was  drained  for  rup- 
tured appendix.  Six  days  later  he  had  a secondary 
hemorrhage  from  the  appendiceal  artery.  This 
was  serious  enough  to  demand  a general  anesthetic 
and  reopening  of  the  abdomen.  Twenty-two  days 
later,  while  the  wound  w'as  still  draining,  he  had 
absolute  obstruction  w'hich  was  promptly  operated 
upon  w'ith  recovery. 

It  is  distasteful  to  be  made  responsible  for  the 
other  fellow’s  mistakes.  The  surgeon  is  held  ac- 
countable for  the  deaths  in  obstructed  bowel. 
This  is  unfair.  Moynihan  says  the  surgery  of 
intestinal  obstruction  is  disheartening  w'ork.  It 
is  made  so  entirely  by  delay.  I'his  delay  is  caused 
by  the  physician.  It  is  the  duty  of  every  surgeon 
to  instruct  and  agitate  upon  this  question  until 
obstructed  cases  are  recognized  and  operated  upon 
w'ithin  the  first  twenty-four  hours  of  their  onset. 
When  this  shall  obtain,  there  will  be  but  little 
more  hazard  in  dealing  with  an  obstructed  bowel 
than  with  acute  appendicitis,  hysterectomy  or  gall- 
stones. 


Intestinal  Obstruction.  J.  W.  Draper,  New  York 
(Journal  A.  M.  A.,  Oct.  7,  1916),  says  that  intestinal 
obstruction  is  today  of  as  much  interest  to  the 
abdominal  surgeon  as  to  the  surgical  physiologist. 
There  is  a certain  well  defined  clinical  syndrome 
somewhat  loosely  defined  as  autointoxication.  It 
is  so  often  associated  with  irregularity  in  the  out- 
ward course  of  the  intestinal  contents  that  we  are 
forced  to  concede  a very  probable  relationship  be- 
tween cause  and  effect.  Granting  this,  do  not  our 
laboratory  studies,  he  asks,  seem  closely  related 
with  this  clinical  syndrome.  For  the  past  four 
years  Draper  has  been  studying  the  effect  on  ob- 
struction toxemia  of  feeding  jejunal  and  ileal 
homologous  epithelial  cells  to  duodenally  ob- 
structed dogs.  Some  of  the  results  are  given.  He 
is  inclined  to  believe  that  the  toxemia  causing 
death  in  intestinal  obstruction  must  be  due  to 
aberrant  activity  of  the  duodenal  and  probably  of 
the  pancreatic  cells.  The  old  hypotheses  that  the 
toxemia  is  of  bacterial  or  food  decomposition  origin 
may  be  discarded.  There  is  an  important  ratio  be- 
tween the  toxicity  of  the  intestinal  epithelium  and 
its  digestive  power,  and  he  gives  a table  showing 
the  nitrogen  retention  and  alkali  reserve  in  dogs 
subjected  to  intestinal  obstruction.  So  far  as  he 
nas  gone,  he  has  noticed:  first,  a rise  in  nonprotein 
nitrogen;  second,  a rise  in  creatinin,  and  third,  an 
Increase  in  alkalinity. 


A RESUME  OF  THE  PRESENT  STATUS 
OF  GALLBLADDER  SURGERY.* 

By  Jos.  A.  Pettit,  M.  D.,  F.  A.  C.  S., 

PORTLAND,  ORE. 

During  recent  years  gallbladder  surgery  has 
gradually  resolved  itself  into  two  issues:  (1)  In 

what  cases  shall  the  gallbladder  be  drained,  (2) 
in  what  cases  shall  the  gallbladder  be  excised. 
There  is  no  longer  any  question  as  to  persistent 
gallbladder  symptoms  being  unamenable  to  any 
treatment  other  than  surgical.  Gradually  we  are 
finding  that  many  indefinite  abdominal  symptoms 
are  due  to  gallbladder  disease,  and  recently  it  has 
come  to  light  that  it  is  occasionally  a focal  infec- 
tion for  some  systemic  manifestations. 

There  have  gradually  become  established  a few 
rather  definite  rules  for  guidance  in  choosing  be- 
tween drainage  and  excision.  Generally  it  is 
easier  to  decide  when  to  excise  rather  than  when 
to  drain.  Lilienthal  once  made  the  statement  that 
“Any  one  can  learn  to  work  according  to  set  rules, 
but  only  an  artist  knows  when  to  disregard  them.” 
Some  years  ago  drainage  was  a common  practice 
and  excision  done  only  in  exceptional  cases.  At 
the  present  time  the  pendulum  has  swung  widely  to 
the  other  side,  and  we  find  ourselves  doing  drain- 
age only  in  those  cases  where  it  lessens  the  surgical 
risk.  In  other  words,  the  gallbladder  is  viewed 
entirely  in  the  light  of  a biliary  appendix  and  is 
removed  as  a safeguard  against  future  trouble  in 
exactly  the  same  manner  that  we  treat  the  vermi- 
form appendix.  In  the  presence  of  a very  acute 
inflam.mation  with  distinct  empyema  present,  and 
especially  involving  the  surrounding  structures,  it 
is  far  safer  to  drain,  excepting  in  an  occasional 
case.  The  second  operation  of  excision  can  be 
done  at  a future  date  with  safety  and  ft  may  not 
be  necessary  in  some  instances.  In  certain  cases 
of  acute  pancreatitis  ft  is  a safer  procedure  for  the 
patient  to  establish  a gallbladder  drainage.  A few- 
other  conditions  arise  which  also  render  drainage 
a safer  procedure. 

The  gallbladder,  w-hich  offers  the  strongest  in- 
dication for  excision,  is  the  one  which  presents 
chronic  cholecystitis  without  stone  formation. 
Greater  credence  is  continually  being  given  to  the 
belief  that  stones  are  usually  a product  of  chronic 
cholecystitis  and  infection,  and,  therefore,  a gall- 
bladder with  stones  probably  presents  the  end- 
results  of  a previous  cholecystitis.  Rosenow  has 

*Read  before  the  Forty-second  Annual  Meeting  of  Oregon 
State  Medical  Association,  Portland,  Ore.,  Sept.  14-16,  1916. 
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isolated  streptococci  from  the  center  of  gallstones 
which  have  been  in  specimen  jars  for  many  years. 
It  would,  therefore,  seem  that  permanent  cure 
would  more  likely  ensue  from  simple  drainage  in 
the  presence  of  stones  than  in  cholecystitis  without 
stones.  However,  this  would  not  be  any  argu- 
ment for  draining  the  gallbladder  filled  with 
stones  and  taking  a chance  on  recurrence  of  symp- 
toms unless  the  individual  case  presents  some  spe- 
cial hazard  in  the  removal  of  the  gallbladder.  In 
following  up  series  of  cases  of  drainage  by  differ- 
ent observers  it  is  found  that  in  drainage  for 
simple  cholecvstitis  about  fifty  per  cent,  of  the 
patients  have  a recurrence  of  symptoms,  while  in 
drainage  for  stones  less  than  twenty  per  cent,  have 
them. 

Rosenow  has  demonstrated  that  infection  lies 
dormant  in  the  tissues  of  the  gallbladder  parietes 
betw  een  the  recurring  attacks  of  cholecystitis.  A 
simple  temporary  drainage  cannot  be  expected  to 
rid  these  tissues  of  this  infection.  On  the  con- 
trary', the  tube  may  so  traumatize  the  mucous 
m.embrane  lining  of  the  gallbladder  as  to  invite  the 
spread  or  continuance  of  the  infection.  As  investi- 
gation and  clinical  observation  progress  during  the 
course  of  time,  we  have  a greater  accumulation 
of  evidence  in  favor  of  excision  of  this  appendix 
in  every  case,  unless  it  is  going  to  be  an  especial 
hazard  in  the  particular  case. 

The  following  personal  statements  were  ob- 
tained from  Dr.  C.  H.  IMayo,  giving  his  present 
views  of  the  gallbladder  situation:  “In  chronic 

cholecystitis,  between  the  attacks  especially,  the  in- 
fection is  always  in  the  walls  only,  and  it  is  only 
during  an  acute  exacerbation  that  cultures  can  be 
obtained  from  the  bile  itself.  It  is  our  belief  that 
stones  are  dependent  upon  infection  and  that 
especially,  when  large  stones  exist,  the  condition 
represents  a postinflammatory  stage,  and  that  is 
the  reason  drainage  of  this  class  yields  a ninety 
per  cent.  cure.  In  cholecystitis  cases,  drainage 
will  give  only  fifty  per  cent-  of  permanent  cures, 
while  excision  of  the  gallbladder  will  give  one 
hundred  per  cent  of  cures.” 

A very  important  point  in  gallbladder  surgery 
has  been  brought  out  by  our  own  J.  Earl  Else  in 
his  study  of  a large  series  of  gallbladders  in  Vien- 
na, in  reference  to  the  occurrence  of  strictures. 
These  can  be  easily'  overlooked  and  they  are  a 
potent  factor  in  the  cause  of  gallbladder  disturb- 
ance and  disease.  This  condition  is  a definite  and 
urgent  indication  for  excision  of  the  gallbladder. 


The  whitish  gallbladder,  with  thickened  walls  but 
without  stones,  has  long  been  recognized  as  a path- 
ologic entity,  indicating  excision  as  the  issue  is  now 
viewed  instead  of  the  former  method  of  drainage. 

Regarding  the  use  of  drainage  it  seems  safer, 
as  the  situation  exists  at  present,  to  leave  a drain 
in  all  cases  of  cholecystectomy,  yet  a few  have 
come  forward  strongly  advocating  the  fact  that 
it  is  entirely  unnecessary.  The  conservative  way 
would  be  to  treat  such  conditions  as  in  fact  all 
other  drainage  cases  should  be  treated,  with  a 
minimum  amount  of  drainage  commensurate  with 
safety.  It  has  always  seemed  important  to  the 
writer  that  all  tube  drainage  should  be  wrapped 
in  gutta  percha  tissue.  It  minimizes  adhesions 
in  drainage  following  cholecystectomy,  and  pro- 
duces less  trauma  to  the  gallbladder  mucosa  than 
the  bare  rubber  tube  in  cholecy'stotomy. 

One  great  object  to  be  sought  in  operations 
about  the  gallbladder,  as  w'ell  as  in  any  other  parts 
of  the  abdominal  cavity,  is  the  prevention  of  adhe- 
sions. Unpleasant  symptoms  usually  arise  from 
adhesions  of  some  viscus.  Adhesions  of  the  omen- 
tum or  other  loose  structures  usually  give  rise  to 
no  symptoms  at  all.  In  many  cases  the  possibility 
of  adhesions  of  the  stomach  or  the  duodenum  can 
be  prevented  by  tacking  the  fatty  appendage  of 
the  round  ligament  of  the  liver  over  the  raw  sur- 
face of  the  gallbladder  bed.  If  this  is  not  possible, 
part  of  the  omentum  can  frequently  be  tucked 
into  this  position.  An  adhesion  of  this  sort  never 
produces  any  disturbance  and  there  is  no  inter- 
ference with  the  free  mobility  of  the  stomach  and 
duodenum. 

Crile  has  offered  a very  useful  suggestion  as  to 
the  cause  of  the  high  mortality  in  bad  cases  of 
stones  in  the  common  duct.  His  explanation  is 
that  the  rough  handling  of  the  common  duct, 
w'hich  lies  in  the  fold  containing  the  nerve  supply 
of  the  liver  particularly  the  sympathetic  nerve 
supply,  will  produce  a nerve  block  and  a tempo- 
rary disturbance  of  liver  function.  He  recom- 
mends his  anoci-association  and,  what  is  still  more 
important,  very  gentle  manipulation  of  the  struc- 
tures about  the  common  duct,  making  a long 
enough  incision  in  the  common  duct  to  facilitate 
a dextrous  extraction  of  the  stones. 

The  technic  of  cholec3'stectomy  is  not  particu- 
larly complicated  as  compared  with  cholec>'sto- 
tomy,  unless  in  the  presence  of  a localized  peri- 
tonitis or  old  dense  adhesions.  In  fact,  there  is 
less  contamination  of  the  operative  field  with  gall- 
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bladder  contents  than  in  cholecystotomy.  The 
two  chief  dangers  are  (1)  injury  to  the  continuity 
of  the  common  duct,  (2)  hemorrhage  from  the 
cystic  artery.  Careful  and  thorough  exposure  and 
precise  application  of  ligatures  will  obviate  these 
dangers.  This  is  facilitated  by  first  isolating  the 
c}'stic  duct  and  artery  by  blunt  dissection  and 
dividing  between  forceps  before  applying  the  lig- 
atures. 

Where  cholecystotomy  is  employed,  the  long 
and  annoying  drainage  of  bile  after  removal  of 
the  tube  from  the  gallbladder,  ten  or  twelve  days 
following  the  operation,  can  be  successfully  avoid- 
ed by  a simple  method  used  by  the  writer  for  a 
number  of  years:  First,  a very  careful  entropion 

of  the  gallbladder  edges  about  the  tube  is  secured ; 
second,  beside  the  usual  re-enforcement  silk-worm 
gut  sutures  of  the  abdominal  incision,  one  is  care- 
fully and  deeply  introduced  in  the  space  occupied 
by  the  tube  projecting  through  the  wound  and  is 
left  untied ; third,  when  the  tube  is  removed,  this 
suture  is  tied  which  tightly  closes  the  bile  channel. 
By  this  means  bile  leakage  following  cholecysto- 
tomy will  usually  cease  w'ithin  twenty-four  hours. 
This  same  technic  is  used  in  supra  pubic  pros- 
tatectomy. 

In  conclusion,  it  should  be  our  aim  to  bend  to- 
ward conservatism  in  all  surgical  procedures,  but 
the  majority  of  gallbladder  disease  offers  less 
morbidity  and  no  greater  mortality  when  sub- 
jected to  cholecvstectomy.  In  a smaller  number 
of  cases  conservatism  indicates  drainage  (with 
subsequent  excision  if  necessary)  in  order  to  lessen 
the  immediate  hazard  of  the  patient.  The  two 
stage  operation  principle  applies  to  gallbladder 
surgery  as  w’ell  as  to  many  other  parts  of  the 
abdominal  cavity.  A successful  clinical  result  fol- 
lowing two  operations  is  better  than  a technically 
perfect  one  stage  operation  followed  by  a clinical 
disaster. 

Diarsenol  in  Malaria.  F.  C.  Neff,  Kansas  City, 
Mo.  (Journal  A.  M.  A.,  Oct.  7,  1916),  gives  histories 
of  five  cases  of  tertian  malaria  treated  by  intraven- 
ous injection  of  diarsenol.  Two  of  the  patients  re- 
ceived only  one  injection  of  the  drug.  Three  re- 
ceived from  two  to  four  injections,  and  at  one  in- 
terval of  three  weeks  organisms  were  again  found 
in  two  children  following  which  the  only  large  dose 
v/as  given.  These  children  have  gained  markedly 
in  weight  and  have  been  continuously  well  without 
any  quinin  treatment,  which  had  been  relied  on 
prior  to  the  diarsenol.  The  spleens  have  never 
reached  normal  size,  but  have  become  from  one- 
half  to  two-thirds  smaller.  Because  of  the  still 
definitely  enlarged  spleens,  Neff  does  not  class  them 
as  permanent  cures.  What  might  be  accomplished 
with  larger  doses  over  a longer  period  of  time  and 
using  quinin  as  an  adjuvant  would  be  of  interest. 


INDICATIONS  AND  CONTRAINDICA- 
TIONS FOR  CHOLECYSTECTOMY.* 

By  M.  H.  Tallman,  M.  D. 

BOISE,  IDA. 

From  a better  knowledge  of  the  pathology  of 
diseases  of  the  gallbladder,  the  severity  of  its 
affections  and  its  relation  to  disturbances  of  neigh- 
boring organs  and  general  systemic  conditions, 
there  has  developed  definite  measures  for  its  sur- 
gical treatment.  In  the  early  history  of  gall- 
bladder surgery,  cholecystotomy  was  the  rule.  Lit- 
tle attention  was  given  to  the  infective  processes 
and,  aside  from  the  simple  removal  of  stones  for 
the  accompanying  attacks  of  colic,  nothing  was 
done.  From  the  large  number  of  recurrences  and 
the  failure  to  relieve  the  symptomatology,  other 
measures  were  obviousily  needed.  Cholecystos- 
tomy  was  resorted  to  with  a higher  percentage  of 
cures.  Even  this  measure  in  a large  percentage 
of  infective  cases  failed,  the  patients  returning 
with  a recrudescence  of  the  original  trouble.  Cho- 
lecystectomy was  thus  forced  upon  the  operatory. 

At  the  present  time  our  knowledge  of  the  long 
standing  nature  of  gallbladder  infections,  often 
dating  back  to  childhood,  its  ability  to  produce 
recurring  and  distressing  reflex  symptoms,  even 
serious  constitutional  disorders  without  many  local 
manifestations  of  disease,  has  directed  our  atten- 
tion to  the  importance  of  early  diagnosis  in  these 
cases.  Neglect  in  diagnosis  and  procrastination 
in  treatment  often  lead  to  invalidism  or  death 
for  the  patient.  The  serious  consequences  of  pro- 
longed infection  are  cholelithiasis,  empyema,  gan- 
grene of  the  bladder  wall,  malignancy,  occlusion 
of  the  cj^stic  duct,  rupture  of  the  gallbladder, 
pancreatitis  and  metastatic  infections. 

Inasmuch  as  Rosenow  and  others  have  dem- 
onstrated that  gallbladder  infections  involve  the 
whole  wall  and  not  the  mucosa  alone,  early  cho- 
lecj'Stectomy  is  indicated  in  practically  every  case 
unless  there  are  specific  contraindications  which 
will  be  considered  later.  Primary  malignancy, 
confined  to  the  gallbladder  wall  and  papillary 
gallbladders,  requires  excision  of  the  organ.  Sim- 
ple lithiasis  without  infection  should  also  be  so 
treated  to  avoid  recurrence. 

The  contraindications  for  cholecystectomy  are 
definite  in  character.  Border  line  cases  may  pre- 
sent themselves  which  will  tax  the  judgment  and 

*Head  before  the  Twenty-fourth  Annual  McetinR  of  IdahO' 
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skill  of  the  operator  to  the  utmost.  In  cases  of 
doubt  drainage  should  be  instituted ; removal  may 
be  performed  later  if  indicated.  Obstructions 
due  either  to  stricture  or  impacted  calculus  in  the 
common  duct  require  the  preservation  of  the  gall- 
bladder for  its  anastamosis  wdth  the  intestinal 
tract.  Pancreatitis  with  the  prolonged  drainage 
necessary  for  cure  demands  cholec3''stostomy.  If 
the  gallbladder  be  the  focus  of  infection,  it  should 
be  removed  later.  Acute,  virulent  and  phlegmo- 
nous inflammations  should  be  treated  with  cyst’ 
ostomy  and  at  a later  date  excision.  In  all  cases 
the  age  and  condition  of  the  patient  should  be 
carefully  considered  and  a life  not  jeopardized 
by  the  technically  difficult  cholecystectomy  w'hen 
a simple  cystostomy  would  relieve  the  immediate 
danger.  The  removal  could  be  accomplished  at  a 
more  opportune  time. 

In  a study  of  recent  literature  I find  practically 
every  surgeon  advocating  removal  of  the  gall- 
bladder for  infections.  At  the  Maj’o  Clinic,  dur- 
ing the  years  1913  to  1916,  there  were  1767  cho- 
lecystectomies performed  with  a mortality  of  1.2 
per  cent. ; cholecystostomies  during  that  period 
numbered  435,  with  a mortality  rate  of  3.4  per 
cent,  of  the  patients  operated  on  by  excision;  71 
per  cent,  w'ere  cured,  while  22  per  cent,  improved 
and  7 per  cent,  failed  to  improve.  The  drainage 
cases  showed  53  per  cent,  cured,  38  per  cent,  im- 
proved, and  9 per  cent,  not  improved. 

CONCLUSION. 

Cholecystectomy  is  the  operation  of  choice,  cho- 
lecystostomy  the  operation  of  necessity. 

Cholecystectomy  gives  the  highest  percentage  of 
cures,  the  lowest  mortality;  convalescence  is  much 
shorter  and  more  comfortable  and  it  prevents  re- 
currences. 

Cholecj'Stectomy  is  contraindicated  in  the  aged, 
in  exhausted,  debilitated  patients,  in  the  presence 
of  acute  virulent  infections,  in  pancreatitis  and 
common  duct  obstructions. 
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FIBROSIS  OF  THE  BLADDER  NECK  AS 
A CAUSE  OF  URINARY 
FREQUENCY.* 

By  H.  W.  Howard,  M.  D. 

PORTLAND,  ORE. 

Genitourinary  Surgeon  to  Emanuel  Hospital. 

A clinical  entity  which  has  of  late  come  into 
view  of  the  urologist  and  has  established  itself 
in  the  category  of  urologic  diseases  is  that  of  con- 
tracture of  the  vesical  neck.  Obviously  this  con- 
tracture is  but  the  natural  evolution  of  scar  for- 
mation, growing  out  of  an  inflammatory  process 
in  the  well-known  and  classic  manner.  So  many 
urologists  accept  the  verity  of  this  condition  that 
it  is  needless  to  argue  the  point  of  its  existence. 

The  matter  of  diagnosis,  however,  is  not  so 
well  agreed  upon.  That  is,  a definite  group  of 
clinical  findings  which  bespeak  the  condition  clear- 
ly and  indisputably  have  not  been  so  generally 
presented  and  accepted,  tho  testimony  of  writers 
indicate  a rapid  progress  to  this  end.  It  has  been 
necessary  to  disentangle  contracture  from  ( 1 ) 
prostatic  new  growths,  (2)  trophic  cord  lesions 
and  (3)  disputed  entity  of  essential  vesical  atony. 
It  must  be  admitted  that  the  idea  of  contracture 
was  only  conjectured  when  the  others  were  ruled 
out.  For  a time  the  diagnosis  rested  there,  that 
is,  in  conjecture  until  (1)  postmortem  in  a typical 
case  by  Dr.  Chetwood  revealed  the  true  condition, 
(2)  anticontracture  measures  afforded  the  relief 
denied  by  other  methods  and  (3)  the  creation  of 
the  cystourethroscope  by  means  of  which  the  study 
of  the  vesical  neck  and  adjacent  urethra  has  been 
made  so  simple  and  accurate. 

Diagnosis  in  my  opinion  is  drawn  from  three 
sources:  (1)  symptomatology,  (2)  observed 

changes  about  the  vesical  neck  and  (3)  calibration 
of  the  vesical  neck. 

The  items  of  complaint  on  the  part  of  the  pa- 
tient are  (1)  frequency,  (2)  sense  of  obstruction 
and  (3)  intermictional  dribbling  or  leaking. 
There  is  an  absence  of  pain  or  other  extraneous 
complaint.  The  urine  is  free  from  morphologic 
elements.  Patients  are  of  any  age,  as  young  as 
23  and  as  old  as  65.  Sexes  are  affected  about 
equally.  In  men  there  may  be  history  of  an  ante- 
cedent gonorrhea  or  trauma,  but  also  a contribut- 
ing cause  may  not  be  discoverable.  A history  of 
very  long  standing  is  common;  frequently  it  is 
traced  back  to  childhood.  Residual  urine  is  often 

•Read  before  California  State  Medical  Association,  Fresno, 
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not  present ; I would  say  more  often  not,  now  that 
the  condition  is  being  recognized  earlier  in  its 
course. 

Of  observable  changes  in  the  vesical  neck,  the 
first  that  attracted  my  attention  in  these  patients 
was  an  asymmetry  of  the  sphincter  rim,  as  ob- 
served by  the  cystourethroscope.  The  normal 
sphincter  rim  is  a perfect,  clean-cut  circle.  The 
edge  is  sharp,  not  the  least  jagged  or  irregular, 
the  symmetry  being  perfect.  In  contractured  neck 
the  sprincter  rim,  instead  of  being  perfectly  cir- 
cular, will  be  flattened  in  one  or  more  segments. 
This  asymmetry  may  be  associated  with  epithelial 
changes  in  the  form  of  papillae  or  villi  or  of 
glandular  changes  in  the  form  of  cysts.  The  asym- 
metry, I believe,  is  fundamentally  due  to  a con- 
nective tissue  increase  and  contracture.  More 
often  one  will  see  this  alone  without  added  epithe- 
lial or  glandular  changes.  The  asymmetry  may 
be  confined  to  a single  segment,  say  one-tourth 
of  the  circumference  wTich  may  be  simply  flattened, 
or  it  may  be  very  extensive  and  affect  tw’o  or  more 
segments  separated  by  sharp  receding  angles. 

Heretofore  I think  we  have  been  too  prone  to 
separate  cysts,  glandular  changes,  villi  and  papillae 
or  epithelial  hyperplasia  off  as  separate  entities 
and  to  treat  them  as  such,  making  the  mistake  of 
not  associating  them  etiologically  wdth  an  under- 
lying chronic  inflammation  which  is  productive  of 
connective  tissue  by  hyperplasia  as  well.  There- 
fore we  may  set  up  the  former  as  pathognomonic  of 
contractured  neck  because  of  the  implied  connect- 
ive tissue  changes  accompanying. 

Calibration  of  the  vesical  neck  is  apropos  when 
contractured  sphincter  is  suspected.  There  is  no 
difficulty  whatever  in  carrying  it  out.  The  means 
is  the  Kollman  dilator.  The  normal  sphincter  is 
readily  dilatable,  that  is,  offers  but  slight  resist- 
ance thruout  the  entire  range  of  the  instrument.  In 
contrast,  w’ith  contractured  neck  the  resistance  is 
plainly  perceptible  and  unmistakable.  Calibra- 
tion of  the  sphincter  vesicae  should  become  a reg- 
ular urologic  maneuver. 

Differentiation  is  required  from  hypertrophy  of 
the  prostate  and  tabes  dorsalis.  In  contractured 
neck  there  is  the  absence  of  the  evidences  of  tumor 
by  rectal  touch  or  by  cystourethroscopy,  as  there 
would  be  in  case  of  hypertrophied  prostate.  Tabes 
should  be  eliminated  as  a routine  item  but  may 
be  associated  with  contractured  neck,  as  evidenced 
by  certain  reported  cases  by  Dr.  B.  Lewis  and 


others,  in  which  great  benefit  inured  to  the  patients 
by  anticontracture  measures  despite  the  tabes. 

Colliculitis  does  cause  frequency  and  even  a 
sense  of  obstruction,  but  has  associated  it  with  a 
well  marked  pain  referred  to  the  perineum  and 
rectum.  Cystourethroscopy  readily  differentiates. 

The  therapy  calls  for  anticontractural  measures, 
the  first  of  which  is  stretching.  In  my  early  ex- 
perience I was  first  attracted  by  the  epithelial  or 
glandular  changes  (cysts,  villi,  etc.),  and  pro- 
ceeded to  attack  them  by  obviously  appropriate 
measures  but,  as  I realized  that  these  were  being 
produced  by  the  same  cause  as  the  accompanying 
fibrous  stenosis,  I began  to  rely  upon  the  stretch- 
ing to  correct  all  with  the  most  gratifying  results. 
The  present  therapy  is  practically  limited  to 
stretching.  I use  the  Kollman  dilator  for  this 
purpose,  being  sure  that  it  is  so  disposed  as  to 
bring  the  largest  diameter  in  contact  with  the 
part  to  be  stretched.  The  limit  of  the  first 
stretching  will  be  determined  by  the  degree  of 
contracture  in  a given  case.  Each  subsequent 
stretching  will  be  one  point  greater  than  the  pre- 
ceding and  the  treatment  should  be  continued  until 
the  full  capacity  of  the  instrument  is  attained  and 
maintained  at  that  point  for  several  more  treat- 
ments. 

I have  not  in  my  own  experience  encountered  a 
contractured  vesical  neck  which  required  cutting, 
tho  there  have  been  many  such  cases  in  the  ex- 
perience of  others.  It  appears  to  be  agreed  that 
the  methods  of  Chetwood  of  dividing  the  neck 
with  a thermocautery,  especially  devised  through  a 
perineal  section,  is  the  best  method. 


Ear  Tests.  C.  K.  Mills  and  I.  H.  Jones,  Philadel- 
phia (Journal  A.  M.  A.,  Oct.  28,  1916),  report  ob- 
servations on  the  nervous  mechanism  of  vertigo. 
The  cause  of  vertigo  has  been  somewhat  of  a per- 
plexing problem  at  times.  Whatever  the  primary 
lesion,  the  labyrinth  and  its  associated  pathways 
and  brain  centers  are  involved,  and  the  Barany 
tests  furnish  us  the  means  for  studying  this  vestibu- 
lar apparatus,  and  also  enable  us  to  determine 
more  positively  where  an  intracranial  lesion  which 
may  be  involved  is  located.  Cajal  has  shown  that 
the  fibers  from  the  vestibular  portion  of  the  eighth 
nerve  enter  Deiters’  nucleus  and  continue  from  the 
inferior  cerebellar  peduncle  into  the  cerebellum  it- 
self. The  authors  believe  that  (1)  this  path  in- 
cludes the  fibers  from  the  horizontal  semi-circular 
canals  exclusively,  and  (2)  the  fibers  from  the 
vertical  canals  have  an  entirely  different  course. 
The  former  are  confined  to  the  oblongata,  while 
the  latter  ascend  into  the  pons.  The  authors  re- 
port in  detail  the  case  in  which  the  Barany  tests 
were  used  in  which  a tumor  was  found  extending 
from  the  uppermost  portions  of  the  cerebral 
peduncles  through  the  pons  and  into  the  cerebellar 
lobe  on  the  left  side,  and  comment  in  detail  on  the 
diagnostic  points  made  with  the  tests. 


370 


UNUSUAL  CASES MATTHEWS 


Vol.  XV.  No.  11. 


CLINICAL  REPORTS 

REPORT  OF  SEVERAL,  UNUSUAL  CASES. 

By  A.  Aldeidge  Matthews,  M.  D., 

SPOKANE,  WASH. 

If  we  go  back  over  our  work  every  few  months 
I am  sure  most  of  us  will  find  cases  which  are 
worth  calling  attention  to  on  account  of  being 
unusual.  This  was  brought  to  my  attention  by  see- 
ing a case  of  enterospasm  which  I reported  last 
year,  described  in  detail  in  Murphy’s  Year  Book 
on  Surgery  (Page  405,  1916.) 

In  reviewing  some  of  my  work  for  the  last  six 
months  I have  run  across  the  following  cases  which 
I deem  of  sufficient  interest  to  record.  We  have 
not  the  advantages  of  the  clinics  of  the  large  cities, 
where  these  cases  are  aired  to  the  profession, 
therefore  we  should  report  them  to  our  local  so- 
cieties and  journals. 

Case  1.  Papilloma  of  Ovary.  Mrs.  J.  M.  O.,  age 
21  years,  married,  housewife.  April  1,  1916.  Family 
and  past  history  of  no  consequence.  Began  to 
menstruate  at  the  age  of  13,  twenty-eight  day  type, 
the  period  usually  lasting  from  three  to  four  days. 
Mens'ruated  last  Feb.  26.  Began  to  fiow  on  March 
28  and  flowed  rather  profusely  for  two  days,  since 
which  time  has  been  dribbling  a small  quant. ty  of 
blood  constantly. 

About  one  year  ago  had  a miscarriage  which  left 
her  with  some  soreness  in  the  left  side  which  has 
been  a little  annoying  at  times.  Claims  to  have 
had  no  nausea  or  vomiting  but  has  little  crampy 
pains  on  both  sides  for  the  last  few  days  in  the 
lower  part  of  che  abdomen,  the  pain  becoming 
much  worse  in  the  last  two  days.  She  walked  in 
to  my  office  on  the  above  date,  stooped,  complain- 
ing of  pain  if  she  attempted  to  straighten  up,  this 
pain  being  across  the  lower  abdomen. 

Physical  examination  ne.gative  except  as  below 
stated.  The  lower  part  of  the  abdomen  was  quite 
tense.  Any  manipulation  or  percussion  gave  her 
distress  and  the  belly  would  become  very  rigid. 
I attempted  to  make  a vaginal  examination  which 
was  unsatisfactory.  I feared  to  make  any  manipu- 
lation as  I suspected  an  ectopic  pregnancy. 

At  this  time  she  had  a temperature  of  over  100°. 
I referred  her  to  St.  Luke’s  Hospital  and  opened 
her  belly  in  the  middle  line  below  the  navel.  I 
found  the  peritoneum  much  thickened  and,  upon 
going  thru,  found  the  whole  pelvis  full  of  multiple 
cysts,  varying  from,  that  of  a small  shot  to  a large 
walnut.  These  cysts  were  attached  to  the  peri- 
toneum. uterus,  broad  ligaments,  bladder  and  the 
lower  part  of  the  omentum. 

I scooped  out  large  quantities  of  them  with  my 
hand.  'They  were  closely  connected  by  a loose 
fibrous  net  work  and  many  times  would  remove 
large  clusters  six  to  eight  inches  in  length,  re- 
sembling bunches  of  grapes.  I removed  about  three 
pints.  There  was  not  a great  deal  of  hemorrhage 
and  the  majority  were  easily  detached  by  the  hand. 
It  was  impossible  to  remove  them  all  as  those  at- 
tached to  the  peritoneum  intimately  adhered 
and  were  very  small  and  numerous. 

Removed  the  right  ovary  and  tube,  both  being 
much  matted  with  these  cysts.  The  ovary  had 
undergone  a cystic  degeneration.  The  bladder  was 
attached  quite  high  up  and  it  was  with  difficulty 
that  it  could  be  distinguished.  Upon  opening  the 
peritoneum  at  the  lower  angle  of  the  wound  I 
oiiened  in  to  the  bladder,  which  was  sewed  up  and 
healed  primarily.  I inserted  a drainage  tube  in 
the  lower  part  of  the  wound. 


The  uterus  was  about  twice  the  size  of  normal, 
so  after  completing  the  work  above  1 curetted  and 
got  away  some  tissue  which  proved  to  be  mucous- 
membrane  under  the  microscope.  Patient  made  an 
uneventful  recovery,  leaving  the  hospital  on  the 
sixteenth  day. 

The  statement  was  made  to  me  by  her  husband, 
two  or  three  days  following  the  operation,  that  a 
catheter  had  been  passed  on  his  wife  just  preceding 
the  flow  as  she  thought  herself  pregnant.  When 
the  question  was  put  to  her  if  there  had  been  any- 
thing done  to  bring  on  the  flow  she  denied  it,  but 
has  since  confirmed  her  husband’s  statement. 

Pathologic  findings.  (1)  Mesoperisalpingitis 
purulenta.  (2)  Oophoritis  purulenta.  (3)‘ Probably 
a surface  papilloma  of  ovary  (with  acute  fibrino- 
purulent  formation).  Not  enough  tissue  in  the  sec- 
tion to  say  surface  papilloma.  (4)  Most  prominent 
feature  is  the  fibrino-purulent  formation  and  edema 
(of  the  section)  of  tissue. 

The  accompanying  is  a photograph  which  will 
show  the  character  of  the  clusters  (Fig.  1),  I 
have  recently  seen  this  patient  who  seems  to  be 
in  excellent  health  and  has  gained  weight,  tho  the 
lower  part  of  her  belly  is  refilling.  She  has  no  dis- 
comfort, but  is  slightly  tender  on  palpation. 


Eig.  1.  Multiple  cysts,  varying  in  size  from  No.  10  shot  to- 
guinea  egg. 


Case  2.  Pregnant  Hemiplegic.  Cesarean  Sec- 
tion. MTiite,  female,  age  20  years,  married.  Family 
and  past  history  given  by  mother  negative. 

Patient  pregnant  eight  months  and  one  week, 
according  to  her  last  menstrual  period.  Was  pre- 
paring to  go  down  town  three  weeks  ago  when 
was  suddenly  taken  with  a numbness,  then  com- 
plete paralysis  on  her  right  side.  Her  family  phy- 
sician, Dr.  W.  E.  Abrams,  of  Hillyard,  was  called, 
who  administered  such  treatment  as  was  neces- 
sary, put  her  on  K.  I.  and  mercury,  the  reason  for 
his  so  doing  being  that  he  had  about  ten  months 
previously  treated  a sister  for  syphilitic  keratitis 
and  there  were  two  brothers  in  the  family  with 
Hutchinson  teeth. 

The  patient  could  not  tolerate  the  medicine, 
vomited  persistently,  so  it  was  discontinued  by 
mouth  and  inunctions  of  mercury  given.  The  pa- 
tient at  this  time  weighed  about  95  pounds,  had 
been  steadily  growing  worse  since  the  beginning, 
vomited  almost  continuously,  muttering  constantly 
in  a semidelirious  manner  and  thrashing  with  her 
head,  left  arm  and  leg.  For  the  past  week  her 
mental  condition  had  been  rapidly  growing  worse, 
also  losing  in  strength. 
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Child’s  condition  was  good,  so  I advised  a Cesa- 
rean section  which  was  done  on  the  second  day 
after  my  examination.  The  child  weighed  seven 
Itounds,  is  living  and  apparently  healthy. 

Mother’s  condition  continued  as  before  the  opera- 
tion, which  she  stood  well,  but  died  on  the  fourth 
day,  no  complications  arising  from  operation.  A 
W'assermann  reaction  made  of  the  blood  was  neg- 
ative; before  the  patient  weakened  I drew  off  some 
spinal  fluid  which  was  negative. 

1 made  a strong  effort  for  a postmortem  but  the 
family  seriously  objected.  It  would  have  been  in- 
teresting to  learn  the  true  condition  and  to  have 
found  out  the  cause  which  was  probably  luetic, 
the  medication  possibly  being  responsible  for  the 
negative  Wassermann  reactions. 

Case  3.  Congenital  Cystic  Kidney.  E.  F.,  female, 
age  29  years,  single. 

Was  called  in  consultation  June  3,  1916,  to  see 
this  patient  who  was  suffering  from  an  acute  ap- 
pendicular attack  of  about  eighteen  hours  dura- 
tion. She  gave  a history  of  previous  similar  at- 
tacks but  not  so  severe.  Family  history,  also  past 
history  of  no  consequence,  except  when  a child 
she  and  her  family  knew  she  had  a tumor  in  her 
left  side  of  considerable  size.  As  it  gave  her  no 
discomfort  and  the  change  in  the  size  was  so  slow, 
no  account  was  taken  of  it.  Since  she  has  been 


Fig.  2.  Congenital  cyst  of  liidney,  7x5  inches. 


grown  she  has  been  to  physicians  who  suggested 
its  removal  but  having  it  so  long  without  discom- 
fort she  would  not  consider  having  anything  done. 

Physical  examination  negative  with  exception  of 
the  abdomen.  The  abdomen  was  very  sensitive 
over  the  appendix;  there  was  a large  pear-shaped 
tumor  extending  from  the  left  costal  border  almost 
to  the  pelvis.  This  tumor  I took  to  be  a cystic 
kidney  and  suggested  at  the  time  of  operation,  if 
there  were  no  contraindications,  I would  remove 
it,  to  which  she  consented. 

Operation.  Incision  in  the  median  line  just  be- 
low the  navel.  Removed  a large  acutely  inflamed 
appendix,  then  extended  my  incision  to  the  left 
up  to  the  costal  border.  Opened  thru  the  peri- 
toneum posterially  down  on  the  tumor  and  shelled 
out  the  cyst,  there  being  no  direct  blood  supply  or 
evidence  of  the  renal  vessels.  The  ureter  ended 
on  the  tumor  in  a fan-shaped  manner  but  not  com- 
municating with  the  tumor  cavity.  Ureter  was 
patent  just  below  the  growth.  (Fig.  2).  Patient 
made  an  uneventful  recovery. 

Case  4.  Hemorrhagic  Cyst  in  a Tuberculous 
Kidney.  E.  D.,  age  67  years,  widow.  May  5,  1916. 
Fami’y  history  negative. 

Past  history  of  no  consequence  exceitt  three 
years  ago  had  a severe  attack  of  pain  in  the  right 


kidney  region,  extending  down  around  to  the  front 
and  simulating  renal  colic.  This  pain  continued 
for  about  twelve  hours  and  gradually  subsided 
but  did  not  give  her  any  further  trouble.  Twa 
years  later  she  began  to  lose  flesh  and  strength, 
had  a slight  hemorrhage  from  the  bladder  but  no 
pain  associated  with  it.  This  hemorrhage  she  only 
noticed  for  one  day.  She  was  examined  by  two  or 
three  doctors  at  this  time  and  was  told  she  had  a 
big  kidney.  As  there  was  no  pain  she  did  not  have 
anything  done. 

On  Aprii  20,  after  a strenuous  day,  she  had  a 
severe  pain  in  the  upper  right  side  of  her  abdomen, 
extending  around  to  the  back.  When  she  urinated 
there  was  considerable  blood  mixed  with  the  urine. 
The  pain  gradually  subsided  but  the  tumor  was 
larger  than  it  had  been  formerly.  The  blood  grad- 
ually disappeared  from  the  urine. 

I saw  her  in  consuitation  with  Dr.  J.  F.  Hall.  At 
this  time  she  had  a mass  in  the  right  side,  extend- 
ing below  the  navel  and  well  up  under  the  costal 
border.  This  tumor  was  slightly  movable,  tender 
on  pressure  and  the  question  arose  as  to  its  char- 
acter, whether  gallbladder,  kidney  or  a tumoi  con- 
nected with  the  large  bowel.  As  there  had  been 
no  indication  of  gallbladder  condition,  this  was 


Fig.  3.  Cyst  of  kidney.  .V  and  .U  indicate  cavity  containing 
blood  clot.  15.  capsule.  C and  C'.  caseous  material. 
\ormal  kidney  substance  5x4  inches. 

not  seriously  considered.  The  previous  history 
made  me  make  a diagnosis  of  some  kidney  condi- 
tion, which  was  conflrmod  by  x-ray  examinations. 
The  large  bowel  was  filled  with  bismuth  and  could 
be  readily  distin.guished  from  the  tumor.  A cys- 
toscopy was  made  by  Dr.  J.  G.  Matthews  and  the 
ureters  catherterized.  The  secretions  from  the  kid- 
neys were  about  one  to  three,  the  right  containing  a 
fair  amount  of  blood  and  some  pus  cells.  He  also 
injected  the  kidney  and  an  x-ray  was  taken  which 
showed  an  irregular  pelvis,  but  not  the  character- 
istic conditions  usually  shown  in  kidney  tumor. 
On  May  6,  I removed  the  right  kidney. 

Pathologic  report.  Tuberculosis  of  the  kidney 
with  considerable  caseous  degeneration,  about 
seven-eighths  of  the  kidney  being  involved;  a large 
extracortical  but  intracapuslar  hemorrhage.  (Fig. 
3). 

The  reason  for  reporting  this  case  is  the  large 
extracortical  hemorrhage,  which  to  me  was  very 
unusual,  the  quantity  of  b’ood  in  the  cavity  being 
about  half  a pint. 
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Case  5.  Ovarian  Sarcoma  in  an  Infant.  Female, 
age  2 years. 

Had  some  nutritional  disorder  Aug.  26,  1914,  and 
was  treated  by  Dr.  B.  H.  Current,  of  this  city.  In 
March,  1916,  had  an  attack  which  simulated  ap- 
pendicitis but  cleared  up  in  a few  days.  At  this  time 
I saw  the  case  again  in  consultation  and  advised 
a watchful  waiting  procedure.  Again  on  June  1, 
I saw  the  child,  at  which  time  she  had  a severe 
cold.  Dr.  Current  had  noticed  a mass  in  the  right 
lower  abdomen  which  was  not  sensitive  and  ap- 
parently gave  the  youngster  no  discomfort.  Child 
well  nourished  but  on  account  of  cold  advised  them 
to  wait  for  a short  while. 

Two  weeks  later  the  child  presented  itself  in 
good  physical  condition.  The  tumor  mass  was 
about  the  size  of  a lemon,  and  it  could  be  distinctly 
mapped  out,  slightly  movable  and  appearing  to  be 
attached  below. 

Operation.  Right  rectus  incision  made;  growth 
easily  delivered  which  proved  to  be  the  right  ovary. 
(Fig.  4).  Child  made  an  uneventful  recovery. 


Fig  4.  Sarcoma  of  ovary,  2%x2  inches. 

Case  6.  Internal  Hernia.  W.  T.,  colored,  male, 
age  35  years.  Family  history  negative. 

Past  history  of  no  consequence,  except  has  com- 
plained of  stomach  which  has  given  him  discom- 
fort for  the  last  four  years.  This  he  attributes  to 
a prize  fight,  which  profession  he  followed  for  three 
years,  in  that  time  having  65  fights.  The  stomach 
discomfort  he  described  as  indigestion,  an  uneasi- 
ness in  his  left  hypochondriac  region.  The  only 
relief  he  could  get  was  by  taking  enemas.  Suf- 
fered from  constipation  for  the  past  three  years, 
no  vomiting,  but  often  cramps  in  the  left  hypo- 
chondriac region,  after  eating;  consequently  he 
restricted  his  diet  with  slight  loss  in  weight. 

On  June  26,  1916,  I saw  this  patient  in  consulta- 
tion with  Dr.  G.  W.  Roberts,  at  which  time  his 
abdomen  was  slightly  distended  and  the  pain  in- 
tense. Previous  to  our  seeing  him  he  had  used 
enemas,  heat  and  cathartics  with  no  relief.  Attack 
came  on  suddenly,  temperature  and  pulse  normal. 
Right  rectus  muscle  rigid,  with  considerable  ten- 
derness over  McBurney’s  point. 

Operation.  Exploratory  laprotomy  was  done.  Ap- 
pendix, showing  evidences  of  old  trouble,  was  re- 
moved. There  was  a limited  quantity  of  small  bowel 
to  be  seen  and  a large  swelling  behind  the  gastro- 
colic omentum  which  proved  to  he  small  bowel 
which  had  passed  up  thru  the  fossa  of  Trietz,  at 
the  junction  of  the  duodenum  and  jejunum.  The 
ring  was  fairly  snug  but,  not  completely  obstruct- 
ing the  gut,  was  easily  delivered.  The  opening  was 
sutured  with  linen  as  far  as  possible,  taking  special 
care  not  to  injure  the  inferior  mesenteric  vein 
which  runs  parallel  to  the  anterior  edge  of  the 
mouth  of  the  sac. 


Patient  made  an  excellent  recovery  but  five 
weeks  following  his  operation,  after  resuming  his 
work,  he  developed  a phlebitis  in  his  left  leg  from 
which  he  is  now  suffering. 

Case  7.  Chorea  Complicating  Pregnancy.  Mrs. 
H.,  age  24  years,  white,  married.  I saw  this  patient 
in  consultation  with  Dr.  Thompson,  of  Rearden. 

Family  history  was  negative;  scarlet  fever  when 
six  years  old.  Has  had  tonsillitis  frequently  but 
of  recent  years  only  an  occasional  attack.  One 
attack  of  rheumatism  about  eight  months  ago.  Has 
had  two  children,  one  miscarriage  at  two  months. 

While  carrying  her  two  former  children  she  had 
no  trouble.  About  three  weeks  ago  became  very 
nervous,  with  a certain  amount  of  involuntary 
twitching  and  jerking  of  her  head,  arms  and  legs. 
During  the  last  ten  days  this  condition  had  become 
very  much  worse.  When  I saw  her  first  she  was 
acting  like  a violent  maniac  and  had  to  be  tied  in 
bed,  throwing  her  arms  and  legs  in  an  involuntary 
manner,  continuously  raising  herself  in  the  opistho- 
tonos position.  She  was  thoroly  rational  but  could 
not  articulate  so  that  she  could  be  understood  on 
account  of  the  muscular  action.  It  seemed  that 
almost  every  voluntary  muscle  in  her  body  was 
acting  involuntarily.  She  entered  St.  Luke’s  Hos- 
pital June  14,  1916.  At  this  time  her  physical  con- 
dition was  of  a negative  character  with  the  excep- 
tion of  had  tonsils  and  the  involuntary  muscular 
contraction. 

She  menstruated  last  the  latter  part  of  April. 
Vaginal  examination  revealed  a condition  of  early 
pregnancy.  After  keeping  her  in  the  hospital  for 
three  days  her  condition  rapidly  grew  worse,  losing 
flesh  and  strength,  and  it  was  with  great  difficulty 
we  were  afile  to  make  her  take  any  nourishment 
which  made  it  necessary  to  feed  her  with  a cath- 
eter thru  the  nose  which  was  continued  for  about 
twenty  days.  Glycose  solution  (3  per  cent.)  was 
given  by  rectum  which  was  usually  expelled  and 
it  was  difficult  to  keep  this  up  on  account  of  her 
activity. 

She  was  given  large  quantities  of  sodium  veronal, 
bromides  and  chloral,  and  on  several  occasions 
hyoscin.  Previous  to  my  seeing  her  she  had  been 
controlled  partially  with  morphin.  The  sodium 
veronal  was  the  most  effectual  but  on  one  occasion 
she  showed  effects  of  a little  overdosing  with  this 
drug. 

On  the  17th,  after  consulting  with  several  physi- 
cians, I had  her  prepared  for  a curettment  and  re- 
moval of  tonsils.  But  on  this  morning  she  showed 
the  effects  of  the  narcotic,  so  I did  not  operate 
until  two  days  later,  at  which  time  I emptied  the 
uterus  and  removed  both  tonsils.  On  the  second 
day  following  the  operation  albumin  appeared  in 
the  urine,  her  temperature  rose  to  103°  and  from 
this  time  on  to  the  twelfth  day  her  temperature 
continued  to  range  around  100°. 

A short  time  after  the  operation  she  developed  a 
profuse  bronchorrhea.  It  seemed  as  though  she 
would  drown  herself.  This  condition  was  very  dis- 
tressing. For  about  ten  days  a frothy  mucous 
secretion  flowed  from  her  mouth  almost  continu- 
ously and  she  had  the  physical  signs  and  symptoms 
that  go  with  this  trouble.  This  bronochorrhea  was 
partially  controlled  by  atropin.  About  eighteen 
days  after  entering  the  hospital  she  began  to  show 
signs  of  improvement.  On  the  twenty-seventh  day 
she  left  the  hospital  and  has  continued  to  improve. 

Case  8.  Fatal  Accident  by  Small  Piece  of  Steel. 
On  April  7,  1916,  an  employee  of  the  W.  W.  P.  Co., 
for  which  I am  surgeon,  while  working  near  one 
of  the  neighboring  towns  laying  track,  had  an  acci- 
dent which  caused  his  death.  The  reason  I wish 
to  call  attention  to  this  case  is  that  the  man’s  life 
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might  have  been  saved  if  his  fellow  workmen  had 
applied  a tourniquet.  It  shows  the  great  necessity 
for  laymen  being  educated  in  first  aid  and  how  to 
take  care  of  accidents  such  as  this. 

J.  G.  W.,  laborer,  age  50  years.  He  and  his  asso- 
ciates were  nailing  rails  to  ties  when  he  noticed 
something  strike  him  on  his  anterior  left  thigh, 
a little  to  the  inner  side,  about  four  inches  above 
his  knee.  Blood  started  to  flow  immediately  and 
he  was  assisted  to  a shady  spot.  He  complained  of 
being  faint,  a physician  was  summoned  who  arrived 
in  about  thirty  minute^  and  found  his  patient  dead. 

There  was  a quantity  of  blood  in  his  trousers 
and  on  the  ground,  a small  opening  about  five- 
eighths  of  an  inch  long  in  area  above  stated.  At 
this  time  it  was  supposed  a spent  bullet  fired  at 
some  distance  away  had  done  the  mischief.  The 
body  was  turned  over  to  the  coroner.  Dr.  M.  B. 
Grave,  who  found  the  accident  had  been  caused  by 
a piece  of  steel,  chipped  off  the  side  of  a hammer, 
which  had  penetrated  the  thigh,  taking  an  upward 
and  backward  direction,  passing  to  the  inner  side 
of  the  femur  and  severing  two  thirds  of  the  caliber 
of  the  femoral  artery,  which  is  well  shown  by  the 
accompanying  photograph.  (Fig.  5). 


Fig.  .5.  A,  piece  of  steel,  -Isxti  inch.  B,  artery.  C,  laceration 
in  artery.  D,  artery  laid  open. 

Case  9.  Syphilis  of  Stomach.  Mrs.  L.,  age  52 
years,  widow,  housekeeper.  Had  the  usual  diseases 
of  childhood.  Has  had  eight  children,  one  miscar- 
riage, youngest  child  20  years  old.  Rest  of  history 
negative  except  ten  years  ago  was  operated  upon 
and  a gallstope  removed.  Since  that  time  has  had 
more  or  less  gastric  disturbance,  bloating  and 
belching  of  gas,  etc. 

Two  years  ago  last  June  was  operated  upon  again 
and  was  told  she  had  an  inoperable  cancer  of  the 
stomach.  I was  called  to  see  her  in  December,  at 
which  time  she  was  suffering  from  a partial  in- 
testinal obstruction  with  the  usual  symptoms. 
There  was  a large,  irregular  mass  involving  nearly 
the  whole  upper  abdomen,  nodular  in  character; 
otherwise  my  findings  were  negative.  Her  color 
Vfas  good  and,  outside  of  her  distress  and  suffering 
from  the  obstruction,  she  seemed  to  be  in  pretty 
good  physicial  condition. 

I suggested  enemas,  hot  fomentations  and  large 
doses  of  liquid  parafine,  with  increasing  doses  of 
iodide,  doubting  this  condition  being  cancer.  Leav- 
ing town  the  next  day,  I instructed  her  to  call  up 
the  office  and  report  which  she  never  did.  I did 
not  see  her  again  until  March,  at  which  time  she 
presented  herself  an  entirely  changed  woman.  The 
growth  in  the  abdomen  had  almost  entirely  dis- 
appeared, she  said  her  abdominal  condition  had 
rapidly  improved  and  for  that  reason  she  had  not 
called. 


At  this  time  a Wassermann  was  strongly  positive. 
She  had  continued  with  the  iodide,  I also  gave  her 
two  doses  of  diarsonal  intravenously,  with  the 
iodide  of  mercury.  She  has  continued  to  improve. 


MULTIPLE  PEPTIC  ULCER  IN  A CHILD  AGED 
TEN  YEARS. 

By  George  F.  Koehler,  M.  D. 

PORTLAND,  ORE. 

Ulcers  of  the  stomach  in  children  are  uncommon. 
In  the  past  year  two  cases  have  come  under  my 
observation,  in  both  of  which  gastroenterostomy 
was  performed  with  perfect  success. 

Elsie  C.,  school  girl,  ten  years  old,  was  fii’st  seen 
by  me  in  consultation  with  Dr.  Hubert  Leonard,  of 
this  city.  She  gave  the  following  history:  For 

several  months  she  suffered  from  attacks  of  vomit- 
ing, associated  with  a good  deal  of  pain  and  sore- 
ness in  the  region  of  the  stomach.  The  pain 
radiated  toward  the  left  side  and  into  the  back, 
coming  on  a few  minutes  after  the  ingestion  of 
food,  being  somewhat  relieved  by  vomiting  and  dis- 
appearing entirely  when  the  patient  lay  prone  on 
her  back. 

The  vomitus  was  of  a brown  color  and  reacted 
quickly  to  the  Webber  test  for  occult  blood.  Pa- 
tient was  pale  and  emaciated.  Abdomen  tender 
and  slightly  ridged.  A specimen  of  feces  obtained 
the  next  morning  showed  the  presence  of  blood. 
Examination  of  gastric  contents.  Total  acidity  94, 
free  HCl.  60,  occult  blood  present. 

The  diagnosis  of  ulcer  of  the  stomach  was  made 
and  the  patient  was  put  to  bed  and  fed  according 
to  the  Lenhartz  method.  The  symptoms  promptly 
disappeared.  She  gained  in  weight  and  strength 
and  in  three  weeks  seemed  well  on  the  road  to 
recovery.  A short  time,  however,  after  she  was 
up  and  about,  all  the  former  symptoms  returned, 
the  vomitus  assuming  the  typical  coffee  ground 
character  and  the  feces  loaded  with  occult  blood. 

The  loss  in  weight  and  strength  being  so  rapid, 
surgical  interference  was  decided  upon  and  at  my 
request  the,  patient  was  removed  to  the  Good 
Samaritan  Hospital  for  operation,  where  Dr.  Leon- 
ard was  able  to  demonstrate  the  existence  of  multi- 
ple peptic  ulcers  by  an  incision  thru  the  stomach 
wall  before  the  gastroenterostomy  was  made.  Re- 
covery was  prompt  and  uneventful  and  now,  sev- 
ral  months  after  operation  the  patient  is  well  and 
strong. 

Stevens  Building. 


Bronchiectasis.  Thomas  McCrae  and  E.  H.  Funk, 
Philadelphia  (Journal  A.  M.  A.,  Oct.  7,  1916),  re- 
mark on  the  difficulties  met  in  connection  with 
bronchiectasis  in  its  diagnosis  which  is  often  ob- 
scured by  other  conditions.  It  was  formerly  held 
that  the  apex  was  the  commonest  site,  but  more 
recent  authors  have  somewhat  questioned  this. 
Their  experience  leads  them  to  believe  that  the 
apex  predominates  in  tuberculous  cases,  and  lower 
lobe  involvement  in  others.  They  report  five  cases 
which  had  a somewhat  unusual  distribution  and 
discuss  the  relation  of  bronchiectasis  to  syphilis 
and  tuberculosis.  In  their  cases  syphilis  in  any 
form  could  be  ruled  out,  but  tuberculosis  was  pres- 
ent in  four  of  the  five.  In  all  the  cases  but  one  the 
adhesions  were  limited  to  the  lobe  or  lobes  with 
bronchiectasis,  and  this  must  be  regarded  as  an 
important  etiologic  factor. 
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OUR  NEW  PRESIDENTS. 

Dr.  Robert  Clarke  Yennej',  President  of  the 
Oregon  Association,  was  once  accused  bv  a wom- 
an patient  of  being  two-faced,  whereupon  he 
looked  her  sternly  in  the  eye  and  said,  “Madam, 
if  I had  another  face,  any  other  face,  do  you  think 
I would  wear  the  one  j'ou  see  before  you?”  Gaze, 
gentle  reader,  upon  the  accompanying  portrait, 
and  ask  yourself  if  this  reply  was  not  characterized 
by  sterling  honesty  and  excellent  judgment.  Fur- 
ther ask  yourself  if  these  qualities,  together  with 
many  others  of  equal  excellence  possessed  in  un- 
usual degree,  do  not  merit  the  reward  that  the 
Oregon  State  Medical  Association  conferred  when 
it  made  him  President  for  the  year  1917. 

Dr.  Yenney  was  born  in  Walla  Walla,  Wash., 
in  the  t'ear  X.  Early  in  life  he  decided  that  one 
day  he  would  become  a great  pht^sician.  He 
achieved  manhood  after  overcoming  the  customary' 
exigencies.  About  that  time  the  University  of 
Pennsylvania  was  in  the  care  of  some  of  the  men 
who  will  live  in  history  as  masters  of  medicine  and 
surgery,  Goodell,  Tyson,  H.  C.  Wood,  Pepper 
and  White  among  them.  To  the  university  Dr. 
Yenney  added  luster  by  graduating  therefrom  in 
1892.  An  internship  in  Blockly  Hospital  was  fol- 
lowed by  a year’s  residence  in  the  Methodist  Hos- 
pital, of  Philadelphia,  after  which  Portland  was 
selected  as  the  field  of  future  operations. 

Dr.  Yenney  is  widely  known  for  his  sound 
views  on  pathology,  of  which  he  was  professor  for 
a number  of  years  in  the  medical  department  of 
the  University  of  Oregon.  From  1905  to  1910 
he  was  State  Health  Officer  of  Oregon.  He  is 
an  ex-President  of  the  City  and  County  Medical 
Society  of  Portland.  At  present  he  is  Professor  of 
Clinical  Medicine  in  the  Medical  School.  But  his 
forte  is  the  bedside.  He  is  essentially  a clinician. 
He  is  in  great  demand  in  this  capacity  among 
physicians  and  their  families.  When  he  has  time 
between  these  labors  he  earns  an  honest  living  as 


an  internist  to  the  general  public.  In  addition  to 
all  of  the  above.  Dr.  Yenney  is  the  only  physician 
in  the  Northwest,  if  not  in  the  United  States,  who 
spells  his  name  the  same  way  backward  or  for- 
ward. Under  his  able  and  pleasing  leadership  it 
is  hereby  predicted  that  the  meeting  of  the  Ore- 
gon State  Medical  Association  for  1917  will  be  a 
memorable  event  in  the  annals  of  that  organiza- 
tion. 

Dr.  John  M.  Semple,  President  of  the  Wash- 
ington Association,  spent  his  early  years  in  New 
York  State.  Before  entering  college  he  was 
apothecary  at  the  Utica  State  Hospital.  He  grad- 
uated from  Bellevue  iMedical  College  in  New 
York  in  1886.  He  was  then  interne  in  the  Kings 
County  Hospital  of  Brooklyn  for  one  year,  fol- 
lowed by  two  and  one-half  years  as  assistant  physi- 
cian in  the  State  Asylum  for  Criminal  Insane, 
which  was  then  located  at  Auburn.  In  1889  he 
came  to  Washington  and  settled  in  Spokane, 
where  he  was  engaged  in  private  practice  until 
December,  1900,  when  he  was  appointed  superin- 
tendent of  the  Eastern  Washington  Hospital  for 
Insane,  at  Medical  Lake.  Seven  years  later  he 
resigned  and  entered  general  practice  in  Spokane. 
In  1907  he  was  reappointed  superintendent  of  this 
hospital,  resigning  in  1913.  Since  then  he  has 
limited  his  practice  in  Spokane  to  mental  and 
nervous  diseases.  For  six  years  he  served  on  the 
State  Board  of  Education,  and  on  the  Spo- 
kane Board  of  Education  for  three  years.  He 
is  widely  known  in  the  state  of  Washington  and 
highly  respected  both  as  a physician  and  a man  by 
all  who  know'  him.  Under  his  administration  it 
is  expected  that  the  Washington  Association  will 
have  another  very  successful  year. 

Dr.  Chas.  Stuart  Moody,  president  of  the  Idaho 
Association,  was  born  in  Missouri.  Early  in  life 
he  moved  to  Idaho,  w'here  he  studied  in  the  state 
common  schools.  He  graduated  from  the  Central 
Medical  College  of  St.  Joseph,  Mo.,  in  1900,  and 
returned  to  the  state  of  Idaho,  where  he  has  prac- 
tised since  that  time,  his  residence  at  present  being 
at  Hope.  His  specialty  is  military  hygiene  and 
sanitation.  He  has  been  major  of  the  Medical 

Corps  of  the  National  Guard  of  Idaho  since  1910, 
and  First  Lieutenant  of  the  Medical  Reserve 
Corps  of  the  United  States  Army  since  1913.  He 
is  at  present  Adjutant  General  of  the  State  of 
Idaho.  He  is  author  of  “Backwoods  Medicine 
and  Surgery.” 
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U C.  YESXEV,  M.  D. 

Portlanci,  Ore. 

Presirlent  Oregon  State  Medical  Association,  1916-1917. 


S.  C.  BALDWIN,  M.  D. 

Salt  Lake  City,  Utah. 

President  Utah  State  Medical  Association.  1916-1917. 


C.  G.  MOODY,  M.  D. 

Hope,  Ida. 

President  Idaho  State  Medical  Association,  1916-1917. 


Dr.  Samuel  C.  Baldwin,  President  of  the  Utah 
association,  has  practised  in  Utah  for  many  years 
and  is  one  of  the  well  knowm  physicians  of  Salt 
Lake  City.  He  devotes  his  time  chiefly  to  ortho- 
pedic surgery.  He  is  a member  of  the  staff  of  the 
L.  D.  S.  Hospital. 


THE  IDAHO  STATE  MEETING. 

The  twenty-fourth  annual  meeting  of  the  Idaho 
State  Medical  Association,  held  at  Twdn  Ealls  on 
the  fifth  and  sixth  of  last  month,  was  well  at- 
tended and  the  program,  though  not  as  voluminous 
as  at  most  former  meetings,  was  well  prepared  and 
the  papers  received  their  full  share  of  meritorious 
discussion.  Fortunately  Drs.  N.  W.  Jones  and 
W.  T.  Williamson,  of  Portland,  were  present, 
whose  ability  in  scientific  discussions  are  well 
known  to  our  readers.  A very  active  interest  was 
shown  in  the  matter  of  proposed  needed  medical 
legislation.  Drs.  W.  F.  Howard,  of  Pocatello, 
and  J.  C.  Woodw'ard,  of  Payette,  presented  the 
draft  of  a proposed  bill  to  increase  the  efficiency 
of  the  medical  practice  act,  and  Dr.  C.  J.  Smith, 
of  Bancroft,  urged  the  need  of  licensing  and  reg- 
ulating the  practice  of  midwifery.  After  an  ex- 
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haustive  discussion,  a motion  prevailed  that  the 
chairman  of  the  committee  on  legislation,  together 
with  Drs.  J.  C.  Woodward,  W.  F.  Howard  and 
Chas.  S.  Moody,  constitute  the  Committee  on 
Legislation,  with  instructions  to  draft  and  secure 
the  passage  of  a revised  act  which  shall  effectively 
regulate  the  practice  of  medicine  by  all  schools 
of  medicine  and  drugless  healers,  and  regulate  the 
practice  of  midwifery;  the  committee  was  also 
instructed  to  act  for  the  association  on  any  matters 
coming  before  the  Legislature  which,  in  their 
opinion,  may  affect  the  medical  profession.  Pro- 
vision was  also  made  for  raising  a suitable  and 
sufficient  fund  to  enable  this  committee  to  do 
business. 

The  social  features  of  this  meeting  were  out  of 
the  ordinary.  The  annual  dinner  was  brightened 
by  the  presence  of  many  ladies  who  helped  not  a 
little  in  making  the  evening  a very  enjoyable  one, 
and  on  the  afternoon  of  the  last  day  automobiles 
were  provided  for  sight-seeing  trips  to  Shoshone 
Falls,  Twin  Falls  and  other  points  of  interest 
nearby.  Twin  Falls  has  good  hotels  and  a splen- 
did place  to  dine,  an  ideal  place  for  a meeting. 


A TENTATIVE  CLASSIFICATION  OF 
CHRISTIAN  SCIENTISTS. 

In  a certain  city  in  the  Pacific  Northwest  there 
is  a street  intersection,  on  opposite  corners  of 
which  are  located  the  principal  Episcopal  and 
Christian  Science  churches  of  the  city.  On  a re- 
cent Sunday,  at  the  hour  for  morning  prayer,  a 
physician’s  automobile  was  blocked  back  of  a street 
car  which  was  discharging  passengers  at  this  cor- 
ner. Of  fifty-three  persons  who  alighted,  the 
physician  observed  that  five  entered  the  Episcopal 
church,  and  forty-eight  the  Christian  Science 
temple.  A constant  stream  of  pedestrians  and 
automobilists  also  entered  the  latter  structure, 
while  few  entered  the  foimer.  The  physician 
could  not  help  wondering  what  magic  there  was 
and  is  in  this  faith  which  every  Sunday  and  at 
every  service  fills  its  temples  to  the  doors,  and 
while  wondering  it  seemed  to  him  that  the  answer 
came,  at  least  in  part,  from  those  who  entered  the 
temple.  For  among  them  were  the  mother  and 
grandmother  of  a one  time  patient  who,  already 
a victim  of  dementia  precox,  had  acquired  syphilis. 
Many  physicians  had  passed  upon  his  case  and, 
having  given  unfavorable  prognoses,  had  been 
successively  dismissed.  Dementia  precox  has  a 
strong  hereditary  basis,  and  it  is  not  unreasonable 


to  suppose  that  the  defect  in  the  youth  was  but  an 
exaggeration  of  the  mental  weakness  of  his  ma- 
ternal progenitors.  There  followed  a number  of 
known  psychasthenics  and  neurasthenics  of  aggra- 
vated types  and,  from  their  gait,  two  partial  hemi- 
plegics  who,  like  the  ancestors  of  the  dement,  were 
about  to  seek  the  panacea  of  faith  for  relief  from 
their  ills,  anxious  to  cast  away  their  burdens  and. 
to  hide,  like  the  ostrich  with  its  head  in  the  sand, 
from  the  realities  of  existence  or  more  exactly 
from  the  painful  realities,  for  no  one  ever  heard 
of  a Christian  Scientist  who  evaded  the  pleasant 
realities  of  life. 

Christian  Science  w^as  the  offshoot  of  an  ab- 
normal mind  which  grasped  a few  of  the  basic 
facts  of  the  good  influence  of  hope  and  faith,  seized 
upon  these  well  recognized  cardinal  principles  of 
psychotherapy  and,  by  a species  of  logic  of  the 
most  illogical  kind,  erected  thereon  a superstruc- 
ture which  violated  all  the  tenets  of  sound  reason. 
It  must  never  be  forgotten  that  this  superstructure 
was  built  of  materials,  the  chief  of  which  were 
faith  and  hope.  Everything  else  was  discarded. 
Whatever  was  pleasant  w^as  given  space ; whatever 
was  unpleasant  was  denied  space.  Unrealities,  if 
pleasant,  w^ere  eagerly  sought;  realities,  if  unpleas- 
ant, were  cast  away.  The  result  was  a marvellous 
structure,  a psychologic  palace  of  straw.  The  won- 
drous thing  is,  not  that  the  founder  of  Christian 
Science  could  conceive  and  erect  such  a structure, 
but  that  she  could  get  such  vast  numbers  of  fol- 
lowers to  subscribe  to  her  labors,  to  accept  the 
structure,  to  surround  and  house  themselves  with 
similar  mental  architecture.  That  is,  it  is  mar- 
vellous until  one  notes  the  mental  characteristics 
of  many  Christian  Science  follov.^ers. 

It  is  often  said  that  this  cult  has  among  its 
devotees  many  persons  of  strong  character  and 
great  business  ability.  At  a glance  this  may  seem 
to  be  confirmed,  but  careful  analysis  will  show  that 
it  is  fallacious.  Most  strong  minded,  intelligent 
persons  exhibit  cheerfulness  and  courage  in  the 
presence  of  personal  or  familial  disease.  They 
take  the  best  that  Christian  Science  has  to  offer, 
but  they  do  not  accept  it  as  a whole.  It  is  not 
necessary  that  they  shall  accept  medicine  or  med- 
ical beliefs.  It  is  not  contended  that  lack  of  faith 
in  physicians  is  evidence  of  mental  weakness.  The 
contention  is  that  Christian  Science  is  made  up 
of  many  beliefs  of  such  an  utterly  impossible  na- 
ture that  no  person  of  strong  mind  and  possessed 
of  reasonable  powers  of  logic  can  accept  it.  On 
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the  other  hand,  it  presents  to  weaklings  a cer- 
tainty to  which  they  cling.  Some  of  the  imagined 
strong  characters  who  accept  it  are  not  as  strong 
as  they  appear.  Many  of  them,  it  is  true,  have 
succeeded  financially,  but  financial  success  is  not 
necessarily  an  indication  of  strength.  Conversely, 
certain  prominent  Christian  Scientists  have  failed 
conspicuously  in  emergencies  as  they  have  grown 
older.  The  weakness,  which  enables  them  to  be- 
lieve its  teachings,  is  incompatible  with  strength 
in  other  directions  and,  as  age  comes  on,  they  have 
developed  inherent  tissue  instabilities  with  result- 
ing vagaries  of  conduct,  such  as  often  accompany 
senility. 

Were  one  arbitrarily  to  classify  Christian 
Scientists,  some  such  grouping  as  follows  would 
approximate  the  types  of  those  who  believe  in  it : 

(a)  Persons  who  are  actually  insane.  IVIany 
patients  in  the  early  stages  of  insanity  adopt  this 
faith. 

(b)  Persons  who,  while  not  insane,  are  still 
more  or  less  mentally  feeble  and  lack  powers  of 
judgment  and  logic — followers  not  leaders. 

(c)  Persons  who  suffer  from  incurable  ills 
from  which  medicine  has  given  insufficient  or  no 
relief  and  for  which  it  offers  no  promise  of  cure. 
Such  accept  Christian  Science  as  a last  resort. 
These  are  least  to  be  criticized. 

(d)  Persons  w’ho  are  senile  or  presenile. 
Many  of  these  have  been  strong  and  successful. 
They  give  to  Christian  Science  the  fictitious  aspect 
of  having  many  able  and  successful  persons  as 
followers. 

(e)  Persons  who  possess  ordinary  intelligence, 
insofar  as  superficial  e.xamination  is  concerned,  but 
who  lack  judgment,  who  are  often  hysterical  and 
imaginative,  unreliable  in  their  statements,  not 
thru  dishonesty  but  thiu  inability  to  distinguish 
the  truth.  These  are  a mighty  host.  They  fur- 
nish the  testimonials  of  cure  of  incurable  disease 
such  as  cancer,  to  which  Christian  Science  owes 
its  steady  growth. 

(f)  Malcontents,  curiosity  seekers,  and  psy- 
chologic adventurers  who  take  up  Christian 
Science  because  it  is  different. 

(g)  A considerable  number  of  persons  who 
are  downright  dishonest  and  who  adopt  the  faith 
purely  as  a means  to  a livelihood.  This  group  is 
recruited  from  the  erstwhile  fortune  telling  class 
who  as  a rule  have  been  run  out  of  business  by 
the  police.  They  arc  to  be  found  among  the  heal- 


ers. This,  of  course,  is  not  meant  to  include  all 
healers,  many  of  whom  are  undoubtedly  sincere. 

(h)  Finally,  a small  group  of  persons  who  are 
mentally  sound  take  up  Christian  Science.  A few 
stick  but  the  majority  quickly  recognize  the  weak- 
ness and  fallacy  of  its  arguments,  and  at  almost 
the  first  sign  of  pain  or  disease  resort  to  more 
material  methods  of  alleviation. 

The  above  classification  is  not  an  attempt  to 
damn  all  the  articles  of  faith  of  the  Christian 
Scientists.  There  is  no  doubt  that  in  the  main 
they  are  a cheerful  body  of  people  who  prefer  to 
look  upon  the  bright  side  of  things.  Perhaps  the 
most  telling  feature  of  their  faith  was  recently 
explained  by  a neurasthenic  who  half  believed  in 
it.  He  said,  “It  is  mighty  nice  to  go  to  somebody 
who  tells  you  you  are  going  to  get  well,  who  slaps 
you  on  the  back  and  is  encouraging  and  who  leaves 
no  doubt.  You  go  away  from  such  a person  feel- 
ing pretty  good.”  And  so  you  doubtless  do,  if 
there  is  nothing  organicly  wrong  with  you.  In- 
cidentally, short  change  and  bunco  artists,  and  get- 
rich-quick  men  use  these  same  methods. 

That  Christian  Science  has  survived  so  long  is  a 
strange  commentary  on  the  weakness  of  judgment 
of  mankind,  and  upon  the  hosts  of  those  who  bor- 
der upon  mental  defect.  It  has  fastened  itself  not 
only  upon  matters  pertaining  to  health  but  upon 
the  entire  business  world.  How  long  will  it  last? 


A JUST  FIRST  AID  PROVISION. 

Although"  the  Industrial  Insurance  Act  of 
Washington  has  been  administered  for  a number 
of  years,  no  provision  has  yet  been  made  for  com- 
pensation of  the  most  essential  factor  in  the  whole 
structure^ — ^the  attending  physician.  This  neglect 
has  been  due  to  the  failure  of  employer,  employee 
and  physician  to  agree  on  a first  aid  feature  to  be 
added  to  the  act  which  will  assure  just  treatment 
to  all  concerned.  The  medical  profession  in  its 
consideration  of  the  question  is  divided  into  two 
groups,  one  composed  of  a few  contract  surgeons 
who  are  striving  to  retain  the  industrial  insurance 
practice  for  themselves,  the  other  including  the 
mass  of  the  profession  who  advocate  its  distribu- 
tion among  the  general  profession.  At  a 
meeting  held  in  Seattle,  Oct.  7,  attended 
by  the  presidents  of  twelve  county  medical  so- 
cieties, ten  were  in  favor  of  legislation  that  pro- 
vided free  choice  of  physician,  surgeon  and  hos- 
pital by  the  injured  workman  and  two  were  op- 
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posed  to  it.  Whereas  this  expression  of  opinion 
was  that  of  the  presidents  alone  and  in  no  way 
bound  the  respective  county  societies  they  repre- 
sented, it  nevertheless  indicates  the  medical 
thought  on  the  subject  in  the  state. 

There  should  be  no  question  regarding  the  right 
of  injured  employees  individually  or  collectively 
to  choose  that  medical  aid  which  seems  best  to 
them.  That  any  law  should  be  passed  compelling 
by  taxation  an  injured  worker  to  employ  a physi- 
cian designated  by  his  employer  is  as  pernicious  as 
would  be  a law  doing  away  with  any  and  all  forms 
of  contracts.  Unquestionably  many  contracts  with 
surgeons  and  hospitals  are  good,  freely  chosen  by 
the  employees  and  form,  the  only  reasonable  plan 
for  promptly  and  efficiently  caring  for  the  injured. 
It  behooves  our  law  makers  to  keep  these  two  facts 
in  mind  and  frame  a law  that  will  do  justice  to 
each  side.  Such  a law  would  give  to  the  employees 
the  right  to  choose  their  surgeons  and  hospitals 
but  would  not  bind  by  taxation  a minority  of  the 
employees  to  patronize  such  a plan  if  they  did  not 
wish  to  do  so.  With  a proper  fee  bill  basis  an 
efficient  Industrial  Insurance  Commission  can 
administer  the  compensation  to  the  injured  worker 
with  justice  to  the  contract  as  well  as  the  non- 
contract st'stem. 


CROOKED  COLLECTION  AGENCIES. 

It  is  the  commonly  accepted  belief  that  the 
average  physician  is  destitute  of  ordinary  business 
sagacity  and  he  is  looked  upon  as  an  easy  mark 
for  various  forms  of  fakers  and  swindlers.  One 
common  field  for  the  operations  of  this  gentry  is 
the  collection  of  doctors’  unpaid  bills.  It  is  stated 
by  those  familiar  with  the  facts  that  physicians’ 
accounts  form  one  of  the  most  fertile  fields  for 
getting  easy  money.  Other  groups  of  business 
men  with  common  interests  protect  themselves 
against  this  form  of  fraud  thru  energetic  pub- 
licity. For  instance.  The  Northwestern  Mer- 
chant, published  in  the  interests  of  retail  grocers 
and  merchants  of  Washington,  devotes  several 
pages  of  its  last  issue  to  exposing  The  American 
Adjustment  Association  which  in  past  years  and 
at  the  present  time  has  been  looking  for  suckers 
in  Washington,  Oregon  and  California.  It  is  re- 
ported that  their  victims  also  include  a goodly 
supply  of  phj'sicians.  This  concern  is  but  one  rep- 
resentative of  a number  of  crooked  collection 
agencies.  The  Credit  Bureau,  of  the  King  County 
Medical  Society,  has  collected  a great  deal  of 


information  concerning  such  agencies.  An3mne 
who  has  to  do  with  a concern  of  this  kind  and  is 
in  doubt  about  its  reliability  can  probably  obtain 
some  valuable  information  by  communicating  with 
the  secretary  of  the  society.  If  any  of  our  readers 
have  been  imposed  upon  by  aii}^  collection  agency 
and  will  inform  us  of  the  circumstances,  we  shall 
be  pleased  to  publish  the  facts  for  the  benefit  of 
other  physicians.  Nothing  will  so  quickly  kill  a 
crooked  business  man  as  publicity. 


THE  BOOK  AGENT  IMPOSTOR. 

Several  months  ago  we  published  a warning 
against  a swindling  book  agent,  who  was  reported 
to  be  working  physicians  of  the  far  west.  During 
the  past  month  we  have  received  letters  from  two- 
eastern  publishing  houses,  again  sounding  warning 
against  this  man  who  styles  himself  B.  T.  Little, 
and  who  is  reported  to  have  recently  worked  the 
phjsicians  of  Washington  and  Oregon.  He  claims 
to  be  a representative  of  one  or  more  publishing 
houses  in  the  east  and  solicits  orders  for  medical 
books  and  subscriptions  to  various  medical  journals,, 
besides  collecting  on  accounts  due  various  pub- 
lishers. He  tries  to  put  over  the  old  swindle  of 
wmrking  his  w’ay  through  college,  and  says  he- 
represents  a students’  benefit  association.  It  seems 
as  if  any  physician  in  his  right  mind  would  have 
sufficient  regard  for  his  own  finances  not  to  pass 
out  money  for  medical  literature  without  assuring 
himself  of  the  standing  of  the  man  he  is  dealing 
with,  but  it  seems  that  doctors  in  both  Oregon 
and  Washington  have  reported  themselves  as  vic- 
tims of  this  impostor.  A word  to  the  wu'se  should 
be  sufficient.  

MEDICAL  NOTES 

OREGON. 

The  Portland  Academy.  The  first  meeting  of  the 
Portland  Academy  of  Medicine  -was  held  October 
12.  Dr.  D.  N.  Roberg,  the  State  Health  Officer, 
spoke  on  ‘‘Manila  Before  and  After  the  American 
Occupation.” 

Stop  River  Pollution.  The  State  Board  of 
Health  has  recently  taken  measures  to  stop  the 
pollution  of  the  Deschutes  river.  For  some  time 
the  property  owners  along  the  river  in  Bend  have 
allowed  their  sewage  to  discharge  directly  into  the 
river.  Under  a statute  passed  by  the  1911  Legis- 
lature the  State  Board  has  taken  measures  to  stop 
this  nuisance. 

Polk-Yamhill-Marion  Medical  Society  has  elected 
the  following  officers  and  councillors;  President, 
J C.  Evans,  Salem;  first  vice-president,  R.  L. 
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Wood,  Amity;  second  vice-president,  V.  C.  Staats, 
Dallas;  third  vice-president,  M.  C.  Findley,  Salem; 
secretary-treasurer,  H.  J.  Clements,  Salem. 

Councillors — ^G.  V.  Ellis,  Salem,  term  expires 
1917;  C'nas.  Robertson,  Salem,  term  expires  1918, 
F H.  Thompson,  Salem,  term  expires  1918;  Ross 
McIntyre,  Salem,  term  expires  1918;  A.  B.  Star- 
buck,  Dallas,  term  expires  1919. 


WASHINGTON. 

The  New  St.  Mary's  Hospital,  at  Walla  Walla, 
was  formally  opened  on  October  8.  Prominent 
Catholic  officials  from  the  entire  Northwest  and 
many  business  and  professional  men  of  Walla 
Walla  contributed  to  make  the  opening  most  suc- 
cessful. 

Another  New  Hospital.  A number  of  physicians 
and  pastors  of  Walla  Walla  are  planning  a new 
hospital.  The  owner  of  the  present  Walla  Walla 
Hospital  is  anxious  to  see  a better  building  erected 
and  the  structure  which  is  contemplated  will  prob- 
ably cost  about  $100,000.  This,  in  addition  to  the 
new  St.  Mary’s  Hospital,  will  give  Walla  Walla 
and  the  surrounding  country  ample  hospital  fa- 
cilities. 

Hospital  Completed.  A two  story  brick  and  con- 
crete hospital  has  been  erected  at  Oroville  at  a 
cost  of  $6,000.  It  has  a capacity  for  twelve  to 
fifteen  patients  and  is  thoroly  modern  in  its  equip- 
ment. 

Hospital  Addition.  Work  has  been  begun  upon 
the  construction  of  an  addition  to  Tacoma  General 
Hospital.  This  is  the  second  unit  of  the  structure 
and  will  be  used  as  a nurses’  home. 

Money  for  New  Hospital.  Fifteen  hundred  dol- 
lars has  already  been  paid  for  a new  hospital  at 
Mount  Vernon  and  no  difficulty  is  anticipated  in 
raising  a much  larger  amount. 

New  Office  Building.  A medical  office  building 
for  a group  of  eye,  ear,  nose  and  throat  physicians 
is  to  be  erected  in  Seattle  in  the  residence  dis- 
trict, near  Swedish  hospital. 

A Permanent  Better  Baby  Clinic  has  been  estab- 
lished by  the  Seattle  Health  Department  in  the 
University  district.  It  will  be  under  the  charge 
or  Dr.  W.  C.  Lippincott,  head  of  the  Child  Welfare 
Division.  The  clinic  is  for  the  examination  of 
babies  and  recommendations  as  to  courses  of  treat- 
ment but  will  not  undertake  the  actual  treatment. 
The  clinic  will  be  held  in  the  branch  library  and 
a special  section  has  been  reserved  for  books  con- 
cerning child  hygiene,  feeding,  clothing  and  other 
associated  subjects. 

Eight  Hours  for  Nurses.  Following  President 
Wilson’s  lead.  Miss  Ethel  Butts,  of  the  Dea- 
conesses Hospital  in  Spokane,  has  inaugurated  the 
eight-hour  law  for  nurses  in  that  institution. 

Dr.  W.  B.  Abbott  of  Sunnyside  has  been  appoint- 
ed Deputy  County  Health  Officer  of  Walla  V/alla 
County. 


Dr.  F.  W.  Rinkenberger,  formerly  of  Tacoma,  has 
left  for  Germany  to  take  a position  in  the  German 
Red  Cross. 

Dr.  J.  B.  Anderson,  City  Health  Officer  of  Spo- 
kane, is  in  the  East  studying  public  health  work 
at  the  Harvard  Medical  School. 

Dr.  W.  H.  Brandt,  of  Auburn,  was  the  victim  of 
auto  thieves  this  week  but  was  fortunate  enough 
to  recover  his  car,  only  slightly  damaged,  within 
twenty-four  hours. 

Dr.  W.  J.  Jones,  formerly  chief  resident  physi- 
cian of  King  County  Hospital,  has  located  in  Col- 
ville, where  he  has  formed  a partnership  with 
Dr.  I.  S.  Clark. 

Dr.  Carroll  Smith,  of  Spokane,  has  returned  after 
two  years  study  in  Eastern  cities.  He  will  devote 
himself  to  diseases  of  the  eye,  ear,  nose  and 

throat. 

OBITUARY. 

Dr.  A.  E.  Severance  died  at  Tacoma,  Wash., 
September  25,  from  uremia,  following  an  acute 
attack  of  Bright’s  disease.  He  was  62  years  of 
age,  and  born  in  Bangoi’,  Me.  He  graduated  from 
the  University  of  Oregon  in  1888.  He  practised  in 
Seattle  twelve  years  before  locating  in  Tacoma  in 
1912. 

Dr.  S.  Linton,  of  Burton,  Wash.,  died  October  4. 
He  was  found  dead  at  a roadside  near  Burton  by 
the  side  of  his  overturned  automobile.  No  marks 
of  injury  being  found,  it  was  presumed  he  died 
from  disease  of  the  heart.  He  was  formerly  a sur- 
geon in  the  British  Army  during  the  Boer  War.  He^ 
had  resided  in  Burton  for  a number  of  years. 


REPORTS  OF  SOCIETY 'meetings 

IDAHOvSTATE  MEDICAL  ASSOCIATION. 

Proceedings  of  the  Twenty-fourth  Annual  Meet- 
ing OF  THE  Idaho  State  Medical  Association, 
Twin  Falls,  Ida.,  Oct.  5-6,  1916. 

FIRST  DAY — morning  SESSION. 

The  twenty-fourth  annual  meeting  of  the  Idaho 
State  Medical  Association  convened  in  Elks  Ha'.l 
and  was  called  to  order  at  11  o’clock  by  the  Presi- 
dent, Dr.  Truman  O.  Boyd,  of  Twin  Palls.  The  fol- 
lowing members  and  visitors  were  present  and  reg- 
istered during  the  session:  J.  E.  White,  Twin  Falls; 
J.  W.  Stevens,  Sandpoint;  N.  W.  Jones,  Port’aud, 
Ore.;  C.  A.  Leigh,  Twin  Palls;  C.  D.  Weaver,  Twin 
Falls;  Ed.  E.  Maxey,  Boise;  G.  H.  Caldwell,  Twiii 
Falls;  E.  E.  Laubaugh,  Boise;  T.  O.  Boyd,  Twin 
Fall's;  D.  L.  Alexander,  Twin  Falls;  Chas.  Wether- 
bee,  Buhl;  C.  S.  Moody,  Hope;  C.  R.  Scott,  Twin 
Falls;  M.  H.  Tallman,  Boise;  T.  S.  Wasson,  Twin 
Falls;  A.  L.  Heine,  Boise;  J.  L.  Coughlin,  Twin 
Falls;  W.  F.  Howard,  Pocatello;  W.  T.  Williamson, 
Portland,  Ore.;  J.  B.  Kenagy,  Rupert;  E.  N.  Rob- 
erts, Pocatello;  J.  C.  Woodward,  Paye-tte;  H.  A. 
Castle,  Pocatello;  J.  Clothier,  Pocatello;  O.  A.. 
Jeffreys,  Hagerman;  H.  S.  Wool’ey,  Pocatello;  F. 
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M.  Sprague,  Pocatello;  R.  F.  Noth,  American  Falls; 
J.  N.  Davis,  Kimberly;  A.  A.  Newberry,  Filer;  R.  T, 
Story,  Burley;  A.  F.  O.  Nielson,  Oakley;  J.  B.  Co- 
burn, Twin  Falls;  A.  F.  McClusky,  Buhl;  W.  F. 
Pike,  Twin  Falls;  G.  G.  Fitz,  Placerville.  There 
were  probably  a few  others  who  did  not  register. 

Annual  Report  of  Secretary-Treasurer. 

As  reported  at  last  year’s  executive  session,  the 
Idaho  State  Medical  Association  is  composed  of  the 
combined  memberships  of  five  subordinate  societies, 
members  at  large  and  non-resident  members,  a 
total  at  this  time  of  142  members,  distributed  as 
follows: 

North  Idaho  District  Medical  Society  (comprising 
Kootenai,  Shoshone,  Benewah,  Nez  Perce,  Lewis, 
Latah,  Clearwater  and  Idaho  counties),  J.  B.  Morris, 
Lewiston,  President,  and  John  L.  Alley,  Lewiston, 
Secretary.  Members  in  good  standing,  38. 

Bonner  County  Medical  Society  (Bonner  and 
Boundary  counties),  E.  E.  Fry,  Bonners  Ferry,  Pres- 
ident, and  C.  P.  Stackhouse,  Sandpoint,  Secretary. 
Members  in  good  standing,  9. 

South  Idaho  District  Medical  Society  (Adams, 
Washington,  Boise,  Gem,  Canyon,  Ada,  Owyhee,  El- 
more, Blaine,  Gooding,  and  Lincoln  counties),  W. 
T.  Drysdale,  New  Plymouth,  President,  and  R.  L. 
Glase,  Boise,  Secretary.  Members  in  good  stand- 
ing, 45. 

South  Side  Medical  Society  (Twin  Falls,  Cassia, 
Minidoka,  and  Power  counties),  John  N.  Davis, 
Kimberly,  President,  and  J.  F.  Coughlin,  Secretary. 
Members  in  good  standing,  25. 

Pocatello  Medical  Society  (including  all  of  Ban- 
nock county),  Joseph  Clothier,  Pocatello,  President, 
and  F.  M.  Ray,  Pocatello,  Secretary.  Members  in 
good  standing,  12. 

Members  at  large,  or  members  residing  in  other 
or  unorganized  counties,  11  members  in  good 
standing. 

Non-resident  members,  or  members  residing  out 
of  state,  2,  making  a total  of  142  members  in  good 
standing  at  this  time. 

It  may  be  well  to  again  call  your  attention  to  our 
amended  by-laws  which  now  provide  for  the  pay- 
ment of  dues  in  advance  on  the  first  of  the  year  or 
beginning  of  our  fiscal  or  official  year,  and  unless 
a member  has  so  paid  his  dues  ne  is  not  reported 
as  a member  in  good  standing.  This  explains  why 
several  members  may  find  their  names  missing 
from  the  active  roll,  also  why  they  have  not  been 
receiving  Northwest  Medicine. 

The  physicians  of  Bear  Lake  County  are  ready 
and  anxious  to  organize  a county  medical  society 
and,  if  no  definite  action  is  taken  to  the  contrary 
at  this  meeting,  I will  feel  authorized  to  issue  a 
charter  to  them  as  soon  as  they  have  completed 
their  organization  and  otherwise  complied  with  the 
provisions  of  our  by-laws. 

At  last  year’s  meeting  the  secretary  was  author- 
ized to  issue  a charter  to  the  South  Side  Medical 
Society,  which  has  been  done  and,  as  reported 
above,  this  society  now  having  a membership  of  25. 
We  are  the  guests  of  this  healthy  infant  for  this 
meeting. 

The  Secretary  was  also  empowered  to  issue  a 
charter  to  the  Tri-County  Medical  Society,  (Good- 
ing, Lincoln,  and  Blaine  counties),  but  as  their 


organization  has  not  been  completed  I am  still 
holding  this  charter,  hoping  that  they  will  yet  per- 
fect their  organization  and  come  into  the  fold. 


Condition  of  the  Treasury,  or  Association’s  funds; 

Balance  on  hand  last  year’s  report $171.59 

Received  from  North  Idaho  Dist.  Med.  So- 
ciety   108.00 

Received  from  Bonner  County  Med.  Society  37.50 
Received  from  South  Idaho  Dist.  Med.  Society  121.00 
Received  from  South  Side  Medical  Society..  55.50 
Received  from  Pocatello  Medical  Society....  39.00 

Received  from  members  at  large 55.00 

Received  from  applications  pending 25.00 


Total  receipts  for  the  year $612.59 

Expenditures. 

For  subscriptions  to  Northwest  Medicine. . .$101.25 

For  salary  of  secretary  150.00 

For  stationery  and  printing  38.85 

For  postage  11.13 

For  expense  Tri-State  Meeting,  1915 55.00 

For  badges  for  this  meeting 2.85 

For  telegrams  and  express  3.49 

For  sundries  8.00 


Total  amount  spent  during  the  year $370.57 

Balance  on  hand  October  4th,  1916 242.02 


$612.59 

Respectfully  submitted, 

Ed.  E.  Maxey,  Secretary-Treasurer. 

On  motion  the  report  was  accepted  and  ordered 
printed. 

Applications  for  Membership  were  received  from 
Drs.  C.  A.  Leigh,  of  Twin  Falls;  L.  T.  A.  Hottendorf 
and  R.  J.  Sutton,  of  Paris;  E.  F.  Guyon  and  Geo.  F. 
Ashley,  of  Montpelier;  and  E.  E.  Laubaugh  and  A. 
L.  Heine,  of  Boise;  and  referred  to  a committee 
on  applications  consisting  of  Drs.  C.  R.  Scott,  D.  L. 
Alexander,  and  C.  D.  Weaver. 

The  Committee  on  Arrangements,  through  their 
chairman.  Dr.  C.  D.  Weaver,  reported  that  arrange- 
ments had  been  made  for  a banquet  at  the  Roger- 
son  Hotel  tonight  and  that  for  tomorrow  afternoon 
provision  had  been  made  for  an  automobile  drive 
to  the  various  points  of  interest  near  Twin  Falls. 

On  motion  a committee  on  needed  medical  legis- 
lation was  named,  consisting  of  Drs.  W.  F.  Howard, 
G.  R.  Proctor,  R.  J.  Smith,  C.  S.  Moody  and  Ed.  E. 
Maxey  (to  which  the  name  of  J.  C.  Woodward  was 
added  later),  with  instructions  to  report  their  rec- 
ommendations for  consideration  of  association  at 
tomorrow’s  session. 

FIRST  DAT AFTERNOON  SESSION. 

The  Committee  on  Nominations  being  incomplete 
the  President  announced  that  the  chairman.  Dr. 
E.  N.  Roberts,  would  represent  the  Pocatello  Med- 
ical Society,  Dr.  M.  H.  Tallman  would  act  for  the 
South  Idaho  District  Medical  Society,  Dr.  Chas. 
Wetherbee  for  the  South  Side  Medical  Society,  Dr. 
A.  F.  McClusky  for  the  North  Idaho  District  Med- 
ical Society,  and  Dr.  C.  S.  Moody  for  the  Bonner 
County  Medical  Society. 

The  Committee  on  Applications  reported  favor- 
ably on  the  applications  for  membership  of  Mrs. 
G.  F.  Ashley,  A.  L.  Heine,  R.  J.  Sutton,  E.  E.  Lau- 
baugh, E.  F.  Guyon,  L.  T.  A.  Hottendorf,  and  C.  A. 
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Leigh,  and  on  motion  the  above  named  applicants 
were  declared  duly  elected  to  membership  in  the 
Idaho  State  Medical  Association. 

The  President’s  Address. 

Personal  Experiences  with  Nitrous  Oxide-Oxygen 
Analgesia  in  Obstetrics,  By  Dr.  O.  A.  Jeffreys,  of 
Hagerman.  This  was  not  a set  paper  but  rather 
an  excellent  talk  in  which  the  doctor  demonstrated 
the  method  of  using  nitrous  oxide-oxygen  in  ob- 
stetrics and  minor  surgery,  and  emphasized  the 
very  satisfactory  results  in  his  practice  while  using 
it.  He  claimed  that  its  use  was  without  danger 
and  that  it  not  only  made  labor  painless  and  a 
trial  no  longer  to  be  dreaded  but  it  had  enabled 
him  to  put  the  midwife  entirely  out  of  business  in 
his  field  of  practice.  The  subject  was  exhaustively 
discussed  by  Drs.  H.  A.  Castle,  J.  N.  Davis,  W.  F. 
Howard,  and  N.  W.  Jones. 

Indications  and  Contraindications  for  Cholecys- 
tectomy. By  Dr.  M.  H.  Tallman,  of  Boise.  (See 
page  ....).  This  paper  was  discussed  by  Drs.  N. 
W.  Jones,  H.  S.  Woolley,  T.  O.  Boyd,  W.  F.  Howard, 
and  M.  H.  Tallman. 

Some  Phases  of  Tuberculosis  was  the  subject  of 
a talk  made  by  Dr.  J.  E.  White,  of  Tw'in  Falls,  and 
from  the  very  excellent  manner  in  which  he  han- 
dled his  subject  it  is  evident  that  Dr.  White  has 
profited  by  hard  study  and  personal  experience.  He 
dwelt  particularly  on  the  early  diagnostic  signs  of 
pulmonary  tuberculosis  and  the  use  of  tuberculin 
in  its  treatment.  It  is  to  be  regretted  that  Dr. 
White  did  not  feel  the  necessity  of  preparing  a 
paper  so  that  his  remarks  could  be  published,  as 
his  manner  of  handling  his  subject  was  indeed  most 
interesting  and  instructive.  Drs.  D.  L.  Alexander, 
C.  S.  Moody,  A.  L.  Heine,  J.  Clothier,  W.  F.  How- 
ard, E.  E.  Laubaugh,  M.  H.  Tallman,  F.  M.  Sprague, 
A.  A.  Newberry  and  W.  T.  Williamson  discussed 
the  address  and  made  life  miserable  for  Dr.  White 
through  their  many  questions. 

On  motion  the  name  of  Dr.  J.  C.  Woodward  was 
added  to  the  special  committee  on  needed  medical 
legislation. 

SECOND  DAY — MORNING  SESSION. 

Meeting  called  to  order  at  10  o’clock  by  Dr.  D.  L. 
Alexander,  acting  for  the  President. 

On  the  Clinical  Application  of  the  Newer  Meth- 
ods of  the  Treatment  of  Diabetes  Mellitus.  By  Dr. 
N.  Wiley  Jones,  of  Portland.  It  was  discussed  by 
Drs.  D.  L.  Alexander,  C.  D.  Weaver,  A.  F.  Mc- 
Cluskey,  W.  F.  Howard,  M.  H.  Tallman,  J.  F.  Cough- 
lin, F.  M.  Sprague,  E.  E.  Laubaugh,  and  N.  W. 
Jones. 

Conservative  Treatment  of  Convergent  Strabis- 
mus. By  Dr.  Joseph  Clothier,  of  Pocatello.  The 
author  having  been  called  home  the  paper  w'as,  on 
motion,  read  by  title  and  ordered  printed  in  North- 
west Medicine. 

Children — Conveniently  Overlooked.  By  Dr.  F. 
M.  Sprague,  of  Pocatello.  This  paper  was  discussed 
by  Drs.  J.  N.  Davis,  J.  F.  Coughlin,  H.  A.  Castle, 
W.  T.  Williamson,  E.  E.  Laubaugh,  C.  R.  Scott,  and 
the  author,  and  will  appear  in  Northwest  Medicine. 


Infantile  Paralysis.  By  Ernest  E.  Laubaugh,. 
State  Bacteriologist,  Boise,  was  an  interesting  pre- 
sentation of  the  laboratory  side  of  this  dread  dis- 
ease, and  will  be  published  in  full  in  Northwest 
Medicine.  Discussion  opened  by  Dr.  A.  F.  Mc- 
Clusky  and  followed  by  Drs.  Woodward,  Weaver, 
and  Williamson,  and  closed  by  Dr.  Laubaugh. 

Needed  Medical  Legislation.  Under  this  heading 
Dr.  W.  F.  Howard,  of  Pocatello,  and  Dr.  J.  C.  Wood- 
ward, of  Payette,  each  discussed  the  need  of  radical 
changes  in  our  present  law  regulating  the  practice 
of  medicine,  and  each  presented  the  draft  of  a 
proposed  measure  that  would  remedy  the  faults  of 
present  law.  Dr.  C.  S.  Moody,  of  Hope,  spoke  along 
the  same  lines,  and  intimated  that  the  time  was 
ripe  for  getting  needed  medical  legislation.  The 
secretary  presented  a letter  and  argument  from 
Dr.  R.  J.  Smith,  of  Bancroft,  favoring  the  enact- 
ment of  a law  that  would  regulate  midwives. 

On  motion  by  the  secretary  it  was  ordered  that 
Drs.  H.  Smith  Woolley,  J.  C.  Woodward,  W.  F. 
Howard,  and  Chas.  S.  Moody  constitute  our  Com- 
mittee on  Legislation,  with  instructions  to  draft 
and  secure  the  passage  of  a revised  medical  practice 
act  which  will  effectively  regulate  the  practice  of 
medicine  as  practised  by  all  schools  of  medicine 
and  drugless  healers,  and  satisfactorily  regulate  the 
licensing  of  midwives,  and  said  committee  is  em- 
powered to  act  for  the  association  and  physicians 
of  the  state  on  any  matter  that  may  be  presented 
before  the  coming  Legislature  which  would  effect 
the  medical  profession  or  have  to  do  with  public 
health  measures. 

At  this  time  the  Chair  recognized  Dr.  G.  G.  Fitz, 
of  Placerville,  a member  of  the  last  Legislature, 
who  spoke  of  the  difficulties  to  be  met  with  in  the 
passage  of  any  such  measures,  and  emphasized  the 
necessity  of  providing  ample  funds  to  enable  the 
Committee  on  Legislation  to  do  effective  work  with 
the  members  of  the  next  Legislature. 

On  motion  a committee  consisting  of  Dr.  T.  O. 
Boyd  and  the  secretaries  of  the  different  auxiliary 
societies  was  ordered  to  raise  necessary  funds  for 
work  of  committee  on  legislation. 

On  motion,  seconded  by  committee  on  applica- 
tions, Dr.  G.  G.  Fitz,  of  Placerville,  was  elected  to 
membership. 

Election  of  Officers.  The  Committee  on  Nomina- 
tions reported  the  following  nominations: 

President,  Dr.  Charles  S.  Moody,  of  Hope. 

Vice-President.  Dr.  A.  F.  McClusky,  of  Buhl. 

Chairman  of  Committee  on  Arrangements,  Dr- 
C.  P.  Stackhouse,  Sandpoint. 

Chairman  of  Committee  on  Nominations,  Dr.  C. 
L.  Gritman,  Moscow. 

Chairman  of  Committee  on  Legislation,  Dr.  H. 
Smith  Woolley,  Pocatello. 

Chairman  of  Committee  on  Public  Health,  Dr. 
Ernest  E.  Laubaugh,  Boise. 

Journal  Trustee  to  fill  expiring  term  of  Dr.  Ed. 
E.  Maxey,  Dr.  Ed.  E.  Maxey,  Boise. 

Delegate  to  American  Medical  Association,  Dr. 
C.  R.  Scott,  Twin  Falls. 

Alternate  Delegate  to  American  Medical  Associa- 
tion, Dr.  L.  E.  Hanson,  Wallace. 

Place  of  1917  meeting,  Sandpoint. 
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Date  of  meeting  left  to  President  and  Secretary 
to  fix,  but  with  the  recommendation  that  it  be  held 
the  latter  part  of  June  or  first  part  of  July. 

On  motion  the  report  of  Committee  on  Nomina- 
tions was  accepted,  the  nominees  were  declared 
elected,  and  the  recommendations  of  the  commit: ee 
approved. 

On  motion  of  the  secretary  a vote  of  appreciation 
and  thanks  was  extended  to  the  local  physicians 
of  Twin  Falls,  the  members  of  the  South  Side 
Medical  Society,  and  to  the  Elks  Lodge  of  Twin 
Falls  for  the  excellent  manner  in  which  the  asso- 
ciation had  been  entertained  and  provided  for  at 
this  meeting. 

On  motion  the  association  adjourned  sine  die. 

En.  E.  Maxey,  Secretary. 


OREGON. 

PORTLAND  CITY  AND  COUNTY  MEDICAL 
SOCIETY. 

Pres.,  G.  S.  Whiteside,  M.D. ; Sec.  J.  G.  Strohm,  M.D. 

A regular  meeting  of  Portland  City  and  County 
Medical  Society  was  held  in  the  German  House, 
Portland,  Ore.,  Oct.  4,  1916,  at  8 o’clock,  G.  S.  White- 
side,  President,  in  the  chair. 

Paper. 

Malaria,  with  Special  Reference  to  Surgical 
Spleen.  By  Dr.  J.  H.  Bristow. 

Dr.  Knox  opened  discussion,  followed  by  Drs. 
Pilkington,  Yenney,  Whitney,  Blachley,  Watts, 
Amos  and  Dillehunt. 

Government  Medical  Care  of  Eskimo  and  Indian 
of  Alaska.  By  Dr.  H.  W.  Coe.  The  writer  showed 
totem  poles  and  fine  baskets,  also  presented  pa- 
tients from  Morningside  Hospital. 

Symposium  arranged  for  Oct  17. 

President  appointed  a Library  Committee,  con- 
sisting of  Drs.  Dillehunt,  Else  and  Jones. 


A regular  meeting  of  the  society  was  held  in  the 
German  House,  Oct.  18,  G.  S.  Whiteside,  president, 
presiding.  Minutes  of  preceding  meeting  read  and 
accepted. 

Applications  for  membership:  Drs.  Stuart  and 

Dickinson.  Elected  to  membership:  Drs.  E.  H. 

McLean,  W.  H.  Norton,  Guy  Mount,  W.  E.  Welch, 
E.  E.  Gambee,  Leon  Wolff,  W.  R.  Shim,  J.  R.  Weth- 
erbee  and  C.  T.  Croddy. 

Paper. 

Anterior  Poliomyelitis.  Dr.  L.  J.  Wolff  reported 
on  14  cases  to  date  in  Portland,  one  of  which  has 
been  released  from  six  weeks  quarantine.  Found 
many  flies'  present.  Case  of  a boy  20  years  old 
reported  today. 

Atypical  cases  were  presented  by  Dr.  Selling  and 
typical  cases  by  Dr.  House,  who  says  the  1909  and 
1910  epidemics  were  more  severe  than  present.  He 
thinks  infection  involves  all  organs  of  the  body, 
but  the  nervous  system  is  the  chief  one  to  suffer. 
Symptoms  depend  on  location  of  lesions,  are  often 
vague,  with  restlessness,  pain  in  body,  especially 
back,  temperature  100°-101°,  constipation,  difficulty 
in  voiding  urine.  In  treating  these  cases  no  massage 


should  be  used  until  all  pain  and  tenderness  have 
disappeared. 

Dr.  Benson  said  the  primary  focus  is  usually  in 
the  head;  secondary,  in  brain  and  cord;  that  the 
organism  is  a minute  coccus,  probably  of  the  va- 
riety of  streptococcus. 

Dr.  McClure  urged  the  prevention  of  deformity 
during  acute  stage,  such  as  prevention  of  foot  drop. 

Drs.  Roberg  and  Wheeler  spoke  on  control 
measures  and  quarantine. 

Papers  were  discussed  by  Drs.  Bilderbach,  Will- 
iamson, Moore,  O’Day  and  Whiteside. 

Resolution  introduced  by  Dr.  Roberg  and  carried, 
that  the  president  appoint  a committee  to  see  why 
hospitals  will  not  take  infantile  paralysis  cases. 


WASHINGTON. 

KING  COUNTY  MEDICAL  SOCIETY. 

Pres.,  P.  V.  von  Phul,  M.D. ; Sec.,  A.  C.  Martin,  M.D. 

A regular  meeting  of  the  King  County  Medical 
Society  was  held  Oct.  2,  1916,  in  the  Metropolitan 
Lumbermen’s  Club,  Seattle,  Wash.,  President  von 
Phul  in  the  chair.  About  eighty  members  were 
present.  The  minutes  of  the  previous  meeting 
were  read  and  approved. 

Papers. 

Advantages  of  Early  Additions  to  the  Milk  Diet. 
By  Dr.  J.  I.  Durand.  There  is  too  little  attention 
paid  to  the  diet  in  the  second  stage  of  infancy.  As 
early  as  the  sixth  or  seventh  month  the  diet  should 
be  balanced  by  the  addition  of  cooked  cereals, 
vegetables,  cooked  fruits,  meats  and  meat  juices. 
Such  a mixed  diet  goes  far  toward  preventing 
rickets,  scurvy,  anemia,  eczema  and  constipation. 

In  discussion  Dr.  Pratt  stated  that  he  begins 
with  a mixed  diet  upon  the  eruption  of  the  first 
two  teeth. 

President  von  Phul  stated  that  egg  albumin  may 
produce  a very  marked  urticaria. 

Dr.  C.  A.  Smith  some  years  ago  discovered  a 
child  of  six  months  being  fed  from  a family  soup 
tureen.  He  favors  early  additions  to  the  milk 
diet. 

Dr.  E.  C.  Neville  spoke  along  similar  lines. 

Dr.  Lensman  urged  observation  of  the  stools  and 
asked  if  in  the  infant  as  in  the  adult  the  diet  may 
be  judged  by  such  stool  examination. 

Belt  Pin  in  Bronchus.  Dr.  C.  A.  Smith  re- 
ported a case  of  a woman  who  two  and  a half  years 
ago  inspired  a belt  pin  about  one  and  three-fourths 
inches  in  length.  The  first  radiograph  showed  the 
pin  in  the  trachea.  Two  attempts  to  remove  it 
with  the  bronchoscope  followed.  Successive  radio- 
graphs showed  the  pin  dropping  lower.  A third 
bronchoscopy  was  unsuccessful,  following  which 
there  was  a brief  pneumonia.  Dr.  Smith  discussed 
the  mortality  of  these  conditions  and  the  danger  of 
infection.  He  believes  his  patient  will  retain  her 
pin  indefinitely  without  trouble. 

Drs.  Durand,  McLaughlin  and  Neville  each  re- 
ported briefly  cases  of  inspired  foreign  bodies. 
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Dr.  W.  R.  Jones  suggests  the  use  of  1/10  gr.  of 
apomorphin. 

Dr.  Kintner  suggests  using  the  fluoroscope  as  an 
aid  to  the  search. 

Renal  Calculus  in  a Child  of  Seven  Years.  By 
Dr.  H.  G.  Lazelle.  The  history  was  of  acute  ab- 
dominal pain  of  few  hours  duration  referred  to  the 
umbilicus.  Tenderness  of  the  right  kidney  where 
two  shadows  were  shown  by  x-ray.  Operation  re- 
sulted in  easy  removal  of  two  stones  and  an 
uneventful  recovery.  The  rarity  of  the  condition 
at  this  age  was  noted. 

Dr.  Snively  believes  careful  search  will  reveal 
this  condition  more  frequently  in  children.  A 
radiograph  should  always  be  taken  if  there  is  pus 
and  albumin  in  the  urine. 

Dr.  Dudley  analyzed  the  annual  report  of  the 
managers  of  the  Credit  Bureau.  Special  stress  was 
laid  upon  the  necessity  of  obtaining  more  accurate 
information  as  to  patients’  residence,  occupation, 
employer,  bank,  previous  residence,  etc.  Mr.  Thur- 
Icw  spoke  briefly  in  support  of  Dr.  Dudlej  ^ re- 
marks. 

Dr.  Puckett,  representing  the  King  County  Dental 
Society,  asked  the  opinion  of  the  medical  society 
as  to  the  advisability  of  children  being  excused 
during  school  hours  for  dental  work.  He  holds  that 
after  school  hours  and  Saturdays  do  not  give  suf- 
ficient time  for  the  proper  care  of  children’s  teeth. 

Dr.  Willis  does  not  favor  releasing  children  from 
school  for  dental  work.  He  believes  it  can  be  done 
outside  of  school  hours  even  at  some  inconvenience 
to  the  dentist. 

Dr.  Jordan  believes  that  the  morning  hours  are 
probably  better  for  dentistry. 

Dr.  Kelton  does  not  consider  this  matter  of  suf 
ficient  importance  to  be  brought  before  the  Board 
by  the  Society. 

Dr.  Snively’s  motion  was  carried  that  a commit- 
tee be  appointed  to  investigate,  confer  with  a 
committee  from  the  dental  society  and  report. 

The  President  announced  a meeting  of  presi- 
dents of  the  county  societies  for  Oct.  7 to  con- 
sider legislative  matters. 

On  motion  of  Dr.  Kelton  it  was  voted  that  a 
■committee  of  three  be  appointed  to  confer  with 
the  county  commissioners  to  obtain  the  use  for 
the  society  and  the  University  Extension  Course 
of  a vacant  room  in  communication  with  the  coro- 
ner’s office  in  the  new  city  and  county  building. 

The  application  of  Dr.  P.  W.  Sweet  was  read. 


PIERCE  COUNTY  MEDICAL  SOCIETY. 

Pres.,  E.  G.  Rich,  M.  D.;  Sec.,  E.  C.  Wheeler,  M.  D. 

A regular  meeting  of  Pierce  County  Medical  So- 
ciety was  held  at  the  Elks’  Temple,  Tacoma,  Oct. 
10,  1916,  where  a very  excellent  dinner  was  served 
to  some  seventy-five  physicians  of  this  society  and 
their  guests  from  Southwest  Washington  and  Se- 
attle. 

Dr.  Rich  reported  on  the  meeting  held  in  Seattle, 


on  Oct.  7,  at  which  the  presidents  of  the  different 
county  societies  of  the  state  were  present,  and 
stated  that  the  sentiment  of  the  meeting  was  that 
the  present  medical  law  should  be  sustained.  The 
meeting  approved  of  any  legislation  presented  to 
the  coming  state  legislature  which  provides  for  the 
free  choice  of  physician  and  hospital  for  the  in- 
jured workman,  for  the  provision  of  a suitable  fee 
bill,  patterned  after  the  Oregon  law,  and  disap- 
proved any  first  aid  bill  which  should  not  include 
these  provisions. 

Representative  J.  H.  Davis,  whose  name  had  been 
connected  with  the  Drugless  Healers’  Bill  which 
passed  the  last  legislature  and  was  vetoed  by  the 
Governor,  was  present. 

Dr.  Karshner,  on  account  of  his  probable  connec- 
tion with  the  coming  legislature,  was  the  first 
speaker  on  the  drugless  healer  bill.  He  spoke  at 
some  length  about  medical  ideals,  stating  he  felt 
that  the  physicians  were  largely  at  fault  for  the 
present  attitude  of  the  public  in  regard  to  medical 
matters.  He  said  that  the  public  should  be  better 
educated. 

Dr.  von  Phul,  president  of  King  County  Medical 
Society,  spoke  on  the  conclusions  arrived  at  in  the 
meeting  of  county  presidents  in  Seattle. 

Dr.  Mowell,  of  Olympia,  stated  that  the  chief 
trouble  heretofore  had  been  divided  interests.  At 
the  last  legislature  there  were  two  committees 
present,  purporting  to  represent  the  medical  men 
of  the  state,  each  working  for  principles  which 
were  antagonistic  to  each  other.  He  also  spoke  of 
the  weak  points  in  the  present  first  aid  law.  Dr. 
Chas.  James,  Senator  Jesse  Jones,  Drs.  R.  A.  Gove, 
H.  J.  Whitacre,  C.  W.  Bales,  of  Kelso,  and  others 
took  part  in  the  discussion,  at  the  conclusion  of 
which  Dr.  Rich  moved  that  the  society  go  on  record 
as  favoring  the  present  medical  practice  act  with 
definitions  as'  to  the  different  forms  of  practice. 

Dr.  J.  B.  McNerthney’s  motion  was  passed  that 
the  report  of  the  legislative  committee  from  this 
society  of  last  year  be  adopted  for  absolute  free 
choice  of  licensed  physician  for  the  working  man, 
the  establishment  of  a central  fund  and  a suitable 
fee  bill  for  first  aid  cases. 

Mr.  J.  H.  Davis  asked  permission  to  commend  the 
work  of  Dr.  W,.  N.  Kellar,  at  the  Western  Wash- 
ington Hospital,  and  to  bespeak  for  him  the  moral 
support  of  the  physicians  and  citizens  of  this  com- 
munity. 


PUGET  SOUND  ACADEMY  OF  OPHTHALMOL- 
OGY AND  OTO-LARYNOLOGY. 

Pres.,  C.  B.  Wood,  M.  D. ; Sec.,  W.  F.  Hoffman,  M.  D. 

The  regular  September  meeting  of  the  academy 
v/as  held  Sept.  25th  in  Tacoma,  the  members  meet- 
ing for  dinner  at  the  Tacoma  Hotel  and  afterwards 
adjourning  to  Dr.  Wing’s  office,  where  the  Tacoma 
members  had  gathered  a large  clinic  of  very  inter- 
esting clinical  cases. 


The  regular  October  meeting  was  held  Oct.  23, 
at  the  office  of  the  President. 
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One  clinical  case  and  three  papers  were  pre- 
sented. 

Vernal  Conjunctivitis.  Dr.  Wheeler,  of  Tacoma, 
presented  a case  of  this  condition  and  read  a paper 
on  it. 

What  the  City  and  the  State  Are  Doing  for  the 
Blind.  Dr.  Bentley  read  this  paper.  He  asked  the 
members  to  join  the  blind  association  and  help  in 
the  work. 

Dr.  Marsh  Armstrong  read  the  proposed  “Mid- 
wife Bill”  and  explained  how  she  came  to  be  in- 
terested in  it. 

BOOK  REVIEWS 

Edited  by  Kenelm  Winslow,  M.  D. 


Diseases  of  Occupation  and  Vocational  Hygiene. 
Edited  by  George  M.  Kober  and  William  C.  Han- 
son, assisted  by  some  thirty  contributors.  Illus- 
trations and  Reference  Tables.  918  pp.  Price 
$8.  Blakiston’s  Son  & Company,  Philadelphia. 
1916. 

A most  welcome  addition  to  the  prevention  of 
accidents  and  disease  caused  by  trades  is  given  in 
this  quarto  volume.  Safeguards  against  accidents 
to  working  men  and  required  by  law  are  described, 
together  with  compensation  and  insurance  laws  in 
thirty-one  states,  Alaska,  Hawaii,  the  Panama  Zone 
and  twenty-two  foreign  countries.  The  authors 
have  presented  a book  containing  much  valuable 
information  on  all  subjects  dealing  with  vocational 
hygiene  and  diseases  of  occupation.  The  book  is 
prefaced  with  a fairly  complete  historical  review, 
showing  the  effect  of  various  inventions  upon  dif- 
ferent industries,  the  progress  of  industrial  hygiene 
in  the  United  States  and  various  references  of 
standard  works  along  these  lines.  The  volume  is 
divided  into  three  main  parts,  part  I dealing  with 
specific  and  systemic  diseases  of  occupation,  fa- 
tigue and  neurosis;  part  II,  the  causation  and  pre- 
vention of  occupational  diseases  and  accidents; 
part  III  is  devoted  to  the  sociological  side  of  this 
great  subject.  Twenty-nine  associate  editors  have 
contributed  articles  of  special  interest.  The  re- 
ports of  the  United  States  inspection  bureaus  have 
been  utilized  everywhere.  Of  special  interest  to 
ophthalmologists  and  aurists  are  the  articles  by 
Wiirdemann,  of  Seattle,  on  Injuries  to  the  eye,  their 
cause  and  treatment;  by  Legg,  on  Glassworkers’ 
cataract;  by  Blake,  on  Disease  of  the  ear.  The 
book  is  illustrated  with  photographs  of  Wiirde- 
mann’s  collection,  showing  the  causes  of  eye  in- 
juries due  to  faulty  mechanical  devices  and  their 
proper  correction.  Swift. 


The  Practice  of  Obstetrics.  Designed  for  the  Use 
of  Students  and  Practitioners  of  Medicine.  By 
J.  Clifton  Edgar,  Professor  of  Obstetrics  and 
Clinical  Midwifery  in  the  Cornell  University 
Medical  College,  etc.  Fifth  Edition.  1067  Pp. 
1316  Illustrations.  Price,  $6.  P.  Blakiston’s  Son 
& Co.,  Philadelphia,  1916. 

This  fifth  edition  shows  all  the  indications  of 
never  ending  study  and  untiring  attention  to  detail 


which  have  characterized  the  work  from  the  be- 
ginning. The  chapters  on  the  physiologic  aspects 
of  pregnancy  and  the  pathology  of  the  puerperium 
appeal  to  the  reviewer  as  being  the  best  in  the 
English  language.  The  present  edition  presents 
new  matter  on  painless  labor  and  twilight  sleep, 
on  pituitary  extract  in  uterine  inertia  and  on  the 
artificial  feeding  of  infants.  Edgar  is  apparently 
far  from  satisfied  with  his  trials  of  scopolamin- 
morphin,  but  seems  better  pleased  with  nitrous 
oxide-oxygen.  He  is  quite  cautious  in  his  use  of 
pituitrin,  but  believes  it  of  real  value  when  used 
with  care  in  the  late  first  and  second  stages. 
There  can  be  no  question  as  to  the  value  of  a book 
which  is  based  on  the  experience  gained  from  con- 
siderably over  20,000  cases.  That  the  author  lags 
a little  behind  the  procession  on  account  of  an 
over-conscientious  conservatism  is  a criticism  oc- 
casionally heard.  At  any  rate  he  has  the  courage 
to  hold  steadfast  to  the  tried  methods  which  have 
served  him  well,  and  behind  his  every  statement 
is  a most  careful  and  complete  investigation.  In 
short,  there  is  no  doubt  that  the  high  standard  of 
the  first  edition,  the  appearance  of  which  opened 
a new  era  in  the  teaching  of  obstetrics,  has  been 
fully  maintained  in  this  latest  product.  Martin. 


A Practical  Treatise  on  Infant  Feeding  and  Allied 
Topics  for  Physicians  and  Students.  By  Harry 
Lomenburg,  A.  M.,  M.  D.,  Assistant  Professor, 
Medico-Chirurgical  College  of  Philadelphia,  etc. 
Illustrated  with  Engravings  and  Colored  Plates. 
382  Pp.  Price,  $3.  F.  A.  Davis  Co.,  Philadelphia, 
1916. 

This  is  a new  book  in  its  first  edition.  It  repre- 
sents clinical  and  practical  experience  of  the  au- 
thor in  infant  feeding.  The  theory  of  infant  feed- 
ing is  purposely  avoided  and  any  description  of  the 
scientific  basis  underlying  the  subject  which  is  so 
extensive  and  confused  is  not  at  all  considered. 
The  work  is  not  profoundly  partial  to  any  one 
school,  as  so  many  books  on  infant  feeding  have 
been  during  the  last  four  years.  The  application 
of  the  percentage  feeding  is  utilized,  together  with 
the  so-called  caloric  feeding.  One  must  feed  per- 
centages of  fat,  protein  and  lactose  that  can  be 
digested  and  having  enough  calories  on  which  tO' 
gain  in  weight.  This  is  all  done  in  as  simple  and 
practical  a manner  as  it  is  possible  to  handle  se 
complicated  a subject.  We  heartily  recommend 
the  book  to  any  one  interested  in  the  practice  of 
infant  feeding.  Manning. 


Bacteriology,  General,  Pathological  and  Intestinal. 
By  Arthur  I.  Kendall,  B.  S.,  Ph.D.,  Dr.  P.  H., 
Professor  of  Bacteriology  in  the  Northwestern 
University  Medical  School,  Chicago,  111.  Octavo, 
651  pages,  with  98  engravings  and  9 colored 
plates.  Cloth,  $4.50,  net.  Lea  & Febiger,  Pub- 
lishers, Philadelphia  and  New  York,  1916. 

In  this  book  the  section  on  general  bacteriology 
is  especially  to  be  commended.  It  is  most  thoro, 
the  arrangement  is  good  and  practical  facts  for 


NORTHWEST  MEDICINE  ADVERTISER 


PORTLAND  SURGICAL  HOSPITAL 


A New  and  Modern  Private  Hospital  of  Forty-Five  Beds  for  Surgical  Patients. 


SURGEONS: 

ROBERT  C.  COFFEY,  M.  0.  NELLIE  M.  ERICKSON,  Superintendent 

THOMAS  M.  JOYCE,  M.  D.  NINA  WILLIAMS,  Atslitant 

611  LOVEJOY  ST-  PORTLAND,  OREGON. 


PORTLAND  CONVALESCENT  HOSPITAL 

862,  864  MARSHALL  STREET,  PORTLAND,  OREGON 

A Private  Hospital  for  Medical  Cases.  Speoial  Faoilities  for  Treating  Nutritional  and  Metabollo  Diseases. 

JULIA  M.  PARKER,  Owner  and  Matron.  JULIA  MATHEWS,  Superintendent. 

ATTENDING  PHYSICIANS:  Dr.  Noble  Wiley  Jones,  Dr.  Chas.  E.  Sears,  Dr.  Philo  E.  Jones. 


— 11 — 


386 


BOOK  REVIEWS 


Vol.  XV.  No.  11. 


every  day  use  are  numerous.  The  section  on  spe- 
cial bacteriology  contains  much  that  is  modern  and 
valuable.  For  example,  the  percentage  of  typhoid 
patients  which  develop  into  typical  carriers  is 
given,  as  also  is  the  relative  proportion  of  those 
infections  from  the  intestinal  or  the  urinary  tracts. 
A very  complete  description  of  the  organism  caus- 
ing poliomyelitis  is  found,  including  microphoto- 
graphs of  the  bacterium.  West. 


Pediatrics  and  Orthopedic  Surgery.  Practical  Medi- 
cine Series,  1916.  Edited  by  Isaac  A.  Abt,  M.  D. 
and  John  Ridlon,  A.  M.,  M.  D.  Price  $1.35.  The 
Year  Book  Publishers,  Chicago. 

The  year’s  literature  on  these  subjects  is  ab- 
stracted and  presented  in  a very  useful  manner. 
The  pediatric  section  contains  discussions  of  the 
diseases  of  the  new-born  premature  infant,  infant 
feeding,  infant  welfare,  the  infectious  diseases,  dis- 
eases of  the  various  systems  and  organs,  thera- 
peutics, radiophotography  and  much  miscellaneous 
information,  all  predigested  and  presented  in 
tabloid  form.  The  fine  judicial  and  practical  mind 
of  Abt,  who  edits  the  work  and  illuminates  with 
numerous  comments  and  notes,  gives  to  itself  espe- 
cial value.  The  orthopedic  portion  of  the  book, 
edited  by  Ridlon,  reviews  the  year's  contributions 
to  this  branch  of  surgery  in  a similar  way.  Any 
one  whose  work  touches  these  fields  will  do  well 
by  buying  and  reading  this  volume.  Dtir.vxd. 


The  Healthy  Girl.  By  Mrs.  J'oseph  Gunning,  M.  B.. 
(London).  Hon.  Director  to  the  Oper  Air  School 
in  the  London  Botanic  Gardens,  and  A.  Camp- 
bell, B.  A.  Lecturer  of  Biology  and  Hygiene, 
Technical  Institution,  Swindon.  Cloth,  191  Pp. 
Oxford  University  Press,  London  and  New  York. 

This  is  another  popular  medical  book  written 
in  a dignified,  straightforward,  simple  style.  The 
fust  part  is  devoted  to  physiology  and  anatomy, 
the  latter  to  common  diseases  and  school  Sygiene. 
In  the  whole  book  there  is  only  one  chapter  which 
has  strictly  to  do  with  the  subject  (girls)  and  this 
is  on  menstruation.  The  rest  might  apply  to 
either  sex.  It  would  seem  as  if  the  authors  had 
tried  rather  to  create  than  to  have  discovered 
“a  long  felt  want.”  Winslow. 


Gynecology,  Practical  Medical  Series,  1916.  Edited 
by  E.  C.  Dudley,  M.  D.,  Prof,  of  Gynecology, 
Northwestern  University  Medical  School  and  H. 
M.  Stone,  M.  D.,  Assistant  Prof,  of  Obstetrics,. 
Northwestern  University  Medical  School.  Price, 
$1.35.  The  Year  Book  Publishers,  Chicago. 

This  review  of  the  gynecologic  literature  is  ex- 
haustive. The  chapter  on  general  principles  and 
displacements  is  extensive.  The  chapter  on  sterility 
is  extremely  interesting  and  it  is  worth  while  for 
the  general  practitioner  to  read  this  very  instruc- 
tive article.  It  demonstrates  all  the  abuses  which 
vmmen  have  suffered  on  account  of  the  want  and 
neglect  and  unscientific  methods  used  as  a rule 
by  the  general  practitioner.  O’Shea. 
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ORIGINAL  CONTRIBUTIONS 

THE  DIAGNOSIS  OF  RENAL  DISEASE.* 
By  H.  J.  Whitacre,  B.  S.,  M.  D.,  F.  A.  C.  S. 

TACOMA,  WASH. 

This  very  comprehensive  subject  has  been  cho- 
sen for  three  very  good  and  sufficient  reasons : first, 
it  is  one  of  the  most  difficult  fields  of  surgical 
diagnosis  and  one  that  should  be  frequently  and 
fully  discussed  by  our  society;  second,  the  author 
feels  that  the  frequency  with  which  he  encounters 
the  tough  problems  of  this  field  in  his  daily  work 
would  indicate  that  it  is  a live  subject  that  will 
interest  every  member;  third,  personal  observation 
has  shown  the  author  that  renal  cases  are  being 
operated  upon  or  treated  for  appendicitis,  gall- 
bladder disease,  duodenal  ulcer,  tuberculous  spine, 
sacroiliac  disease  or  cystisis,  with  a degree  of  fre- 
quency which  would  seem  to  indicate  very  incom- 
plete investigation. 

A big  problem  is  presented  when  a patient 
comes  to  us  with  symptoms  of  urinary  disease  and 
nothing  short  of  the  most  painstaking  application 
of  every  known  method  of  precision  will  save  us 
from  the  many  pitfalls  in  this  field  of  our  work. 
Error  too  often  comes  because  a case  seems  so 

•Read  before  the  Twenty-seventh  Annual  Meeting  of  Wash- 
ington State  Medical  Association,  July  12-14,  1916. 


evident  that  exact  methods  are  not  used,  and  most 
serious  of  all  are  the  errors  that  come  from  a 
failure  to  appreciate  the  significance  of  the  unob- 
trusive finger  boards  that  point  the  way  to  the 
kidney.  The  symptoms  of  renal  disease  are  in 
most  instances  inconstant,  type  groupings  of  symp- 
toms for  the  different  lesions  are  all  too  unreliable, 
and  our  methods  of  precision  may  fail  us,  but  a 
close  and  continued  study  of  any  given  case  is 
almost  certain  to  give  the  great  satisfaction  of  a 
correct  working  diagnosis.  A basic  principle  in 
this  field  of  work  should  be  that  no  man  has  the 
moral  right  to  operate  upon  a kidney  in  this  day 
and  age  without  first  applying  every  method  of 
precision  that  is  necessary  to  determine  the  pres- 
ence, nature  and  exact  location  of  the  lesion  and 
the  functional  efficiency  of  the  opposite  kidney. 

Let  us  study  the  symptoms  of  renal  disease. 

Pain.  The  parenchyma  of  the  kidney  is  insens- 
itive and  does  not  give  pain  when  inflamed  or 
when  injured.  The  kidney  capsule  and  the  peri- 
renal tissues  are,  on  the  other  hand,  quite  sensitive 
and  any  condition  which  causes  partial  or  inter- 
mittent obstruction  of  the  ureter  with  distention 
of  the  capsule  or  any  inflammation  in  the  peri- 
renal fat  will  cause  pain.  It  is  important  to  note 
that  in  order  to  give  pain  the  obstruction  to  the 
outflow  of  urine  must  be  incomplete  or  intermit- 
tent, thus  allowing  a continuous  secretion  and  a 
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continuance  of  the  ureteral  contractile  wave. 
Ligation  of  a ureter  gives  no  pelvic  distention  and 
no  pain  because  secretion  stops.  A stone  in  the 
pelvis  of  the  kidney,  a stone  in  the  ureter,  a slowly 
developing  tuberculosis,  a pyelonephritis,  a nephri- 
tis or  a tumor  of  the  kidney  may  go  thru  their 
entire  course  without  ever  giving  a particle  of  pain, 
if  there  be  no  obstruction  to  the  free  flow  of 
urine  or  the  kidney  enlargement  be  very  gradual. 
It  becomes  at  once  evident,  therefore,  that  pain  is 
not  necessary  for  the  diagnosis  of  a kidney  lesion. 

There  are  two  general  types  of  renal  pain. 

(1)  A true  renal  pain  deep  in  the  lumbar 
region,  a dull  constant  ache  without  radiation, 
never  paroxysmal  and  intensified  by  percussion. 

(2)  Pelvic  or  ureteral  pain  which  is  diffuse 
over  the  entire  affected  side,  paroxysmal  or  col- 
icky, and  radiates  from  the  lumbar  region  to  the 
scrotum,  rectum  or  thigh, — renal  colic. 

Pain  of  either  type  will  be  easily  understood 
but  not  so  when  the  pain  has  no  apparent  con- 
nection with  the  kidney.  In  a very  large  percent- 
age of  cases,  for  instance,  the  pain  is  abdominal 
and  so  definitely  associated  with  nausea  and  vom- 
iting, rigidity  and  sensitiveness  that  it  is  very  dif- 
ficult to  avoid  the  conclusion  that  the  patient  suf- 
fers from  a visceral  lesion.  This  is  particularly 
true  when  the  pain  is  in  the  right  side.  Again, 
when  a pain  of  renal  origin  is  very  persistent  in  the 
bladder,  in  the  spine,  in  the  sacroiliac  synchon- 
drosis or  in  the  lumbar  muscles,  it  is  very  easy 
to  make  the  error  of  concluding  that  the  disease 
is  in  the  spot  of  pain. 

Cabot  has  reported  26  cases  where  unnecessary 
operations  had  been  done  in  the  Massachusetts 
General  Hospital  on  a basis  of  pain.  Ten  were 
for  appendicitis,  seven  were  exploratory  laparo- 
tomies, and  the  gall-bladder,  the  fallopian  tubes, 
adhesions  and  the  bladder  figure  in  the  list.  I am 
certain  that  at  least  one-half  of  this  number  of 
errors  on  a basis  of  pain  have  come  to  my  personal 
attention  and  this  experience  is  one  of  the  reasons 
for  my  paper. 

A further  confusion  in  the  interpretation  of 
pain  is  introduced  by  the  fact  that  stone  in  ont 
kidney  may  give  severe  pain  in  the  opposite  per- 
fectly healthy  kidney.  Fortunately  the  proven 
cases  of  this  sort  are  very  few.  Septic  infarct 
or  embolism  gives  a most  terrifying  acute  sudden 
pain  which  strikes  in  the  lumbar  region  like  a 
stroke  of  lightning  and  leaves  no  doubt  as  to  the 


location  of  the  lesion.  The  same  may  be  said  of 
infections  of  the  perirenal  tissue  which  have  as 
their  most  prominent  symptoms  pain  which  is  a 
constant,  deep  seated,  progressive  ache  and  never 
paroxysmal  or  colicky. 

Pain  in  association  with  other  symptoms  has 
been  given  a definite  significance  by  Squier : 

Pain  plus  pus  without  cystitis  would  indicate 
stone. 

Pain  plus  pus  with  cystitis  would  indicate  tu- 
berculosis. 

Pain  minus  pus  without  cystitis  plus  tumor 
would  indicate  hydronephrosis. 

Pain  plus  pus  with  or  without  cystitis,  with  or 
without  tumor,  would  indicate  septic  hydrone- 
phrosis. 

Pain  plus  blood  without  cystitis  plus  tumor 
would  indicate  neoplasm. 

Such  groupings  are  good  for  the  memory  but 
insufficient  for  diagnosis. 

Vesical  irritability  is  a symptom  of  real  impor- 
tance. We  have  become  quite  accustomed  to  the 
dictum  that  persistent  indigestion  usually  means 
gall-bladder  disease,  and  it  is  high  time  that  an 
equally  forcible  dictum  be  popularized  to  the  ef- 
fect that  persistent  vesical  irritability  usually 
means  kidney  disease.  This  may  be  the  sole 
presenting  symptom  in  stone  in  the  kidney  or  ure- 
ter, in  tuberculosis,  pyelitis  or  pyelonephritis,  and 
a far  too  large  percentage  of  these  cases  are 
treated  for  cystitis  over  a long  period  before  a 
correct  diagnosis  is  made.  Braasch  has  found 
vesical  symptoms  (frequency,  urgency,  dysuria), 
extending  over  a period  of  six  months  previous  to 
presentation  for  treatment  in  90  per  cent,  of  203 
cases  of  tuberculosis,  and  states  that  50  per  cent, 
of  this  number  had  had  such  symptoms  for  more 
than  a year.  Pyonephrosis  was  found  to  be  the 
cause  of  an  existing  cystitis  in  109  out  of  121  cases 
in  the  male,  and  74  per  cent,  of  294  cases  of  stone 
in  the  ureter  suffered  from  vesical  irritability  as  a 
prominent  symptom. 

T emperature  elevation  will  probably  be  the  first 
observation  made  in  our  physical  examination  of 
a given  case.  We  will  naturally  expect  a very 
sharp  rise  of  temperature  with  chills  and  sweating 
in  acute  septic  infarct  and  with  perinephritic  ab- 
scess. Pyonephrosis  with  stone,  pyelitis  and  an 
acute  infection  superimposed  upon  a tuberculous 
lesion,  will  give  an  elevation  of  temperature 
which  is  in  direct  proportion  to  the  degree  of 
infection  and  the  freedom  of  ureteral  drainage. 
It  may  be  very  high  or  limited  to  a slight  afternoon 
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rise  which  comes  to  light  only  in  the  course  of  a 
routine  examination.  The  author  has  found  great 
satisfaction  in  following  the  practice  of  looking  to 
the  kidney  when  no  other  explanation  can  be 
found  for  a persistent  temperature. 

Palpation  may  go  far  toward  establishing  a 
diagnosis  or  it  may  tell  us  nothing.  Unilateral 
or  even  general  rigidity  of  the  abdominal  and  flank 
muscles  may  be  very  marked  in  severe  renal  colic, 
in  acute  infections  or  in  rupture  of  the  kidney,  and 
is  one  of  the  reliable  indices  as  to  the  severity  of 
the  process.  I know  of  no  abdominal  lesion  that 
gives  a more  rigid  abdomen  than  traumatic  rup- 
ture of  the  kidney.  Pain  on  pressure  over  the 
kidney  or  ureter  is  of  value  when  present  but  its 
absence  means  nothing.  Kidney  sensitiveness  will 
be  best  elicited  by  placing  two  fingers  firmly  in 
the  extreme  angle  between  the  twelfth  rib  and  the 
edge  of  the  quadratus  lumborum  muscle,  then 
making  a sudden,  strong  pressure  against  the  op- 
posing hand  which  has  been  placed  deeply  in 
front.  Fist  percussion  over  the  kidney  from  be- 
hind will  often  bring  out  pain  in  stone  where  it 
could  not  be  otherwise  elicited.  The  discovery  of 
a tumor  mass  in  the  region  of  the  kidney  is  posi- 
tive evidence  with  one  exception,  namely,  where 
compensatory  hypertrophy  of  the  sound  kidney 
has  caused  it  to  enlarge  to  easily  palpable  dimen- 
sions. When  this  possibility  of  serious  error  has 
been  remembered  and  eliminated,  we  are  ready  to 
conclude  that  any  marked  enlargement  means 
hydronephrosis,  neoplasm,  pyonephrosis,  huge 
stone  or  tuberculosis. 

The  tumor  mass  may  be  a somewhat  enlarged, 
distinctly  palpable  kidney  or,  as  in  the  case  of 
hydronephrosis  and  sarcoma,  it  may  be  so  large 
that  it  occupies  a large  part  of  the  abdominal  cav- 
ity. A large  kidney  tumor  will  be  differentiated 
from  splenic  or  liver  enlargement  by  the  fact  that 
the  examining  fingers  can  be  forced  in  between 
the  upper  end  of  the  tumor  and  the  ribs  in  the 
case  of  the  former.  My  decision  to  operate  or 
not  in  a case  of  rupture  of  the  kidney  is  very 
largely  based  upon  “tumor  mass.”  No  matter 
what  the  amount  of  blood  in  the  urine,  I do  not 
operate  unless  a definite  tumor  mass  develops  in 
, the  loin  or  the  general  sj'inptoms  are  otherwise 
grave. 

A floating  or  movable  kidney  can  usually  be 
made  out  by  palpation,  but  the  diagnosis  of  horse- 
shoe kidney  and  other  congenital  anomalies  is  usu- 


ally not  made  by  palpation.  Pelvic  dystocia  may 
be  palpated  per  vagina  but  will  be  diagnosticated 
as  an  ovarian  tumor  unless  a collargol  x-ray  pic- 
ture demonstrates  its  true  nature.  Vaginal  and 
rectal  examination  do  furnish  very  valuable  in- 
formation, however,  in  the  palpation  of  stones  in 
the  lower  end  of  the  ureter.  Israel  states  that  he 
has  been  able  to  palpate  39  per  cent,  of  stones  in 
this  site  in  his  series. 

The  urine  should  give  us  our  most  positive  and 
diagnostic  evidence  of  renal  disease,  but  unfortu- 
nately the  inconstancy  of  the  findings  and  the  total 
absence  of  urinary  change  in  such  a large  propor- 
tion of  cases  detracts  much  from  the  value  of  uri- 
nary examination  as  a means  of  credible  diagnosis. 
The  presence  of  blood,  pus,  albumin,  casts  and 
bacteria  are  very  significant  but  a persistently  nor- 
mal urine  has  been  found  in  pyelonephritis  and 
tuberculosis  in  12  to  20  per  cent,  of  stone  cases, 
in  a larger  percentage  of  cases  of  tumor  and  hydro- 
nephrosis, and  we  can  not  feel  sure  in  any  case. 
The  appearance  of  blood  in  the  urine  of  a patient 
who  has  received  a blow  over  the  kidney  gives  us 
a positive  diagnosis  of  kidney  rupture  without  fur- 
ther investigation,  but  the  spontaneous  appearance 
of  pus  or  blood  means  only  disease  in  the  urinary 
tract.  We  must  determine  its  source  and  the  rea- 
son for  its  presence. 

Pus  or  blood  may  come  from  the  urethra,  the 
prostate  gland,  the  seminal  vesicles,  the  bladder, 
the  ureter,  the  pelvis  of  the  kidney  or  the  paren- 
chyma of  the  kidney,  and  fortunately  the  inven- 
tion of  the  endoscope  and  the  catherterizing  cysto- 
scope  has  made  it  possible  to  determine  their  ori- 
gin with  exactness.  There  should  be  no  need  to 
even  mention  the  extreme  value  of  and  absolute 
necessity  for  the  use  of  the  urethroscope  and  the 
cystoscope  in  the  solution  of  the  problem  here 
presented,  yet  I do  know  that  their  use  is  neg- 
lected, and  I do  know  that  a recent  patient  has 
told  me  that  her  former  physician,  a man  of  large 
practice,  told  her  that  she  should  under  no  cir- 
cumstances ever  allow  anybody  to  put  an  instru- 
ment into  her  bladder. 

Pus  in  the  ureteral  urine  may  mean  pyelitis, 
pyelonephritis,  stone  in  the  kidney  or  ureter,  ab- 
scess in  the  kidney  or  tuberculosis.  Let  me  state 
parenthetically  at  this  point  that  the  tendency  to 
explain  a moderate  amount  of  pus  in  the  urine 
as  due  to  vaginal  contamination  is  to  be  con- 
demned. Blood  in  the  ureteral  urine  may  mean 
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acute  nephritis,  angioma  or  calyx,  injury  to  the 
kidney,  neoplasm,  tuberculosis  or  stone. 

The  ureteral  catheters  have  carried  us  a long 
way  in  our  diagnosis  when  they  have  shown  that 
pus  or  blood  or  both  come  from  one  kidney  only, 
but  they  can  do  more.  They  will  collect  an  am- 
ple supply  of  separated  urine  for  chemical  study, 
tubercle  bacilli  or  other  bacteria  can  be  demon- 
strated if  present,  and  the  functional  execretory 
efficiency  of  each  kidney  can  be  determined  by  in- 
jecting phenolsulphonaphthalein  while  the  cath- 
eters are  still  in  place. 

Radiography  will  next  come  to  our  aid  as  a 
method  of  precision.  A good  x-ray  picture  will 
give  a shadow  of  stone  located  in  the  kidney  or  the 
ureter  in  85  to  90  per  cent,  of  cases  and,  when 
properly  checked  up  by  opaque  ureteral  catheter 
or  collargol  injection,  is  very  positive.  It  is  un- 
fortunate that  a negative  finding  does  not  possess 
the  same  value  as  a positive.  Cabot  has  shown 
from  a review  of  cases  of  demonstrated  stone  in 
kidney  and  ureter,  that  even  in  competent  hands 
10  to  15  per  cent,  will  be  persistently  negative, 
and  believes  that  the  diagnosis  of  stone  in  the 
ureter  by  x-ray  cannot  be  made  in  more  than  60 
per  cent,  of  cases.  Geraghty  and  Hinman  failed 
in  22.4  per  cent,  of  cases  of  stone  in  the  ureter. 
The  reasons  given  for  this  failure  are  error  in 
technic,  a position  of  the  stone  such  that  its  shadow 
is  superimposed  upon  that  of  the  pelvic  bones, 
small  size  of  the  stone  and  its  chemical  compo- 
sition. Chemical  composition  is  no  longer  con- 
sidered to  be  essentially  responsible  for  this  fail- 
ure. 

Defects  in  the  plate,  phleboliths,  calcified  glands 
and  other  causes  may  give  confusing  shadows, 
particularly  in  the  region  of  the  spine  of  the 
ischium,  but  error  from  this  source  will  be  avoided 
by  the  use  of  a bismuth  ureteral  catheter  or  by 
collargol  injection  given  at  the  time  of  the  x-ray 
picture.  Any  shadow  which  does  not  fuse  with 
the  ureteral  shadow  is  certainly  not  from  an  ure- 
teral stone.  Calcified  tuberculous  foci  do  not 
very  often  occur  in  the  kidney  but  when  present 
are  almost  certain  to  lead  to  error  in  diagnosis 
because  they  cast  an  x-ray  shadow  which  differs 
in  no  way  from  stone. 

Collargol  injection  is  valuable,  first,  because  an 
x-ray  picture  taken  immediately  after  its  intro- 
duction will  show  a definite  shadow  of  the  ure- 
ter and  pelvis  of  the  kidney,  and,  second,  it  will 


cause  a stone  to  give  a shadow  when  it  did  not 
previously  do  so.  It  becomes  at  once  apparent  • 
that  this  method  will  give  a positive  diagnosis 
in  anomalies  of  the  ureter,  horseshoe  kidney,  dys- 
topia, misplacements  and  hydronephrosis.  It  must 
be  understood,  however,  that  the  use  of  this  diag- 
nostic method  is  attended  by  real  dangers  to  the 
kidney  and  to  life  unless  properly  applied.  A 
10  per  cent,  solution  should  be  allowed  to  flow 
into  the  ureteral  catheter  under  low  gravity  pres- 
sure, the  patient  should  be  under  the  x-ray  tube 
when  the  injection  is  made  in  order  that  he  may 
not  have  to  be  moved,  the  injection  should  stop 
with  the  very  first  sign  of  discomfort  in  the  kid- 
ney, the  picture  should  be  taken  immediately  after 
injection  of  not  more  than  2-10  cc.  of  the  solution 
and  the  patient  should  not  be  allowed  to  move 
for  twenty  to  thirty  seconds  thereafter.  No 
accidents  have  occurred  under  this  guarded  method 
of  procedure. 

The  wax-tip  ureteral  catheter  is  a very  valuable 
diagnostic  agent.  Such  a catheter  is  made  by 
dipping  the  tip  of  a sterile  ureteral  catheter  into 
a warm  sterile  mixture  of  equal  parts  of  bees- 
wax and  paraffin  and  allowing  the  wax  to  harden. 
This  catheter  is  then  passed  into  the  bladder  like 
a filiform  bougie  and  threaded  into  the  catheter- 
izing  cystoscope  in  a retrograde  manner  as  this 
instrument  is  introduced  into  the  bladder.  Care 
is  taken  to  prevent  any  contact  of  the  wax  tip 
with  metallic  parts  and  the  catheter  introduced 
into  the  ureter  in  the  usual  manner.  When  the 
catheter  has  been  removed  with  the  same  care 
to  avoid  contact  with  metallic  parts,  and  a scratch 
is  found  on  the  previously  perfectly  smooth  sur- 
face of  the  waxtip,  we  know  that  there  is  a stone 
present,  and  by  repeated  observations  the  exact 
location  of  this  stone  can  be  determined.  Lower' 
states  that  it  will  ( 1 ) diagnosticate  stone  unaided, 
(2)  that  in  interpreting  x-ray  shadows  it  will  make 
stone  shadows  positive  and  rule  out  other  shad- 
ows, and  (3)  it  will  diagnosticate  stones  that  have 
been  missed  by  the  x-ray. 

There  are  five  tests  for  functional  kidney  effi- 
ciency which  seem  to  give  accurate  and  reliable 
results : cryoscop}'’,  indigo  carmine,  total  nitrogen, 
phenolsulphonapthalein  and  phloridzin.  It  is 
impossible  to  discuss  the  relative  merits  of  these 
different  tests  or  the  practical  value  of  functional 
tests.  Suffice  it  to  say  that  at  the  present  time  a 
majority  of  practical  operators  feel  that  the  value 
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of  functional  tests  is  relative  rather  than  absolute; 
that  variations  in  functional  value  are  only  very 
roughly  proportionate  to  the  amount  of  disease  in 
the  kidney;  and  that  the  fundamental  surgical 
principles  and  clinical  data  should  determine 
whether  or  not  an  operation  is  indicated.  Such 
tests  have  a distinct  value  as  an  aid  to  differential 
diagnosis  but  have  a limited  value  as  a prognostic 
aid.  Phenolsulphonapthalein  is  undoubtedly  the 
method  of  choice  in  this  country. 

Now  that  we  have  reviewed  the  methods  that 
are  to  be  used  in  the  accurate  study  of  renal  dis- 
ease, let  us  turn  to  the  symptomatology  of  indi- 
vidual diseases. 

STONE  IN  KIDNEY  AND  URETER. 

Stone  may  come  at  any  age  from  childhood  to 
old  age,  but  is  most  frequent  between  20  and  40. 
Largest  number  have  first  symptoms  between  20 
and  30.  More  frequent  in  men  than  in  women. 

The  pain  may  be  a dull,  deep  ache  in  the  loin 
without  radiation,  or  colicky,  intermittent  pain 
(renal  colic),  radiating  downward  to  the  inguinal 
region,  scrotum  or  thigh.  We  must  not  forget, 
however,  that  pain  is  the  presenting  symptom  in 
less  than  one-third  of  the  cases;  that  the  pain  of 
stone  may  be  abdominal,  associated  with  gastro- 
intestinal symptoms  and  for  this  reason  mislead- 
ing; that  it  may  be  epigastric,  sacroiliac  or  merely 
a backache;  and  lastly  that  there  may  be  no  pain 
at  all.  Pain  on  palpation  or  percussion  pain  may 
be  present  and  of  value,  yet  it  must  be  remembered 
that  a kidney  may  be  painlessly  destroyed  by  stone. 
Enlargement  of  the  kidney  may  be  a most  de- 
ceptive sign,  since  a compensatory  hypertrophy 
may  be  mistaken  for  the  evidence  of  disease  and 
the  sole  functionating  kidney  removed. 

The  value  of  blood  and  pus  in  the  urine  has 
been  greatly  exaggerated.  The  urine  is  entirely 
normal  in  about  14  per  cent,  of  cases.  Pus  in 
macroscopic  or  microscopic  amounts  is  found  in 
about  68  per  cent,  of  cases.  Blood  is  found  in 
about  the  same  proportion  of  cases,  and  Braasch 
says  that  gross  hematuria  is  found  in  only  14  per 
cent,  of  ureteral  stone  and  56  per  cent,  in  renal. 

Vesical  irritability  is  very  frequently  present  in 
renal  stone  and  present  in  74  per  cent,  of  cases 
of  ureteral  stone.  The  symptom  is  so  frequently 
present  that  its  absence  is  of  distinct  value  in  dif- 
ferential diagnosis.  This  irritability  may  be  con- 
stant or  at  the  time  of  the  attack  only.  Young 
states  that  vesical  irritability,  pain  in  ejaculation, 


pain  in  defecation  when  associated,  mean  stone  in 
the  lower  end  of  the  ureter  (intramural). 

Roentgenography  is  very  positive  when  a dis- 
tinct shadow  is  properly  checked  up  for  the  avoid- 
ance of  error,  yet  it  is  persistently  negative  in 
such  a large  percentage  of  cases  that  it  cannot  be 
definitely  relied  upon.  It  must  be  stated,  how- 
ever, that  it  is  most  unusual  to  find  a persistently 
negative  x-ray  finding  and  a persistently  negative 
urine  in  combination  with  an  unusual  pain. 

Wax  Tipped  Catheter.  A definite  scratch  on 
a properly  safeguarded,  properly  introduced  wax 
tip  catheter  is  positive  evidence  of  stone,  and  an 
increasing  confidence  is  being  placed  in  this  meth- 
od of  diagnosis. 

Vaginal  and  rectal  palpation  will  reveal  the 
presence  of  stone  at  the  ureterovesical  junction  in 
a fairly  large  percentage  of  cases.  Israel,  as  pre- 
viously stated,  has  been  able  to  feel  the  stone  in 
39  per  cent,  of  his  cases  of  this  type.  Braasch  has 
not  been  able  to  do  this  so  often  but  calls  atten- 
tion to  the  frequency  with  which  stones  in  this 
locality  project  through  the  ureteral  opening  and 
can  be  seen  with  the  cystoscope. 

Functional  Diagnosis.  When  a definite  diagno- 
sis of  stone  in  one  kidney  has  been  made  and  an 
operation  is  to  be  done,  it  should  always  be  remem- 
bered that  it  may  be  necessary  to  remove  this  kid- 
ney and  that  this  is  unwarranted  without  full 
knowledge  as  to  the  efficiency  and  value  of  the 
kidney  that  is  to  be  left  to  do  the  entire  work  of 
the  body.  A careful  study  of  the  urine  from  this 
kidney  together  with  the  naphthalein  test  will  usu- 
ally suffice. 

TUBERCULOSIS  OF  THE  KIDNEY. 

First  of  all  we  must  remember  that  the  chief 
lesion  in  urinary  tuberculosis  is  renal.  As  based 
upon  symptomatology  we  may  classify  renal  tu- 
berculosis as  follows : ( 1 ) Eighty  per  cent,  of 

cases  give  the  following  symptoms : urinary  fre- 
quency and  urgency,  dysuria,  loss  in  weight  and 
strength,  pain  in  the  back,  kidney  or  penis ; fever, 
chills  and  sweats;  pus,  blood  and  tubercle  bacilli 
in  the  urine.  (2)  An  acute  septic  pyonephrosis 
superimposed  on  a chronic  and  usually  unrecog- 
nized tuberculosis.  These  patients  give  the  symp- 
toms of  an  acute  systemic  infection  and  a rapidly 
enlarging  kidney.  There  are  very  few  cases  in 
this  group.  (3)  Silent  tuberculosis:  cases  discov- 
ered in  the  course  of  a routine  examination,  at- 
tention being  called  to  the  urinary  tract  by  pyuria. 
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hematuria  or  pain  in  the  back  or  vesical  irritabil- 
ity. It  is  the  last  group  that  gives  us  trouble  and 
requires  real  alertness  in  diagnosis.  We  derive 
great  assurance  and  confidence  from  the  dictum 
that  any  tumor  of  the  breast  should  be  considered 
cancer  until  proven  otherwise.  There  should  be 
a similar  dictum  in  reference  to  renal  tuberculosis, 
to  the  effect  that  any  patient  suffering  from  pyuria 
or  hematuria,  who  runs  a temperature  or  is  losing 
weight  and  strength,  should  be  considered  to  be 
suffering  from  tuberculosis  of  the  kidney  until 
such  presumptive  diagnosis  has  been  disproven. 

The  discovery  of  tubercle  bacilli  in  the  urine 
is  the  proof  positive  of  the  tuberculous  character 
of  the  disease  in  any  one  of  the  above  mentioned 
groups,  and  it  then  remains  for  the  cystoscope  to 
determine  the  side  involved  and  the  integrity  and 
efficiency  of  the  opposite  kidney.  The  cystoscopic 
appearance  of  the  bladder  will  often  aid  materially 
in  the  diagnosing,  since  the  ureteral  opening  on 
the  diseased  side  is  apt  to  present  a golf-hole  cup- 
ping with  a surrounding  zone  of  hyperemia,  and 
the  side  of  the  bladder  opposite  the  lesion  will  pre- 
sent tuberculous  nodules  or  ulcers. 

The  bladder  of  the  tuberculous  case  is  so  in- 
tolerant to  nitrate  of  silver  solutions  that  this 
therapeutic  test  has  been  suggested  as  a part  of 
our  diagnostic  armamentarium. 

PYELITIS. 

Pyelitis  is  twice  as  frequent  in  girl  babies  as 
boys,  is  most  frequent  in  the  period  of  diarrheal 
troubles,  and  is  usually  due  to  the  colon  bacillus. 
The  essential  symptoms  of  pyelitis  are  temperature 
elevation,  perhaps  with  chills,  pus  in  the  urine 
and  bladder  irritability.  Most  cases  are  diagnos- 
ticated as  cystitis  because  of  the  bladder  irritability. 
It  is  important  to  remember,  however,  that  cystitis 
rarely  gives  a temperature,  that  in  pyelitis  the 
urine  is  acid  and  normal  except  for  the  pus,  that 
the  functional  efficiency  of  the  kidney  is  unim- 
paired, and  that  the  cystoscope  shows  a normal 
bladder. 

Stone,  pyelonephritis  and  tuberculosis  of  the 
kidney  will  have  to  be  excluded.  Negative  find- 
ings in  the  x-ray  picture  taken  after  the  injection 
of  collargol,  negative  findings  with  the  wax  tip 
catheter,  and  the  absence  of  renal,  pain  and  of 
blood  in  the  urine  will  serve  to  exclude  stone. 

The  presence  of  albumin  and  casts  in  the  urine 
and  a diminished  functional  activity  of  the  kidney 
as  determined  by  functional  tests  will  lead  to  the 


conclusion  that  we  are  dealing  with  a pyelitis  en- 
grafted upon  a nephritis  as  the  major  lesion. 

The  absence  of  tubercle  bacilli  upon  repeated 
examinations  will  be  the  only  positive  means  of 
excluding  tuberculosis. 

PYELONEPHRITIS. 

This  is  a disease  of  real  importance  in  the  field 
of  differential  diagnosis,  because  it  is  so  easy  to 
overlook  albumin,  casts,  a high  blood-pressure  and 
deficient  functional  efficiency,  and  think  only  of 
the  pyuria  which  is  often  very  marked.  The  pus 
may  come  from  one  or  both  kidneys.  Here  again 
it  is  only  by  a careful  application  of  all  methods 
of  precision  that  an  accurate  diagnosis  is  made. 

HYDRONEPHROSIS. 

This  has  for  its  characteristic  symptoms  pain 
only  occasionally  and  in  those  cases  where  there  is 
long  continued  intermittent  obstruction ; an  elastic 
or  fluctuating,  non-sensitive  tumor  in  the  kidney 
region,  usually  not  larger  than  a man’s  fist  but 
may  occupy  one-half  of  abdominal  cavity;  no  pus, 
blood  or  other  abnormal  elements  in  the  urine ; 
large  amounts  of  urine  passed  at  certain  times; 
ureteral  catheter  may  encounter  obstruction  or 
show  deficient  amount  or  no  urine  in  this  kidney; 
an  x-ray  picture  taken  after  an  injection  of  col- 
largol will  establish  the  diagnosis  beyond  a doubt ; 
functional  tests  will  show  deficient  functional 
efficiency. 

SARCOMA  AND  HYPERNEPHROMA. 

These  are  the  tumors  most  frequently  encount- 
ered. Sarcoma  occurs  most  frequently  in  children 
and  in  my  experience  usually  presents  no  symp- 
toms until  a tumor  is  discovered  and  emaciation 
has  occurred.  Some  patients  will  complain  of 
pain  in  the  loin  involved.  A solid  tumor  in  the 
loin  of  a child  is  very  apt  to  be  sarcoma.  There 
is  no  bladder  irritability  and  the  urine  is  normal. 

Hypernephroma  occurs  later  in  life  and  presents 
a different  picture.  Here  the  attention  is  drawm 
to  the  kidney  by  a hematuria.  This  may  be 
microscopic  or  profuse.  A straight  hematuria 
wfithout  pus  and  without  bladder  irritability  is 
very  significant  and  particularly  so  when  a tumor 
is  felt  in  one  kidney  and  the  cystoscope  shows  the 
bladder  is  normal  and  the  blood  is  all  coming  from 
this  one  kidney.  Greatest  confusion  will  arise 
w’hen  there  is  no  palpable  tumor  and  w'e  have 
to  decide  between  neoplasm,  an  essential  hematuria, 
an  acute  unilateral  Bright’s,  and  an  angioma  wfith 
ulceration  in  one  calyx. 
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ESSENTIAL  OR  IDIOPATHIC  HEMATURIA 

This  is  a term  that  is  certain  to  disappear  as  it 
has  in  the  etiology  of  so  many  other  fields.  Indeed 
it  should  be  eliminated  now  as  a classification.  It 
is  altogether  too  easy  to  neglect  some  of  the  time 
consuming,  exacting  methods  of  investigation  and 
place  a case  in  this  class. 

ACUTE  UNILATERAL  BRIGhTs. 

This  is  an  accepted  though  unusual  condition. 
The  appearance  of  albumin,  casts  and  perhaps 
blood-pressure  changes,  and  a deficient  functional 
output  will  aid  in  differentiating  this  condition 
from  an  early  tumor. 

There  are  no  symptoms  for  a small  bleeding 
angioma  in  the  pelvis  of  one  kidney  except  hema- 
turia. A great  number  of  these  cases  of  hemorr- 
hage from  one  kidney,  as  the  sole  symptom,  will 
yield  to  treatment  by  irrigation  of  the  pelvis  and 
will  never  be  accurately  diagnosticated,  while  in 
others  the  hemorrhage  will  be  so  persistent  that 
an  exploratory  operation  only  will  decide  the  ques- 
tion and  give  us  the  correct  diagnosis. 

RUPTURE  OF  THE  KIDNEY. 

This  is  not  very  difficult  of  diagnosis  if  we 
but  remember,  to  examine  the  urine  when  called 
to  see  an  accident  case.  The  point  of  prime  im- 
portance, however,  is  to  decide  just  how  exten- 
sively the  kidney  is  injured,  since  the  case  of 
moderate  injury  may  be  treated  without  operation 
and  the  severe  case  will  die  unless  the  kidney  is 
very  promptly  removed  and  the  ruptured  vessels 
tied.  Even  in  the  presence  of  severe  hemorrhage 
into  the  bladder,  rigidity  of  the  abdomen  and  a 
certain  amount  of  shock  I usually  put  these  patients 
to  bed  under  appropriate  symptomatic  treatment 
and  follow  the  sj^mptoms  hourly.  If  the  pain, 
rigidity,  and  rapid  pulse  persist  or  become  more 
alarming,  and  particularly  if  the  blood  effusion 
tumor  increases  in  size,  operation  is  advised.  In 
my  experience  with  a considerable  number  of 
cases  a decided  majority  have  recovered  completely 
and  promptly  without  operation. 

ACUTE  SEPTIC  INFARCT. 

This  condition,  so  admirably  described  by 
Brewer,  is  another  surgical  emergency  which  de- 
mands a level  head  and  a full  appreciation  of  the 
dangers.  This  disease  is  ushered  in  by  the  most 
terrifying  pains  in  the  region  of  the  kidney, 
the  temperature  and  pulse  rate  become  rapidly 
elevated,  and  the  patient  very  soon  becomes 
alarmingly  ill.  The  abdominal  muscles  are  rigid. 


the  kidney  is  enlarged  and  exquisitely  sensitive, 
and  the  secretion  of  urine  may  be  suppressed.  A 
non-operative  management,  in  the  cases  that  do 
not  become  rapidly  dangerous  to  life,  will  result 
in  a complete  recovery  or  in  a perinephritic  ab- 
scess. The  severe  cases  demand  immediate  opera- 
tion. Here,  as  in  rupture  of  the  kidney,  the 
diagnosis  as  to  the  intensity  of  the  lesion  is  the 
matter  of  prime  importance  and  this  will  be  ac- 
complished only  by  careful  hour  to  hour  observa- 
tion. 

CONGENITAL  DEFORMITIES. 

This  kidney  condition  will  not  be  diagnosticated 
as  a rule,  unless  the  clinician  use  x-ray  pictures 
with  collargol  injection  as  a routine  measure. 
This  is  unwarranted  in  view  of  the  dangers  at- 
tendant upon  the  use  of  collargol.  When  the 
horseshoe,  the  misplaced  or  the  dystopic  kidney  is 
diseased,  however,  and  this  picture  is  taken  as  a 
part  of  a thorough  examination,  the  diagnosis  will 
be  made  by  this  method  alone. 

PERIRENAL  ADHESIONS. 

Here  is  a renal  lesion  which  usually  baffles  all 
our  efforts  in  diagnosis,  and  this  diagnosis  is 
usually  made  only  at  time  of  operation.  I must 
frankly  admit  that  with  me  it  has  usually  been 
a last  resort  diagnosis,  an  explanation  for  symp- 
toms when  none  other  could  be  found.  I do  feel, 
however,  that  these  cases  should  be  mentioned.  I 
have  seen  quite  a number  of  patients  who  have 
suffered  from  intense  paroxysmal  or  continuous 
pain  in  the  right  loin  and  radiating  downward,  no 
vesical  irritability,  nausea  and  vomiting,  a few  pus 
and  blood  cells  in  the  urine  at  the  time  of  attacks 
but  otherwise  absolutely  negative  to  every  known 
test.  Each  of  these  patients  had  much  connective 
tissue  thruout  the  perirenal  fat  and  binding  this 
firmly  to  the  kidney  capsule,  and  in  every-  instance 
a complete  dissection  of  perirenal  fat  from  the 
kidney  capsule  resulted  in  a permanent  cure.  In- 
asmuch as  I have  alw-ays  found  this  condition  in 
the  right  side,  and  inasmuch  as  gastrointestinal 
symptoms  are  so  prominent,  it  has  seemed  to  me 
that  an  implication  of  the  duodenum  or  colon  or 
both  by  the  adhesions  might  have  something  to  do 
with  the  symptoms. 

CONCLUSION. 

The  major  points  that  I have  hoped  to  make 
clear  in  this  presentation  are: 

(1)  Pain  is  an  unsafe  guide  in  diagnosis  and 
certain  to  lead  to  a large  percentage  of  error. 
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(2  ) Vesical  symptoms  should  be  considered  as 
cardinal  symptoms  of  renal  disease. 

(3)  The  endoscope  and  the  cystoscope  are  ab- 
solutely indispensable  for  the  diagnosis  of  renal 
disease. 

(4)  The  x-ray  is  far  from  an  unfailing  diag- 
nostic aid  in  renal  or  ureteral  stone. 

(5)  The  urine  is  entirely  normal  in  many  kid- 
ney diseases  in  which  changes  would  be  naturally 
expected. 

(6)  A continuous  or  intermittent  fever  that  can- 
not be  otherwise  explained  is  apt  to  come  from 
a pyelitis  without  other  symptoms  than  pyuria. 

(7)  Loss  of  weight  and  strength  with  pus  or 
blood  in  the  urine  should  be  considered  as  evidence 
of  tuberculosis  of  the  kidney  until  this  presump- 
tion has  been  disproven. 

(8)  Silence  in  many  renal  diseases  should  be 
constantly  borne  in  mind. 

(9)  Diagnosis  in  this  field  of  surgery  calls  for 
alertness,  thoroness,  and  skill  in  the  use  of  a great 
variety  of  instruments  of  precision. 

A CONCEPTION  OF  URETHRAL  STRIC- 
TURE THAT  ADMITS  OF  SCIEN- 
TIFIC TREATMENT.* 

By  G.  S.  Peterkin,  M.  D.,  F.  A.  C.  S., 

SEATTLE,  WASH. 

A clear  mental  conception  of  any  plan  of  action 
adopted  is  essential  to  an  efficient  working  knowl- 
edge. Therefore,  to  treat  stricture  of  the  male 
urethra  successfully,  we  must  have  a true  mental 
picture,  combined  with  a definite  mental  concep- 
tion of  the  principles  that  govern  this  pathologic 
process. 

This  diagrammatic  drawing  (Fig.  1 ) is  a gen- 
eral outline  of  the  field  of  action.  It  consists  of: 

(a)  The  bladder,  an  elastic  reservoir; 

(b)  the  urethra,  a hose; 

(c)  the  compressor  urethrae,  a stopcock; 

(d)  the  meatus,  a nozzle. 

(a)  The  bladder,  an  elastic  reservoir,  is  com- 
posed of  elastic  muscular  fibres  so  arranged  that 
upon  contraction  they  completely  empty  the  blad- 
der. The  muscular  fibres  of  the  bladder  wall 
being  normal,  the  force  of  the  stream  of  urine, 
when  these  fibres  contract,  depends  not  only  upon 
the  amount  of  fluid  in  the  bladder,  but  more 
especially  upon  the  resistance  to  the  outflow,  i.  e., 
the  size  of  the  nozzle,  the  meatus. 

(b)  The  urethra,  the  hose,  is  not  uniform  in 

•Read  before  the  Forty-second  Annual  Meeting  of  Oregon 
State  Medical  Association,  Portland,  Ore.,  Sept.  14-16,  1916. 


size,  but  irregular,  and  these  irregularities  are 
shown  in  this  cast  of  the  normal  urethra  (Fig.  2). 
Its  average  size  varies  from  20  F.  at  the  meatus 
to  38  F.  at  the  bulb.  Nor  is  it  always  a round 
patent  canal.  The  penis,  through  which  it  runs, 
is  an  organ  that  has  the  power  of  expanding  and 
collapsing.  When  collapsed,  the  urethral  canal, 
which  runs  through  this  organ,  must  be  thrown 
into  numerous  folds.  These  folds  are  readily  seen 
in  a transverse  section  of  the  penis  (Fig.  3),  tho 


Fig.  1.  Urethra  collapsed  and  erect,  showing  sphincter  urethrae, 
circles  representing  size  of  meatus  and  bulb. 


better  illustrated  in  a transverse  and  magnified 
section  of  the  urethra  itself  (Fig.  4 a). 

(c)  The  compressor  muscle,  the  stopcock. 
Every  normal  individual  can  void  the  urine  when 
he  will  and  retain  it  as  long  as  he  will.  Con- 
clusion : This  muscle  is  a voluntary  muscle,  inas- 

much as  it  is  under  the  control  of  the  will.  This 
muscle,  relaxed,  open  (Fig.  1),  allows  a free, 
unobstructed  passage  from  the  meatus  to  the  blad- 
der. The  bladder  empty,  a stream  of  water 
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entering  the  meatus  under  practically  no  pressure, 
will  by  its  own  gravity  enter  the  bladder  with  no 
pain,  no  distress. 

(d)  The  meatus,  the  nozzle,  gives  force  to 
the  urinary  stream,  so  the  calibre  or  size  of  the 
nozzle  must  be  smaller  than  the  calibre  of  the 
hose  used,  here,  the  urethra.  Its  relative  propor- 


Fig.  3.  Transverse  section  of  penis,  a,  urethra  (after  Motz). 


Fig.  4.  Normal  and  pathologic  urethras,  a,  normal  collapsed 
urethra;  b,  normal  dilated  urethra;  c,  pathologic  col- 
lapsed urethra;  d,  pathologic  dilated  urethra. 

tion  can  be  appreciated  by  comparing  the  circles 

(Fig.  1). 

The  reader  should  now  have  formulated  this 
mental  picture  (Fig.  1):  (a)  an  elastic  reser- 

voir, the  bladder;  (b)  an  irregular  collapsible 
hose,  the  urethra;  (c)  a stopcock,  the  compressor 
urethrae,  a voluntary  muscle;  (d)  a nozzle,  the 
meatus. 


THE  PRINCIPLES  THAT  GOVERN  THE  PATHOLOGIC 
PROCESS. 

No  pathologic  condition  present  (Fig.  4 a), 
each  and  every  one  of  the  folds  of  mucous  mem- 
brane of  the  urethra  are  equally  elastic.  There- 
fore, when  the  stream  of  urine  impinges  against 
the  nozzle,  the  meatus,  the  urethra,  the  hose,  is 
made  smooth  and  round  (Fig.  4 b).  Inflamma- 
tion of  the  urethra,  specific,  non-specific  or  trau- 
matic, signifies  cell  proliferation,  infiltration  with 
leukocytes,  etc.,  i.  e.,  swelling,  as  here  shown,  in 
one  or  more  of  these  folds  (Fig.  4 c). 

What  is  the  principal  result  of  swelling,  infil- 
tration, in  any  part  of  the  body?  Loss  of  motion; 
in  this  instance,  elasticity  of  the  folds.  One  or 
more  of  these  folds  infiltrated,  the  elasticity  gone, 
what  happens  when  the  urine  impinges  against 
the  nozzle,  the  meatus?  The  swollen,  inelastic 


Fig.  5.  Urethra  showing  one  stricture,  indicated  by  arrow. 

fold  is  pulled  taut  across  this  circular  canal,  form- 
ing a barrier  to  the  urine  (Fig.  5),  as  does  a bump 
in  the  road  to  a rivulet  of  water,  and  we  have  a 
stricture,  not  of  the  urethra,  but  on  the  calibre  of 
the  urethral  canal,  when  the  canal  is  dilated,  func- 
tionating. Collapsed  and  at  rest  with  the  same 
degree  of  infiltration  and  swelling,  there  is  no 
stricture  on  the  calibre  of  the  canal. 

This  principle  of  mechanics  is  diagrammatically 
illustrated  (Fig.  4)  : 

(a)  Normal  collapsed  urethra. 

(b)  Normal  dilated  urethra. 

(c)  Pathologic  urethra  collapsed,  with  an  in- 
filtrated fold.  (Compare  with  calibre  of  canal  in 
(a),  it  is  the  same). 

(d)  Pathologic  urethra  dilated,  with  an  in- 
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filtrated  fold.  (Compare  with  calibre  of  canal  in 
(b)  ; it  is  diminished). 

What  is  the  practical  value  of  this  conception 
of  stricture  on  the  calibre  of  the  canal,  not  stric- 
ture of  the  urethra? 

It  teaches  us  to  recognize: 

(1)  That  the  urethra  functionating  dilates  so 
that  when  there  exist  infiltrated  inelastic  folds, 
they  form  a barrier  to  the  stream  of  urine.  The 
stream  of  urine  impinging  against  the  same,  sur- 
mounts and  passes  on.  The  act  of  urination  com- 
pleted, the  elastic  folds  of  the  urethra  collapse; 


Fig.  6.  Urethra,  a,  infiltrated  folds;  b,  cicatricial  tissue. 


not  so  the  infiltrated  inelastic  folds.  As  the  nor- 
mal folds  fall  about  this  infiltrated  area,  one  or 
more  drops  of  urine  lodge  behind  the  same,  and 
as  a result  we  get  the  two  cardinal  clinical  symp- 
toms of  a commencing  or  existing  stricture-: 

(a)  Urinary  stains  always  present  on  the  pa- 
tient’s undergarments,  frequently  accompanied  by 
stains  of  mucus  and  pus,  the  latter  evidence  de- 
pending upon  the  presence  or  absence  of  microbic 
infection. 


(b)  The  vigorous  shaking  of  the  penis  or 
stripping  of  the  urethra  after  each  act  of  urina- 
tion, an  act  often  performed  automatically  by  the 
patient  to  prevent  the  escape  later  by  gravity  of 
these  few  drops  of  urine  on  his  leg. 

Such  clinical  symptoms  as  agglutination  of  the 
meatus,  slight  urethral  discharge,  frequency, 
straining,  sensations  of  burning,  etc.,  have  no  di- 
agnostic significance,  as  they  may  be  due  to  various 
other  conditions  of  the  urethra  and  its  adnexa, 
normal  or  abnormal;  for  instance,  hypersecretion 
or  disease  of  the  urethral  glands,  Cowper’s  glands, 
the  prostate  and  seminal  vesicles. 

(2)  It  teaches  us  to  recognize  the  necessity 
of  abstaining  from  methods  of  treatment  injurious 
to  a delicate  mucous  membrane  like  that  of  the 
urethra,  either  by  chemical,  thermal  or  mechanical 
agents.  It  teaches  that  of  necessity  in  all  ure- 
thrites, there  are  swollen,  infiltrated  folds;  that 
the  true  preventative  treatment  of  stricture  con- 
sists in  examining  every  case  by  urethroscope  and 
bougie-a-boule  at  least  three  weeks  after  cessation 
of  any  urethral  discharge,  whether  occasioned  by 
a micro-organism  or  not.  Then  the  surgeon  or 
physician  may  eradicate  these  infiltrated  folds  by 
mechanical  means  at  a time  when  they  can  be  thus 
eradicated,  i.  e.,  when  they  are  in  the  state  of 
infiltration  (Fig.  6 a),  not  cicatricial  contraction 
(Fig.  6 b). 

(3)  It  teaches  us  the  value  of  the  meatus,  the 
nozzle,  that  gives  force  to  the  stream  of  urine. 
To  give  force,  the  calibre  or  size  of  the  nozzle 
must  be  smaller  than  the  calibre  of  the  hose  used, 

A B 


Fig.  7.  Jleatotomy.  a,  hpyospadias;  b,  normal  meatus. 

here  the  urethra.  And  it  is!  Its  relative  propor- 
tion has  already  been  shown  in  a cast  of  the  nor- 
mal urethra  (Fig.  2).  In  the  face  of  this  mechan- 
ical conception  of  this  portion  of  the  urinary  tract, 
the  man  who  performs  meatotomy  and  makes  a 
meatus  this  size  (Fig.  7 a),  when  it  should  re- 
main this  size  (Fig.  7 b),  is  not  a scientific  sur- 
geon. 
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Fig.  8.  a,  sound;  b,  bougie-a-boule. 


One  of  the  chief  excuses  for  performing  meato- 
tomy,  in  my  experience,  is  to  enlarge  the  meatus 
in  order  to  pass  a sound,  either  to  treat  or  to 
diagnose  a stricture  of  the  urethra.  Ninety  per 
cent,  of  all  strictures  are  at  the  bulb.  The  rela- 
tive size  of  the  bulb  and  the  meatus  is  well  shown 
in  Fig.  1,  already  familiar.  If  the  size  of  the 
urethra  at  the  bulb  is  so  much  larger  than  at  the 
meatus,  the  passage  of  a sound  that  will  suffi- 
ciently dilate  a stricture  at  the  bulb,  unless  it  is 
of  very  small  calibre,  will  force  a surgeon  to  per- 
form a meatotomy  that  would  practically  be  an 
artificial  hypospadias.  When  an  artificial  hypo- 
spadias is  not  made,  but  the  meatus  abnormally 
large,  what  is  accomplished?  Injury,  pure  and 
simple!  The  resistance  to  the  stream  of  urine  is 
diminished;  not  even  is  the  advantage  gained  of 
being  able  to  pass  a sound  large  enough  to  do  any 
good ! Diminished  resistance  to  the  stream  of 
urine  means  an  undistended  urethra;  an  undis- 
tended urethra,  loss  of  muscular  tone ; loss  of  mus- 
cular tone,  a relaxed  mucous  membrane ; a relaxed 
mucous  membrane,  a catarrhal  mucous  membrane. 


Fig.  9.  Bougie  a-boule  in  uretlira,  demonstrating  stricture. 


Virtually,  the  only  result  of  any  meatotomy,  un- 
less an  abnormality  exists,  is: 

(a)  To  destroy  Nature’s  means  of  dilating 
the  urethra,  thus  preventing  stricture;  and  of 
maintaining  a cure  by  dilation  or  stretching  of  the 
mucous  membrane,  if  one  has  been  accomplished 
by  the  physician  or  surgeon. 

(b)  To  produce  a chronic  urethral  discharge 
that  can  never  be  cured  and  that  perhaps  will 
make  the  patient  a sexual  neurasthenic  who  will 
be  the  bane  not  only  of  his  own  life  but  of  every 
physician  with  whom  he  comes  in  contact. 

(4)  This  conception  of  urethral  stricture 
clearly  demonstrates  that  the  sound  is  an  anti- 
quated instrument  for  diagnosis  and  treatment  of 
stricture.  Irrespective  of  the  calibre  of  the  stric- 
ture, only  a sound  the  size  of  the  meatus  (the 
nozzle)  can  be  passed  without  meatotomy,  and 
the  meatus  has  the  smallest  circumference  of  the 
canal.  Again,  a sound  (Fig.  8)  in  its  entire 
length  has  a smooth  round  surface  of  equal  cir- 
cumference. When  inserted  into  the  urethra,  it 
will  simply  part  the  folds  as  it  passes  along  the 
canal.  When  it  meets  an  infiltrated  fold,  it 

pushes  it  to  one  side,  the  healthy  mucous  mem- 
branes, the  non-infiltrated  areas,  dilating  in  pro- 
portion to  the  degree  of  distention  necessary  to 
let  the  sound  pass.  The  infiltrated  area,  the  stric- 
ture, is  therefore  not  stretched,  just  pushed  to  one 
side.  Especially  is  this  true  at  the  bulb,  the  largest 
diameter  of  the  urethra. 

The  same  thing  happens  when  a sound  is  used 
to  diagnose  a stricture.  A sound  will  give  in- 
formation as  to  the  presence  of  a stricture  only 
when  the  coarctation  or  contraction  of  the  urethra 
is  less  than  the  size  of  the  meatus,  i.  e.,  less  than 
20  F.  On  the  other  hand,  if  a bougie-a-boule  is 
employed,  as  it  passes  along  the  urethra  (Fig.  9) 
the  normal  folds  fall  together  on  the  staff  of  the 
instrument  behind  the  head,  often  without  resist- 
ance, as  do  the  infiltrated  ones.  Upon  withdrawal 
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of  the  bougie,  the  infiltrated  area,  however,  will 
catch  upon  the  neck  of  the  instrument,  resisting 
its  withdrawal  (Fig.  9).  So  a stricture,  a swell- 
ing of  the  mucous  membrane,  even  to  a very  slight 
degree,  will  be  demonstrated  to  the  tactile  sense. 
For  the  reasons  stated  the  vast  majority  of  stric- 
tures, especially  commencing  strictures,  swelling 
of  the  mucous  membrane,  can  not  be  diagnosed  by 
a sound. 

Daily  cases  of  this  character  are  referred  to  the 
writer  for  an  ever-resistant  chronic  urethral  dis- 
charge, with  a diagnosis  of  no  stricture  (the  real 
causative  factor)  because  a sound  of  large  size 
passes  readily. 

As  the  sound  will  not  dilate  an  infiltrated  area 
and  preserve  the  function  of  the  meatus,  it  was 
necessary  to  devise  an  instrument  which  would. 
Such  an  instrument  has  been  in  existence  for  a 


long  time  (Fig.  10).  It  is  an  urethral  dilator, 
Kollman,  which  has  a diameter  of  about  20  F., 
the  size  of  the  average  meatus,  yet  by  turning  a 
thumb  screw  its  shank  beyond  the  meatus  can 
gradually  and  gently  be  dilated  to  any  calibre  re- 
quired. 

(5)  This  conception  of  urethral  stricture 
teaches  us  to  recognize  that  a stricture  signifies 
swelling,  infiltration,  not  cicatricial  contraction. 
What  is  the  most  common,  yet  most  efficient  fac- 
tor, in  reducing  swelling,  infiltration?  Hot  water! 
Every  physician  and  surgeon,  therefore,  should  re- 
member the  efficiency  of  hot  water  in  treating 
stricture  mechanically;  also  they  should  remember 
the  stopcock,  the  compressor  urethrae,  is  a volun- 
tary muscle,  and  teach  the  patient  to  irrigate  the 


entire  urethra  under  hydrostatic  pressure,  not  with 
a catheter,  but  with  a glass  nozzle,  doing  this  at 
home,  using  a very  hot  mild  antiseptic  solution 
three  or  four  times  daily  between  mechanical 
treatments  and  practically  discontinuing  the  same 
after  the  mechanical  treatments  have  ceased.  Then 
note  the  quick  subsidence  of  the  infiltration,  and 
of  the  symptoms,  and  the  increased  percentage  of 
cures.  You  will  be  astonished  at  the  result  of 
applying  to  the  traumatized  urethra  the  same  com- 
mon sense  surgical  principles  of  reducing  conges- 
tion and  maintaining  surgical  cleanliness  that  you 
apply  to  an  open  infected  wound,  for  a treated 
strictured  urethra  is  practically  an  open  infected 
wound. 

In  conclusion,  the  object  of  the  paper  is  to 
formulate  in  your  minds  a composite  picture  of 
urethral  stricture  true  to  fact,  but  so  clear  that 
the  principles  of  treatment  enunciated  will  be  rec- 
ognized as  not  only  scientific,  but  so  practical  that 
the  modifications  of  treatment  to  be  followed  out 
in  each  and  every  case  will  become  self-evident. 

Strictures  that  have  become  strictures  and  are 
strictures  requiring  no  delineation,  no  science,  in 
diagnosis,  the  laity  can  recognize  themselves.  The 
remedy  is  operative,  therefore,  not  within  the 
province  of  this  paper. 


VESICAL  EISTULA.* 

By  George  S.  Whiteside,  M.  D. 

PORTLAND,  ore. 

Curiously  enough  a patient  who  undergoes  an 
operation  expects  to  get  well.  It  is,  perhaps,  un- 
reasonable but  after  an  operation  for  enlarged 
prostate,  stone  or  tumor  of  the  bladder,  the  patient 
does  not  expect  to  be  annoyed  by  a more  or  less 
persistent  vesical  fistula.  He  even  goes  further 
and  considers  it  the  surgeon’s  fault.  Sometimes, 
I think  we  may  say  often,  it  is  his  fault. 

The  fistula  with  leakage  of  urine  may  be  through 
a suprapubic  or  perineal  wound  or  connect  with 
bowel  or  vagina.  I have  also  twice  seen  multiple 
fistulae,  where  the  urine  followed  the  plane  of 
the  iliac  fascia  and  appeared  at  the  saphenous  open- 
ing. Sometimes  such  fistulae  are  caused  by  pro- 
longed drainage  of  the  bladder  and  sometimes  bv 
traumatic  false  passages.  Perineal  fistulae  opening 
on  the  skin  are  usually  the  result  of  improper 
drainage  and  those  into  vagina  or  rectum  the  re- 

*Read  before  the  Forty-second  Annual  Meeting  of  Oregon 
State  Medical  Association,  Portland,  Ore.,  Sept.  14-16,  1916. 
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suit  of  trauma  either  at  time  of  operation  or  after- 
ward. 

I have  seen  several  uretherorectal  or  vesicorectal 
fistulae  caused  by  the  finger  of  the  surgeon,  a 
catheter,  staff  or  knife  at  the  time  of  operation.  I 
have  also  seen  these  due  to  unskillful  use  of  a 
catheter  after  operation.  Suprapubic  fistulae  are 
often  caused  by  the  method  of  closure  of  the  blad- 
der wound.  If  the  mucosa  be  not  folded  in  but 
left  in  such  a way  that  it  lines  the  inner  end  of  the 
drainage  wound  a fistula  will  result. 

Such  a method  is  very  useful  in  those  cases 
where  it  may  be  best  to  keep  a fistula  open  in- 
definitely for  drainage.  Such  a case  has  been 
under  my  care  for  more  than  two  years  past.  He 
is  a tabetic  with  atony  of  the  bladder  muscle  so 
that  it  is  impossible  for  him  to  void  any  urine. 
Two  years  ago  I established  a suprapubic  fistula 
by  stitching  the  bladder  mucosa  to  the  skin.  I 
have  had  no  difficulty  in  keeping  it  open  for 
drainage  ever  since.  The  only  trouble  with  such 
a drainage  fistula  is  that  sometimes,  owing  to  a 
clump  of  pus  or  a blood  clot  temporarily  closing 
the  outer  end  of  the  fistula,  urine  may  be  forced 
along  the  fascial  planes  of  the  abdominal  wall 
and  so  give  rise  to  hard  inflammatory  areas  which 
are  quite  painful,  sometimes  resulting  in  abscess. 

The  same  process  may  be  caused  by  the 
firm  application  of  a pad  of  dressing  against 
the  outer  opening  of  the  fistula.  Once 
I had  under  my  care  a very  persistent 
suprapubic  fistula,  resulting  after  prostatectomy  by 
myself.  After  trying  In  vain  to  persuade  the  pa- 
tient to  keep  an  Inlying  catheter  in  the  urethra  and 
the  application  of  silver  nitrate  and  various  other 
Irritants  to  the  fistulous  sinus,  I conceived  the  idea 
of  applying  the  pad  of  a truss  over  the  external 
opening  of  the  fistula  and  so  preventing  leakage. 
Diversion  of  the  urine  along  the  fascial  planes  of 
the  abdominal  wall  resulted,  necessitating  an  in- 
cision to  open  an  abscess.  In  this  case,  after  a 
year’s  discouraging  treatment,  the  fistula  finally 
was  induced  to  close  by  putting  the  patient  to  bed 
in  a hospital,  tying  an  Inlying  catheter  in  the 
urethra  and  the  application  of  the  benzine  cautery 
point  to  the  external  two-thirds  of  the  fistulous 
tract. 

Of  course  nitrate  of  silver  or  a hot  cautery 
point  act  In  a similar  manner  to  each  other.  Both 
methods  depend  upon  a temporary  closing  of  a 
fine  fistula  by  the  edema  caused  by  the  irritation 
of  the  application.  Such  a temporary  closing. may 


sometimes  last  long  enough  for  granulations  to 
push  in  and  themselves  permanently  close  the 
fistula. 

In  another  case  of  removal  of  a large  part  of 
the  bladder  for  carcinoma  of  the  fundus,  a fistulous 
tract  developed  in  the  abdominal  wall,  conveying 
urine  to  the  plane  between  the  transversaMs  ab- 
dominis muscle  and  the  internal  oblique.  This  did 
not  result  In  localized  abscess  formation  but  in  a 
diffuse,  subacute  septic  process.  Bacteria  and 
toxins  were  absorbed  sufficient  to  turn  the  balance 
against  the  patient,  so  that  she  died  two  or  three 
weeks  after  operation. 

Perineal  fistulae  after  perineal  prostatectomy  are 
extremely  persistent,  annoying  and  even  dangerous 
to  life.  Often  they  depend  upon  injury  done  to 
the  vesical  sphincter  at  the  time  of  operation.  The 
use  of  a perineal  drain  after  operation  very  much 
favors  their  formation.  In  many  cases  they  per- 
sist for  a year  or  more. 

I have  recently  seen  a case  where  a large  stone 
formed  in  the  tissue  thru  which  the  perineal  fistula 
passed.  Its  removal  caused  sufficient  trauma  of 
the  perineal  tissues  so  that  septic  products  from 
the  very  foul  urine  passing  through  the  wound 
caused  a moderate  septicemia  and  finally  death. 
A few  years  ago  I had  another  similar  case.  He 
also  died  after  removal  of  a large  stone  from  the 
perineal  tissues. 

I have  thought  over  these  two  experiences  and 
Tbelieve,  when  again  it  becomes  necessary^  for  me 
to  operate  upon  a similar  case,  I will  drain  the 
bladder  by  a suprapubic  wound  for  some  little 
time  (a  week  perhaps)  before  attempting  removal 
of  the  stone.  Possibly  In  that  way  the  bladder 
infection  might  be  sufficiently  subdued  so  that  no 
acute  or  subacute  sepsis  would  result  from  such 
urine  as  extravasated  into  the  pelvic  tissues  along 
the  fascial  planes. 

Another  method  of  dealing  with  this  condition 
would  be  a transverse  separation  of  all  the  perineal 
body  along  the  plane  of  the  transverse  perinei 
muscles,  with  the  Insertion  of  a gauze  pad  into  the 
wound  after  the  method  advocated  by  the  late 
Samuel  Alexander  in  repair  of  a vesicorectal 
fistula. 

In  regard  to  vesicorectal  or  ureterorectal  fistulae 
I believe  It  better  surgery  to  begin  with  an  inguinal 
colotomy,  thus  preventing  fecal  discharge  from 
soiling  Vhc  pl;riI)cal"wo^nd.  The  operations  should 
be  undertaken  a week’  pj  tbrj  days  apart.  In  this 
way  satisfactory  closure  can- 'p/actiplly  always  be 
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obtained,  while  any  less  radical  procedure  has  a 
high  percentage  of  failure. 

I would  conclude  that  most  bladder  fistulae  are 
the  result  of  inexperienced  surgery  or  some  im- 
proper method  of  use  of  drainage  after  operation, 
or  traumatism  by  unskillful  use  of  catheter  or  other 
instrument  after  operation.  In  the  cure  of  a fistula 
several  things  must  be  especially  emphasized. 

(1)  No  mucous  membrane  cells  must  be  left 
lining  the  fistula. 

(2)  No  chance  must  be  taken  that  will  allow 
Brine  to  extravasate  along  the  fascial  planes  either 
of  abdominal  wall  or  the  pelvis. 

(3)  Drainage  of  the  bladder  must  be  complete 
and  perfect. 

(4)  Neither  rectum  nor  vagina  must  be  allowed 
to  drain  their  septic  secretions  into  the  repair 
wound. 

(5)  Silver  nitrate,  nitric  acid  and  the  actual 
cautery,  in  conjunction  with  free  vesical  drainage, 
should  be  tried  before  resort  to  radical  operative 
procedures. 

Such  radical  operations  are  among  the  most 
difficult  of  major  operations,  have  a high  mortality 
rate  and  should  positively  only  be  undertaken  by 
a surgeon  of  wide  experience  in  bladder  surgery. 
Each  such  operation  which  I have  attempted  im- 
presses upon  me  my  own  ignorance  and  inexperi- 
ence in  spite  of  eighteen  years  study  of  genito- 
urinary anatomy  and  surgery. 

907  Journal  Building. 

PYONEPHRITIS  COMPLICATING 
PREGNANCY.* 

By  Elmer  G.  Braddock,  M.  D., 

LEWISTON,  IDA. 

P3*onephritis  is  a fairly  common  disease,  more 
so  in  the  female  than  in  the  male.  It  is  not  an 
unusual  complication  of  pregnancy,  having  oc- 
curred in  about  two  per  cent,  of  our  obstetric 
cases  in  the  past  three  years.  It  more  frequently 
occurs  in  prima  gravida,  and  at  or  near  the  fifth 
month  of  pregnancy. 

Etiology.  The  cause  is  the  colon  bacillus,  in- 
fecting the  pelvis  of  one  or  both  kidneys,  access 
to  the  kidney  pelvis  being  effected  in  one  of  two 
ways,  the  ascending  or  the  descending  route.  By 
the  ascending  route  is  meant  by  way  of  the  blad- 
der, the  infecting  bacilli  trayelllng  up  th^  ureter 
to  the  kidnejL  In  the  descending  route  the  infec- 

*Read before  North  Idaho  bistrict  Medical  Society,  Moscow, 
Ida.,  Sept.  14-16,  lt*l6. 


tion  is  carried  to  the  kidney  by  the  blood  stream, 
it,  in  turn,  taking  the  bacilli  from  the  colon.  The 
theory  of  infection  thru  the  circulation  is  the 
usually  accepted  one.  The  dilated  ureters,  caused 
by  the  pressure  of  the  gravid  uterus  upon  them 
(after  ascent  from  the  pelvis),  more  especially  the 
right,  also  constitutes  a factor.  Constipation  will 
help  complicate  matters. 

Symptoms.  When  the  kidneys  become  infected 
by  the  colon  bacillus,  the  usual  signs  of  infection 
follow — chill,  fever,  rapid  pulse,  pain,  etc.  There 
are  three  distinct  forms  of  this  infection,  general, 
kidney  and  abdominal. 

General.  This  form  greatly  simulates  la 
grippe,  as  it  is  characterized  by  chills,  high  fever, 
pain  in  the  joints,  loss  of  appetite,  etc.  There 
may  be  no  signs  or  symptoms  leading  one  to  sus- 
pect the  kidney,  and  it  is  only  by  most  careful 
urinal}'sis  that  the  infection  can  be  detected  at  all. 
It  is  sometimes  mistaken  for  typhoid. 

Kidney.  This  form  has  the  same  chill,  high, 
irregular  temperature,  etc.,  but  attention  is  di- 
rected to  the  kidney  by  pain  in  one  or  both  loins. 
It  may  appear  in  one  loin  first  and  later  in  the 
other.  Pain  comes  and  goes,  as  pus  is  discharged 
from  the  kidney  pelvis. 

Abdominal.  This  form  has  the  same  general 
symptoms  as  the  other  two,  but  there  arc  localiz- 
ing features  resembling  certain  abdominal  crises, 
as  appendicitis.  The  pain  is  usually  in  the  right 
lower  abdomen,  because  the  right  ureter  is  more 
frequently  the  dilated  one,  and  the  pain  and  ten- 
derness are  referred  to  the  point  just  where  it 
crosses  the  brim  of  the  pelvis. 

Diagnosis.  The  only  way  to  make  certain  diag- 
nosis is  by  careful  microscopic  examination  of  the 
urine.  This  should  be  done  in  all  cases  of  preg- 
nant women,  when  there  are  chills,  fever,  etc. 
Under  the  microscope  the  urine  will  show  the  pus 
cells,  many  or  few,  according  to  the  grade  of  in- 
fection and  the  time  the  specimen  has  been  ob- 
tained. If  the  urine  be  taken  while  the  kidney 
pelvis  is  discharging  freely,  there  will  be  abundant 
pus  cells.  If  culture  be  taken  and  worked  out,  it 
will  invariably  show  the  colon  bacillus.  With  high 
fever,  chills,  rapid  pulse  and  the  finding  of  pus 
in  the  cathertized  urine  there  are  sufficient  grounds 
to  make  diagnosis  of  p>'onephritis.  Care  must  be 
taken  in  examination  of  the  urine,  it  often  being 
necessary  to  centrifuge  before  using  the  microscope. 
Albumin  is  present  in  proportionate  quantity  to  the 
amount  of  pus. 
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The  diagnosis  must  be  differentiated  from  that 
of  cystitis,  both  diseases  showing  pus  in  the  urine. 
With  cystitis  there  is  great  pain  in  the  bladder, 
tenderness  over  the  organ  and  very  frequent,  pain- 
ful urination;  whereas  in  pyelonephritis,  though 
the  patient  sometimes  complains  of  pain  in  the 
bladder,  there  is  absence  of  tenderness  in  that  re- 
gion, nor  is  there  painful  or  frequent  micurition 
In  cystitis  the  urine  is  alkaline,  while  in  pyelone- 
phritis it  is,  as  a rule,  acid.  A cystoscopic  exami- 
nation will  disclose  the  presence  or  absence  of 
cystitis. 

It  has  already  been  stated  that  pyelonephritis 
may  be  mistaken  for  several  other  diseases,  namely, 
enteric  fever,  appendicitis,  influenza,  pneumonia 
and  ulcerative  endocarditis.  The  onset  might  also 
be  taken  for  a septic  miscarriage,  the  pain  simu- 
lating uterine  contraction,  and  the  fever  sepsis. 
In  all  these  cases  the  changes  in  the  urine,  char- 
acteristic of  pyelonephritis,  are  absent. 

Prognosis.  The  prognosis  is  good  in  regard  to 
life  but  an  absolute  cure  is  less  favorable.  How- 
ever, in  these  cases  which  we  have  had  under  ob- 
servation for  the  past  eighteen  months,  the  cure 
in  each  appears  to  be  absolute.  It  is  stated  that 
relapses  probably  occur  in  about  fifty  per  cent,  of 
cases,  and  in  some  these  relapses  have  continued 
over  a long  period.  A relapse  may  be  sudden  in 
its  onset  and  it  may  be  looked  upon  as  a fresh 
infection,  but  in  the  cases  watched  the  bacilli 
have  been  present  all  the  while. 

In  mild  cases  the  pain  disappears  in  a few 
days,  the  temperature  falls  and  such  patients  re- 
cover. In  more  severe  cases  there  are  repeated 
rigors,  accompanied  by  marked  rise  of  temperature, 
followed  by  intermissions  to  the  normal  and  pro- 
nounced wasting  and  anemia.  The  disease  goes 
on  for  three  or  four  weeks  or  even  longer,  the 
patient  recovering  but  subject  to  relapses.  In 
intermediate  cases  the  pain  disappears,  the  tem- 
perature falls  to  normal  but  the  urine  still  con- 
tains pus  and  bacilli. 

Treatment.  The  treatment  of  pyelonephritis  of 
pregnancy  depends  largely  on  whether  the  case  is 
mild,  subacute,  or  whether  of  an  acute  nature. 

Mild  and  subacute  cases.  In  nearly  all  of  these 
cases  there  is  constipation,  accompanied  by  pus  and 
the  bacillus  coli  in  the  urine.  Almost  all  of 
these  cases  will  respond  to  treatment  directed  to 
the  constipation  and  hexamethylenamene  given  to 
clear  up  the  urine.  The  diet  should  be  absolutely 
liquid,  the  patient  kept  at  rest  in  bed  and  directed 


to  ingest  large  quantities  of  water.  Hot  packs 
once  or  twice  daily  will  prove  of  much  benefit. 
Vaccine  may  be  tried,  good  results  having  been  re- 
ported from  its  use,  an  autogenous  being  much 
the  superior. 

Dilatation  of  the  ureters  by  ureteral  cather- 
terization  will  often  effect  a cure  when  the  above 
treatment  has  failed.  Flushing  of  the  kidney  pelvis 
with  sterile  saline  solution  and  then  aspiration 
with  an  aspirating  syringe  will  also  help.  The 
catheter  may  be  left  in  situ  for  two  hours  with  the 
result  that  the  pain  will  be  reduced.  The  tem- 
perature falls  and  recovery  is  hastened  on  account 
of  the  better  drainage  produced  by  this  method. 

T ermination  of  pregnancy.  In  the  chronic  and 
subacute  cases  it  is  not  often  necessary  to  termi- 
nate pregnancy,  as  a certain  cure  can  usually  be 
effected  by  the  treatment  described,  but  in  acute 
cases,  w’here  the  pain  is  severe,  the  temperature 
high,  the  patient  vomiting  and  rapidly  wasting,  the 
best  treatment  in  my  opinion  is  to  terminate  preg- 
nancy. In  my  experience  these  patients  recover 
quickly,  and  the  recovery  has  been  complete. 

My  method  of  terminating  pregnancy  has  been 
to  introduce  a small  rubber  catheter  into  the  uterus 
and  pack  the  vagina  with  gauze.  This  in  every 
instance  has  induced  labor,  terminating  in  less 
than  tw'enty-four  hours  after  introduction.  It  is 
hardly  necessary  to  state  the  necessity  for  absolute 
antiseptic  precautions  in  these  cases,  as,  being  al- 
ready in  p.  septic  condition,  they  are  readily  re- 
infected. 

Nephrectomy,  nephrotomy.  In  some  cases  ' an 
abscess  forms  in  one  of  the  kidneys,  and  in  this 
event  it  will  be  necessary  either  to  drain  or  remove 
the  kidne}^  according  to  the  amount  of  kidney 
tissue  involved  in  the  abscess,  and  the  judgment 
of  the  operating  surgeon.  If  in  a week  after 
emptying  the  uterus,  there  be  no  marked  improve- 
ment in  the  patient,  it  is  usually  necessary  to  per- 
form either  nephrotomy  or  nephrectomy,  and  it 
may  even  be  essential  to  drain  both  kidne}^s. 

I have  three  cases  to  report,  all  of  w’bom  have 
come  under  my  care  in  the  past  year  and  a half. 

Case  1.  IVIrs.  H.,  primipara,  age  24,  pregnant 
about  five  months.  Began  with  a chill  and  pains 
in  the  joints,  with  fever  going  to  103°  in  the  even- 
ing and  marked  morning  remissions.  She  had  a 
negative  past  history,  never  before  having  been  ill. 
The  case  very  much  simulated  influenza  and 
could  be  classed  as  one  of  the  cases  resembling  a 
general  infection.  At  first  there  were  no  symptoms 
referable  to  the  kidnevs,  but  later  the  patient  de- 
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veloped  a pain  in  the  right  lumbar  region.  There 
were  no  symptoms  of  cystitis.  The  urine  con- 
tained pus  and  colon  bacilli. 

I tried  every  known  treatment  in  the  effort  to 
save  the  child,  the  mother  desiring  it  above  every- 
thing else  but,  the  patient  steadily  growing  worse, 
after  two  weeks  I interrupted  pregnancy  by  the 
method  stated  above.  Aside  from  a slight  rise  of 
temperature  for  three  or  four  days  after  delivery, 
she  had  an  uneventful,  complete  recovery,  and 
since  has  been  pregnant  and  delivered  of  a healthy 
baby  at  term.  There  was  no  trouble  whatever 
during  her  pregnancy  or  puerperium.  During 
pregnancy  I made  frequent  examinations  of  her 
urine  and  always  found  it  free  of  pus  and  bacilli. 

Case  2.  Mrs.  H.,  primipara,  age  24,  about  five 
months  pregnant,  past  history  negative.  Patient 
began  with  chills  and  fever  to  104°  in  the  even- 
ing, and  pronounced  morning  remissions.  There 
were  severe  pains  in  the  lumbar  regions.  The 
case  was  one  that  could  be  classed  with  symptoms 
referable  to  the  kidneys,  no  signs  of  cystitis  being 
present.  After  trying  all  manner  of  conservative 
treatment,  we  decided  to  empty  the  uterus  which 
was  accomplished  by  the  method  already  referred 
to.  The  patient  had  a slight  rise  of  temperature 
for  two  or  three  evenings  after  delivery,  then  went 
on  to  complete  recovery.  She  is  now  seven  months 
pregnant,  and  up  to  the  present  time  the  urine  has 
been  free  of  pus  and  bacilli. 

Case  3.  Mrs.  H.,  primipara,  age  20,  pregnant 
about  five  months,  negative  past  history.  I was 
called  into  consultation,  the  case  showing  every 
indication  of  acute  appendicitis.  The  attack  began 
with  vomiting  and  pain  in  the  right  iliac  region, 
with  high  remittant  temperature.  After  a two 
weeks’  illness,  a mass  developed  in  the  right  iliac 
region,  greatly  simulating  an  appendical  abscess. 
With  the  patient  anesthetized,  it  was  possible  to 
empty  into  the  bladder  the  mass  which  proved  to 
be  a dilated  and  inflamed  ureter.  From  a cathe- 
terized  specimen  of  urine  pus  could  be  detected 
with  the  naked  eye.  Being  far  out  in  the  moun- 
tains I was  unable  to  make  a urinalysis  and  there 
had  been  no  previous  examinations  of  the  urine. 
From  the  above  data  a diagnosis  of  pyelonephritis 
complicating  pregnancy  was  made.  We  decided  to 
empty  the  uterus  and,  using  the  same  method  as 
with  the  other  two  patients,  this  third  case  made 
an  early  recovery  and  at  present  is  perfectly  well. 
In  a specimen  of  urine  examined  soon  after  de- 
livery pus  and  the  bacillus  coli  were  found. 

Bacillus  Pyocyaneus  Infection.  Kenneth  Taylor, 
Ris-Orangis,  Seine-et-Oise,  France  (Journal  A.  M. 

A, .  Nov.  25,  1916),  working  in  the  Robert  Walton 
Goelet  Laboratories,  has  found  that  Bacillus 
pyocyaneus  is  a frequent  cause  of  delay  in  the 
healing  of  wounds.  Examination  of  the  discharges 
of  a large  number  of  wounds  has  shown  that  when 
the  reaction  of  the  pus  was  strongly  acid,  the 

B.  pyocyaneus  was  rarely  present.  It  is  much  more 
common  in  wounds  showing  secretions  of  low  acid- 
ity, and  especially  in  those  giving  alkaline  reaction. 


THE  SOURCES  OF  PYURIA.* 

By  A.  E.  Mackay,  M.  D.,  F.  A.  C.  S., 

PORTLAND,  ORE. 

Obviously  pyuria  is  only  a symptom  of  disease 
some  place  in  the  urogenital  tract  or  very  con- 
tiguous tissues,  yet  tracing  the  pus  to  its  definite 
source  is  of  paramount  importance,  not  only  for 
diagnosis,  but  for  any  hope  of  successful  treat- 
ment. While  there  is  nothing  new  to  offer  in  this 
symposium,  yet  I hope  to  emphasize  some  points 
that  are  often  forgotten  or  disregarded  as  but  of 
small  importance. 

Primarily  one  should  consider  the  relationship 
of  the  urinary  and  genital  tracts.  In  the  female 
the  two  are  definitely  separated,  so  that  pyuria 
can  usually  be  associated  with  the  kidneys,  ureters 
or  bladder;  yet  care  should  be  taken  in  collecting 
the  specimen,  as  discharge  from  the  vagina  and 
vulva  frequently  contaminate  urine  that  has  not 
been  collected  by  the  catheter.  It  is  not 
uncommon  to  have  cases  referred  for  cystoscopy 
where  urinary  symptoms  were  not  the  result  of 
vesical  infection  but  due  to  some  pelvic  displace- 
ment, while  the  urine  was  contaminated  by  vag- 
inal discharge.  Vesical  fistula  may  also  be  the 
source  of  the  pyuria  in  the  female. 

It  is  useless  to  temporize  in  pyuric  conditions 
in  women,  but  at  once  use  the  cystoscope  and 
catheterize  ureters  to  definitely  ascertain  the 
source  of  the  pus  and  the  functional  capacity  of 
each  kidney,  or  the  actual  conditions  in  the  blad- 
der itself,  which  may  show  the  pyuria  to  be  from 
a true  cystitis  or  from  the  presence  of  a stone  or 
tumor. 

In  the  male  the  source  of  pus  is  much  more 
difficult  to  ascertain  on  account  of  the  close  rela- 
tionship of  the  genital  and  urinary  tracts,  and 
often  every  device  of  the  urologist  is  taxed  to  the 
utmost  point  to  finally  come  to  a conclusion.  Tur- 
bid urine  is  often  either  presented  for  examination 
by  the  patient  or  discovered  by  the  physician  and, 
while  it  is  assumed  that  ordinary  causes  of  tur- 
bidity such  as  phosphates,  urates,  bacteriuria,  chy- 
luria  and  so  forth,  are  eliminated  and  the  presence 
of  pus  actually  proven  at  once,  the  source  should 
be  systematically  investigated. 

The  anterior  and  posterior  urethra  should,  of 
course,  be  first  considered.  Many  and  varied  are 
the  devices  used  to  segregate  the  contaminated 
area.  But  perhaps  the  best  method  is  first  to  ask 

*Read  before  Portland  City  and  Count'*  Medical  Society, 
Portland,  Ore.,  Nov.  15,  1916. 
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the  patient  to  retain  the  urine  for  as  long  a period 
as  possible  so  that  discharge  may  accumulate,  then 
thoroughly  irrigate  the  anterior  urethra  into 
one  glass  which  will  contain  the  debris  and  pus 
from  the  anterior  urethra.  Irrigate  again  in  an- 
other second  glass  or  control,  which  should  be 
practically  clean,  then  urinate  about  two  ounces 
into  a third  glass  to  obtain  the  secretion  from  the 
posterior  urethra,  and  then  about  two  ounces  into 
a fourth  glass  for  bladder  deposits.  The  bladder 
may  then  be  filled  with  a few  ounces  of  sterile 
water  and  the  vesicles  and  prostate  massaged,  this 
water  being  then  collected  for  investigation  of 
contents. 

Many  other  methods  are  recommended,  such  as 
staining  the  anterior  debris  or  removing  a small 
amount  of  urine  by  catheter  from  the  bladder 
after  the  control  glass  is  obtained  and  then  col- 
lecting the  debris  from  the  posterior  canal  as  rec- 
ommended, but  the  plan  outlined  is  usually  effi- 
cient and  easily  accomplished.  This  examination, 
of  course,  is  only  a preliminary  to  a careful  in- 
vestigation of  the  genital  tract  and  endoscopic 
examination  of  the  urethra.  MTen  separation  of 
the  urine  indicates  the  presence  of  pus  somewhere 
in  the  urinarj-  tract,  that  is,  the  bladder,  ureters 
or  kidney,  it  seems  to  me  useless  to  temporize  over 
any  long  period  but  to  examine  directly  the  bladder 
itself  with  the  cystoscope  and  segregate  the  urine 
from  each  kidne}\ 

The  presence  of  an  acute  cystitis  from  gon- 
orrheal, traumatic,  or  chemical  cause  should  nat- 
urally be  eliminated,  but  in  the  male  these  are  not 
very  common  causes  of  cj^stitis  of  prolonged 
periods,  especially  if  the  bladder  has  been  treated 
for  a time,  and  the  pyuria  resulting  from  enlarged 
prostate  with  retention  is  but  symptomatic  of  the 
disease.  The  finding  of  stone  or  a tumor  in  the 
bladder  should  not  necessarily  eliminate  the  pres- 
ence of  kidney  infection,  and  the  possible  ultimate 
source  of  pus  in  these  conditions  should  be  ascer- 
tained ; and  the  x-ray  as  a factor  in  diagnosis  is 
here  of  much  importance,  especially  w'hen  used  in 
conjunction  with  the  lead  x-ray  catheter  and  tho- 
rium injections. 

Let  me  emphasize  again  that  every  pus  infection 
of  the  urinary  tract  should  be  cystoscoped  if 
possible,  the  urine  segregated,  examined  especially 
for  the  type  of  bacteria  present  and,  in  case  of 
possible  tuberculosis  infection  or  suggestion,  also 
a guinea  pig  inoculation  should  be  made. 

The  specimens  exhibited  show,  first,  the  effi- 


ciency of  the  five  glass  test  in  localizing  the  pus 
in  the  urethra;  second,  this  specimen  from  the 
bladder  exhibits  a urine  with  heavy  deposit  of  pus 
but  no  history  of  urethral  disease,  and  the  catheter- 
ized  specimens  from  each  kidney  show  one  loaded 
w'ith  pus  and  the  other  perfectly  clear,  a mute 
evidence  of  the  futility  of  bladder  treatment  alone. 
The  x-ray  of  the  kidney  is  negative  and  the  bac- 
teriologic  examination,  naturally,  is  not  yet  fin- 
ished. 

The  third  specimen  of  bladder  urine  shows  a 
slight  deposit  of  pus  in  bladder  urine  with  all 
symptoms  of  a severe  cystitis,  no  history  of  urethral 
disease.  The  catheterized  specimens  show  evidence 
of  pyelitis  in  each  kidney  and  cultures  show  mi- 
crococci not  yet  differentiated  but  probably  due 
in  the  final  analysis  to  absorption  from  a severe 
infection  of  the  tonsils. 


RENAL  CALCULI  IN  A CHILD  OF  SEVEN 
YEARS.  OPERATION.^ 

By  H.  G.  Lazelle,  M.  D. 

SEATTLE,  WASH. 

The  history  in  this  case  is  that  of  a male  child 
seven  years  of  age.  There  are  three  older  children 
and  two  younger  in  the  family,  all  in  good  health. 
Parents  are  both  well  and  strong.  This  boy  had 
a normal  birth  and  nothing  of  note  in  his  previous 
history. 

Present  illness.  Eighteen  months  or  two  years 
previous  to  the  time  I saw  him,  he  had  an  attack 
of  abdominal  pain,  acute  in  character,  which  passed 
off  in  a few  hours  without  further  incident.  From 
this  time  on  he  has  had  several  of  these  attacks  of 
pain  of  greater  or  less  severity,  usually  accom- 
panied by  vomiting,  the  pain  lasting  several  hours. 
For  the  past  two  to  three  months  these  attacks 
have  been  more  frequent,  though  the  severity  has 
remained  about  the  same.  He  has  had  three  at- 
tacks of  abdominal  pain  in  the  last  six  weeks.  The 
attacks  come  on  without  regard  to  diet  or  condition 
of  the  bowels  and  are  more  prone  to  appear  in 
the  latter  part  of  the  day  after  he  has  been  up  and 
at  play.  His  parents  have  been  told  that  he  has 
chronic  appendicitis. 

I was  first  called  to  see  this  patient  about  5 
p.  m.,  April  24,  1915.  The  boy  was  lying  on  his 
back  in  bed  and  every  few  minutes  w'ould  cry  out 
w'ith  pain,  roll  from  side  to  side,  and  draw  up  his 
legs.  Between  the  paroxysms  of  pain  he  would  lie 
perfectly  quiet.  He  referred  all  pain  to  the  region 
of  the  umbilicus.  After  I had  been  there  a few 
minutes  he  vomited  a large  amount  of  undigested 
food  of  rather  an  acid  odor.  Some  hot  water  con- 

*Read  before  King  County  Medical  Society,  Seattle,  Wash. 
Oct.  2,  1916. 
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taining  bicarbonate  of  soda  was  likewise  vomited. 
No  urinary  distress. 

Physical  examination.  Well  nourished  boy, 
slightly  pale,  temperature  98.6°,  pulse  80.  Anterior 
aspect  of  chest  negative.  Abdomen  not  distended, 
generally  soft  but  slightly  more  resistant  to  firm 
pressure  on  right  side  than  left,  with  some  tender- 
ness over  McBurney’s  point.  There  was  tender- 
ness posteriorly  over  his  right  kidney.  Left  side 
of  abdomen  w^as  negative.  No  positive  diagnosis 
was  made  at  this  time. 

The  urinary  findings  the  next  day  were  as  fol- 
lows: Cloudy,  amber  urine,  neutral  reaction,  s.  g. 
1020,  albumin  a slight  trace,  sugar  negative,  sedi- 
ment considerable.  Microscopic,  amorphous  urates. 


Xote  t\vo  stones  in  upper  right  hand  corner. 


some  pus  cells,  red  blood  cells,  and  large  hyaline 
casts  with  urates  adherent.  Two  x-ray  pictures 
taken  by  different  machines  on  succeeding  days  are 
submitted.  These  pictures  reveal  two  small  shad- 
ows in  the  area  of  the  right  kidney.  Operation 
advised  and  accepted. 

The  right  kidney  was  brought  through  an 
oblique  incision  without  much  difficulty.  I could 
feel  nothing  in  the  kidney  pelvis  so  made  an  inch 
incision  along  outer  border  of  kidney  and  located 
one  stone  with  the  finger  apparently  embedded  at 
the  margin  of  the  kidney  pelvis.  This  was  easily 
extracted  with  forceps.  The  other  stone  was  easily 
located  and  extracted  in  the  same  manner.  Super- 
ficial sutures  of  catgut  in  kidney  and  wound  closed 
with  small  gutta  percha  drain.  Normal  con- 
valescence, leaving  hospital  in  ten  days. 

This  boy  has  had  no  evidence  of  trouble  recur- 
ring and  after  over  one  year  his  urine  findingj 
are:  clear,  amber  urine,  acid,  albumin  negative. 
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sugar  negative,  sediment  none,  microscopic  neg- 
ative. 

Some  of  the  points  of  interest  to  me  in  this  case 
are  the  following:  First,  it  is  rather  a rare  condi- 
tion in  children  under  ten  to  fifteen  years.  There 
were  no  urinary  symptoms  or  symptoms  pointing 
to  the  urinary  tract  except  the  urine  analysis.  That 
a diagnosis  of  chronic  appendicitis  was  made  at  a 
time  other  than  during  an  attack  or  even  during 
an  attack  was  natural  enough.  Seeing  the  child 
in  an  attack  was  certainly  of  assistance  in  forming 
a basis  for  an  opinion  as  to  its  cause  and  suggestive 
of  a cause  outside  of  an  acute  abdominal  condition. 
The  temperature  was  not  elevated;  the  pulse  was 
practically  normal ; there  was  little  or  no  muscle 
spasm;  there  was  more  tenderness  over  the  kidney 
area  than  elsewhere.  All  of  these  conditions  were 
rather  against  its  being  an  acute  abdominal  condi- 
tion, while  the  paroxysmal  pain  was  extreme  in 
character,  pointing  more  to  some  other  cause  than 
peritoneal  involvement.  One  does  not  always  see 
even  in  adults  all  the  classic  symptoms  of  renal 
colic,  and  an  interesting  point  with  this  boy  was 
that  he  located  all  his  pain  at  the  umbilicus. 

The  recurrent  attacks  coming  on  after  the  child 
had  been  up  and  playing  hard,  without  regard  to 
condition  of  the  bowels  or  digestive  disturbance, 
with  a complete  and  full  feeling  of  recovery  as 
soon  as  the  pain  subsided,  pointed  to  some  cause 
outside  of  the  peritoneal  cavity. 

In  looking  over  the  literature  on  this  subject  I 
found  much  interesting  data.  Arthur  N.  Collins 
reviews  this  subject  very  thoroly  in  an  article  in  the 
American  Journal  of  Diseases  of  Childrenj  vol. 
VI,  1913,  page  245,  entitled  “Urinary  Lithiasis  in 
Infancy,”  in  which  he  reports  a phosphatic  stone 
weighing  three-fourths  of  a grain  impacted  in  the 
extreme  end  of  the  urethra  of  a male  child  sixteen 
months  old.  Under  diagnosis  he  says,  “An  analysis 
of  the  urine  cannot  always  be  relied  upon  to  give 
specific  information  leading  to  the  diagnosis  of 
urinary  stone,  though  the  urine^  findings  are  often 
suggestive.  Hematuria  accompanies  nephritic  colic, 
especially  oxalic  gravel,  less  frequently  in  the  in- 
terval between  crises  of  colic.  Palpation  of  the 
kidney  and  ureter  or  bladder  regions  may  not  re- 
veal the  site  of  the  trouble  until  late  in  the  attack. 
Murphy’s  ‘fist-percussion,’  modified  by  using  one 
or  more  fingers,  may  differentiate  between  involve- 
ment of  the  right  or  left  kidney.  Differentiation 
must  at  times  be  made  from  affection  of  the  liver. 


>f)eceniber,  1916. 


CHRONIC  GONORRHEA — GOELTZ 


405 


Pott’s  disease  and  appendicitis,  nephritis  (not  rare 
in  infants),  Weill’s  disease,  renal  tuberculosis  and 
cancer.” 

Again,  he  says,  ‘‘Abdominal  pain  of  a spasmodic 
character  accompanied  by  vomiting  but  without 
diarrhea,  the  maximum  pain  traceable  to  the  kidney 
or  along  the  ureter,  dysuria,  rapid  recovery  from 
the  attack  and  that  followed  by  passing  gravel, 
leaves  little  else  to  complete  the  diagnosis.  In  in- 
fected calculus  pus  and  very  little  blood  may  over- 
shadow symptoms  of  its  presence.”  In  his  con- 
clusions he  says:  ‘‘In  the  past  urinary  lithiasis, 
especially  renal,  has  been  accompanied  by  a high 
mortality.  Of  the  cases  of  renal  calculus  in  chil- 
dren five  years  or  under  more  than  90  per  cent, 
were  two  years  or  under  and  practically  all  of 
those  were  postmortem  cases.  There  is  a paucity 
of  case  reports  of  renal  stones  in  infants  discovered 
and  treated  surgically  during  life.  The  finding  of 
sand  or  gravel  in  the  infant  is  sufficient  reason 
for  advising  radiographic  examination  of  the 
urinary  tract.  Bilateral  or  multiple  calculi  give 
an  unfavorable  prognosis.  A better  prognosis  is  an 
early  surgical  treatment  before  there  is  much  de- 
struction of  kidney  tissue.” 

Some  other  reported  cases  referred  to  in  the 
above  article  were  stone  in  the  bladder,  female  child 
four  years  old,  by  Miles  F.  Porter,  {Annals  of  Sur- 
gery, vol.  XXX  10).  Stone  weighing  60  grains  re- 
moved from  bladder.  He  says  kidney  stones  are  not 
relatively  so  rare  very  early  in  life  as  vesical 
calculi;  also,  that  nephritic  calculi  are  not  so  fre- 
quent relatively  in  females  as  compared  with 
males  as  vesical  calculi.  William  D.  Sumpter,  in 
Jour,  of  Tenn.  State  Med.  Assn.,  Nov.,  1909,  re- 
ports a congenital  calculus  in  prostatic  and  mem- 
branous urethra  of  a seven  year  old  boy;  weight 
of  stone  148  grains,  removed  by  operation.  Morris, 
in  ‘‘Surgical  Diseases  of  the  Kidney  and  Ureter,” 
in  giving  the  ages  of  188  cases  with  renal  calculus 
under  ten  years,  gives  one  case. 

Kelly  and  Burnam,  in  their  recent  work  on 
‘‘Diseases  of  the  Kidneys,  Ureter  and  Bladder,” 
say  that  middle  life  is  the  time  when  most  cases 
come  to  operation,  contrary  to  the  old  idea  that 
childhood  and  old  age  are  the  common  periods  for 
this  condition.  In  this  series  of  95  cases  there  were 
no  cases  under  ten  years  of  age.  Monsseaux,  Bull. 
Med.,  Paris,  1904,  vol.  XVIII,  391,  reports  from 
the  literature  77  cases  of  kidney  stones  in  children 
between  the  ages  of  one  and  fifteen  years. 


THE  DIAGNOSIS  AND  TREATMENT  OF 
CHRONIC  GONORRHEA.* 

By  Francis  A.  Goeltz,  M.  D. 

SALT  LAKE  CITY,  UTAH. 

Its  prevalence,  the  attitude  of  the  public  in 
regard  to  it,  its  disastrous  and  far-reaching  results 
make  gonorrhea  a most  important  subject  for  dis- 
cussion. Available  statistics  are  unsatisfactory, 
the  large  number  of  self-treated  cases,  the  secrecy 
thrown  about  it,  make  all  counts  inaccurate.  I 
think  it  safe  to  say  that  from  60  to  70  per  cent, 
of  men  have  had  an  infection  and  the  greater 
number  of  these  are  left  with  a chronic  gonorrhea. 

Of  the  communicable  diseases,  less  has  been  done 
to  prevent  the  spread  of  gonorrhea  than  of  any 
other  one.  While  a campaign  of  education  has 
been  started  in  this  country,  its  effects  are  neces- 
sarily slow.  Despite  this,  education  of  the  men 
is  steadily  progressing.  Magazine  articles,  private 
talks  with  their  physicians,  photo  plays  such  as 
‘‘Damaged  Goods”  are  having  a decided  influence 
in  overcoming  the  popular  thought  that  gonorrhea 
is  less  to  be  dreaded  than  a hard  cold. 

Our  knowledge  of  the  role  played  by  carriers  in 
infectious  diseases  has  helped  to  explain  and  stop 
sporadic  epidemics,  and  when  a Typhoid  Mary  is 
found,  a paper  is  prepared,  read  before  a medical 
society,  published  not  only  in  a medical  journal, 
but  also  in  the  lay  press.  Poor  Mary  is  arrested, 
sent  to  a hospital,  fed  urotropin  and  probably  has 
her  gall-bladder  drained,  but  what  about  the  thou- 
sands of  gonorrhea  Johns  who  go  about  spreading 
broadcast  the  infection  from  chronic  gonorrhea? 

I am  satisfied  from  my  investigations  that  it 
is  the  chronic  case  that  scatters  the  disease.  The 
individual  with  an  acute  urethritis  for  obvious 
reasons  is  not  infecting  others,  but  when  this 
same  individual  is  free  from  discharge  and  discom- 
fort, tho  with  remaining  infected  secretions,  he 
starts  his  career  as  a carrier,  infecting  the  prosti- 
tute and  in  a sad  number  of  cases  his  wife. 

The  pathology  of  chronic  gonorrhea  is  not  com- 
plicated. I consider  it  an  infection  of  all  the 
genital  organs  with  extension  to  surrounding  tis- 
sues and  possible  systemic  involvement.  The  ure- 
thral mucosa  shows  everything  from  simple  con- 
gestion and  edema  to  erosions  and  ulceration.  If 
the  ulceration  has  extended  through  the  epithelial 
layers,  we  have  the  formation  of  fibrous  tissue  and 

•Read  before  the  Twenty-second  Annual  Meeting  of  Utah 
State  Medcial  Association,  Salt  Lake  City,  Utah,  Sept.  12-13, 
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consequent  loss  of  dilatability.  In  the  majority 
of  cases  a folliculitis  is  present,  the  mouths  of  the 
mucous  glands  and  follicles  are  open  and  pouting 
or  may  be  sealed  by  an  epithelial  overgrowth,  the 
edges  are  red  and  elevated ; it  is  this  folliculitis 
that  accounts  for  some  of  the  cases  that  are  called 
gleet. 

In  the  posterior  urethra  we  find  a condition 
much  as  above  or  a form  in  which  the  mucosa  has 
a white  thickened  appearance;  the  walls  stand 
apart,  due  to  the  fibrous  infiltration  of  the  peri- 
uretheral  tissues.  The  veramontanum  is  always 
affected  either  as  part  of  the  congestion  in  the  first 
form,  where  it  is  markedly  edematous,  soft  and 
spongy,  or  in  the  second  form  it  is  a darker,  almost 
blueish  color,  firmer  and  extremely  tender,  due 
to  the  contraction  of  the  submucous  fibrous  infil- 
tration. 

The  majority  present  a prostatitis,  varying  from 
a mild  congestion  to  the  enlarged  tense  gland  with 
chronic  abscess  formation.  Infection  of  the  vesi- 
cles, epididymis  or  cowpers  gland  may  be  present, 
as  may  be  in  adenitis  of  the  deep  pelvic  glands. 

Examination  of  the  stained  smears  of  discharge, 
shreds  of  vesicular  and  prostatic  secretions,  may  be 
misleading  if  w’e  depend  on  a single  examination. 
It  has  been  my  experience  in  a number  of  cases 
to  find  on  the  first  examination  an  almost  negative 
result,  but  on  the  second  or  third  examinaton  to 
get  a true  picture  of  the  condition. 

Large  members  of  pus  cells  are  usually  found, 
a few  red  blood  cells  and  squamous  epithelium. 
The  microorganisms  found  are  a gram-negative 
and  positive  diplococcus,  intra-  and  extracellular, 
occasionally  a staphylococcus  or  colon.  With  a 
return  to  normal  the  gonococci  and  pus  cells  de- 
crease and  in  the  prostatic  secretion  the  normal 
elements  appear,  lecithin  bodies,  granular  phos- 
phates, amyloid  bodies  and  spermatozoa. 

I use  a classification  that  is  perhaps  arbitrary 
but  it  serves  to  group  the  cases.  A careful  analysis 
of  the  symptoms  will  show^  that  the  cases  will  nat- 
urally fall  into  one  of  three  groups. 

The  first  I call  the  urinary  group.  Here  the 
chief  complaint  is  disturbance  of  urination  with  or 
without  discharge.  They  may  have  frequency, 
urgency,  irritation  or  pain,  or  present  the  symptoms 
of  stricture. 

The  second  is  the  focal  infection  group.  While 
they  may  present  some  of  the  symptoms  of  the 
first  group,  the  chief  complaint  may  be  that  of  an 


arthritis  or  vague  pains  in  the  lumbar  regions  or 
perineum,  intestinal  indigestion  and  constipation, 
chronic  headache,  lassitude. 

The  third  is  the  sexual  group.  Premature  im- 
potence or  spermatorrhea  and  excessive  emissions 
with  their  train  of  neurasthenic  symptoms. 

The  diagnosis  is  based  on  a careful  routine  in 
examining  these  cases.  The  first  essential  is  a 
thoro  history,  followed  by  a physical  examination. 
Inspect  meatus;  if  any  discharge,  make  a smear. 
Palpate  abdomen,  perineum  and  external  genitals 
for  tenderness  or  enlargement.  Have  patient  pass 
urine  in  two  glasses;  inspect  these  for  color,  trans- 
parency or  shreds;  note  in  which  glass  any  devia- 
tion from  normal  occurs ; if  shreds  are  present, 
make  smear.  Palpate  prostate,  seminal  vesicles 
and  deep  urethra;  note  any  areas  of  tenderness  or 
enlargement,  strip  prostate  and  vesicles,  make 
smear.  Explore  urethra;  note  calibre  and  locate 
any  area  of  tenderness,  examine  urine,  stain  and 
examine  smears. 

The  value  of  the  complement  fixation  test  is  a 
debatable  one.  Some  men  place  a great  deal  of 
confidence  in  it.  I do  not.  I have  had  several 
patients  who  have  had  one  or  more  negative  tests 
and  later  had  a return  of  symptoms  and  I have 
been  able  to  find  the  gonococcus. 

The  general  outline  of  treatment  is  the  same  in 
all  classes  of  cases,  and  may  be  placed  under  two 
heads. 

(1)  Advice.  Warn  them  of  the  danger  of 
infecting  others.  Avoid  all  sexual  excitement, 
which  means  not  only  intercourse  but  all  suggestive 
literature,  movies  and  plays.  Take  regular  exer- 
cise, sleep  in  a cold  room  on  a hard  mattress,  avoid 
drinking  too  much  before  retiring. 

(2)  Diet.  Avoid  all  liquors,  tea,  coffee,  red 
meats,  oysters,  chili,  etc.  Advise  plenty  of  vege- 
tables, fruits  and  buttermilk.  I think  it  wise  to 
avoid  use  of  laxatives  as  a routine.  It  is  imperative 
that  they  have  a daily  stool,  which  can  be  regu- 
lated, by  diet,  water,  etc. 

The  local  treatment  of  these  cases  is  essentially 
the  same  because  in  all  of  them  we  have  a focal 
point,  w'hich  in  the  majority  of  cases  is  in  the 
prostate.  Massage  and  strip  the  prostate  and  vesi- 
cles at  intervals  of  from  three  to  seven  days,  fol- 
lowed by  irrigations  with  permanganate  of  potash 
and  later,  as  improvement  takes  place,  with  silver 
nitrate.  This  is  continued  until  examination  shows 
normal  secretions.  I use,  in  addition  to  the  mas- 
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sage  and  irrigation,  in  the  urinarj^  group  with  ir- 
ritation, frequency  and  discharge,  an  antiblenor- 
rhagic  and  alkali,  combined  with  tincture  hyos- 
cyamus  and  also  give  daily  irrigations  or  instil- 
lations. As  the  condition  in  the  prostate  improves 
I alternate  with  dilation  of  the  urethra,  followed 
by  silver  solution,  irrigation  and  later  strong  in- 
stillations. 

When  we  have  full  dilatation  and  normal  se- 
cretions I begin  direct  application  to  the  urethra 
through  the  urethroscope,  beginning  with  a 5 per 
cent,  and  increasing  to  a 10  per  cent,  or  20  per 
cent,  silver  nitrate  solution.  Where  the  follicu- 
litis persists  or  we  have  a polypoid  or  cystic  condi- 
tion, high  frequency  applications  are  made. 

In  the  milder  forms  of  the  focal  infection  group 
massage  and  irrigations  will  often  give  surprising 
relief  and,  if  persisted  in  long  enough,  will  give 
relief  in  all  cases.  In  the  severe  forms  with  ar- 
thritis our  task  is  harder.  In  these  cases  we  find 
a more  or  less  marked  vesiculitis.  Where  no  actual 
occlusion  of  the  ejaculatory  ducts  or  of  the  vas  in 
cases  of  epididymitis  has  taken  place,  we  get  good 
results  from  stripping  the  vesicles.  The  improve- 
ment is  slow  and  the  treatment  must  be  continued 
over  a long  period.  If  no  results  are  obtained 
by  massage,  vaccines,  rest  and  hot  air  treatments, 
operation  for  drainage  or  removal  of  the  vesicles 
or  epididymis  offer  relief. 

The  sexual  group  calls  for  great  patience  and 
tact  on  the  part  of  the  physician.  Our  patients 
are  usually  depressed,  irritable,  apprehensive  of  the 
terrible  results  of  emissions  and  impotence,  fos- 
tered by  the  misleading  literature  of  the  quack. 
Our  first  step  is  to  gain  their  confidence,  assure 
them  that  no  dreadful  disease  will  result  from  their 
condition,  insist  on  a rigid  observance  of  the  rules 

A Study  of  the  Menopause.  From  this  study  we 
may  conclude  that — 

1.  The  menopause  is  a functional  derangement 
on  the  part  of  various  glands  of  the  endocrine  sys- 
tem subsequent  to  the  cessation  of  the  ovarian 
secretion. 

2.  On  this  basis  may  be  explained  the  psychic 
and  somatic  manifestations  of  the  menopause. 

3.  The  vasomotor  disturbances  represent  an  in- 
stability of  arterial  tension. 

(a)  In  the  majority  of  cases  this  takes  the  form 
of  a vacillating  hypertension,  both  systolic  and 
diastolic. 

(b)  The  diastolic  pressure  is  not  elevated  pro- 
portionately to  the  systolic.  This  produces  an  in- 
creased pulse-pressure. 

(c)  Hot  flushes,  sweating,  and  other  vasomotor 
symptoms  are  directly  created  by  the  vacillations 
in  arterial  tension. 

(d)  In  a minority  of  cases  there  is  arterial  hypo- 
tension and  here  also  the  systolic  and  diastolic 
pressures  are  out  of  proportion. 


given  under  advice  and  diet,  begin  local  treatment 
and  in  addition  I give  them  for  the  first  six  to 
twelve  weeks  sufficient  sodium  bromide  to  com- 
pletely quiet  their  sexual  apparatus. 

I am  very  doubtful  as  to  results  of  vaccines  in 
these  cases.  Cessation  of  discharge  and  discom- 
fort does  not  mean  a cure  and,  where  vaccines 
are  used  and  we  get  such  result-,  we  are  apt  to  at- 
tribute it  to  the  vaccine.  Fully  fifty  per  cent,  of  the 
chronic  cases  I see  tell  me  they  have  been  given 
vaccines  for  varying  lengths  of  time  and  dosage ; 
all  of  them  presented  symptoms  and  had  pus  and 
gonococci  in  their  secretions. 

Under  the  head  of  treatment  I place  education 
of  the  man.  Every  case  of  gonorrhea  before  he  is 
discharged  should  be  instructed  by  his  physician 
about  the  danger  to  himself  and  others,  that  it  is 
a disease  which  is  often  hard  to  completely  cure 
and  finally,  I believe,  though  I hold  no  brief  for 
licentiousness,  that  we  are  justified,  where  the  man 
will  not  heed  our  advice,  of  advising  him  there  is 
a method,  if  applied  early,  of  preventing  in  the 
large  majority  of  cases  both  gonorrhea  and  syphi- 
lis. 

The  large  number  of  cases  of  chronic  gonorrhea 
must  necessarily  lead  to  the  conclusion  that  we 
are  not  curing  the  acute  cases.  Too  often  we  are 
satisfied  to  call  it  a cure  with  the  cessation  of  all 
subjective  symptoms. 

To  reduce  the  number  of  gonococcic  carriers, 
treatment  should  be  continued  in  both  the  acute 
and  chronic  cases  until  repeated,  thoro  examina- 
tion shows  them  free  from  the  disease.  Our  pa- 
tients should  be  urged  to  return  for  examination 
at  intervals  of  six  months  for  a year  or  two,  and 
immediately  upon  the  slightest  irritation  or  dis- 
comfort. 

4.  Hypertension  is  apparently  due  to  a relative 
oversufficiency  on  the  part  of  the  hypophysis  or 
the  adrenals. 

5.  The  psychic  symptoms  are  apparently  influ- 
enced by  thyroid  dysfunction;  in  the  majority  of 
cases  a hyperthyroidism,  in  the  minority,  a hypo- 
thyroidism. 

6.  The  administration  of  the  missing  hormone, 
represented  by  the  extract  of  corpora  lutea  from 
animals  in  early  gestation,  brings  about  a gradual 
restoration  to  normal  of  the  blood-pressure  with 
disappearance  of  the  mental  symptoms. 

7.  This  reduction  of  blood-pressure  by  organ- 
otherapy together  with  the  disproportionate  systolic 
and  diastolic  rise  is  offered  as  evidence  that  the 
hypertension  is  a functional  one  and  not  due  to 
organic  changes. 

8.  Blood-pressure  estimation  is  essential,  as  a 
means  both  of  measuring  the  degree  of  menopause 
disturbance  and  of  controlling  its  therapy. — Cul- 
bertson, Surg.  Gyn.  and  Obst.,  Dec.,  1916. 
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REPORT  OF  TWO  CASES  OF  EPIDEMIC 
CEREBROSPINAL  MENINGITIS 
OCCURRING  IN  PORTLAND 
IN  NOVEMBER. 

By  William  House,  M.  D. 

PORTLAND,  ORE. 

Are  we  in  the  Pacific  Northwest  threatened 
with- an  epidemic  of  cerebrospinal  meningitis?  I 
am  loath  to  rouse  unnecessary  fears  or  to  create 
unjustified  excitement,  but  feel  that  the  signs 
point  to  the  possibility  of  an  epidemic  and  that  I 
would  be  neglecting  an  obvious  duty  should  I fail 
to  pass  on  such  information  as  I have  to  other 
physicians. 

The  question  was  raised  by  two  cases  of  men- 
ingococcus meningitis  which  I have  seen  since 
November  5.  The  last  epidemic  of  this  disease 
occurred  in  the  Pacific  Northwest  in  the  wdnter  of 
1908-09,  when  the  City  Health  Department  re- 
corded over  seventy  cases  in  Portland.  This  epi- 
demic was  succeeded  in  the  fall  of  1909  by  an 
epidemic  of  infantile  paralysis  and,  unless  I am 
greatly  mistaken,  was  accompanied  and  followed 
by  an  excess  of  meningeal  affections  of  other  kinds. 
Whatever  the  underlying  condition,  the  sugges- 
tion w-as  strong  that  there  was  some  relationship 
between  the  epidemic  of  cerebrospinal  meningitis 
and  that  of  infantile  paralysis,  an  association  which 
has  been  commented  upon  by  a number  of  ob- 
servers. 

My  own  conviction  was  and  is  that  there  is 
some  relationship  between  the  two  disorders;  in- 
deed that  there  is  not  only  a very  distinct  rela- 
tionship between  these  but  between  many  other 
epidemic  diseases.  Either  one  paves  the  way  for 
the  others  by  creating  suitable  soil,  or  the  germs 
of  one  may  pass  through  some  transition  under 
the  influence  of  heat  or  cold  or,  as  a result  of 
other  unknown  factors,  produce  at  different  times 
in  the  year  different  affections,  a theory  w'hich 
no  longer  seems  Impossible  or  even  improbable  in 
view  of  the  labors  of  Rosenow\  Or  perhaps  there 
is  some  climatic  condition  which  renders  the  men- 
inges more  or  less  resistant,  and  so  paves  the  way 
for  the  development  of  meningeal  affections. 

During  the  past  summer  portions  of  the  coun- 
try have  passed  through  an  epidemic  of  infantile 
paralysis.  In  and  around  Portland  approximately 
twenty  cases  were  reported.  There  have  already 
been  at  least  two  cases  of  epidemic  cerebrospinal 
meningitis,  a cold  weather  disease,  before  the  win- 


ter is  well  started.  But  without  regard  to  any 
possible  relationship  between  the  two  disorders, 
the  existence  of  the  latter  disease  should  not  be 
obscured,  providing  always  that  the  following 
warning  be  not  forgotten : 

Cerebrospinal  meningitis  of  the  so-called  epi- 
demic form  may  occur  sporadically  without  neces- 
sarily implying  the  threat  of  an  epidemic. 

The  histories  of  the  two  cases  follow: 

Case  1.  A girl,  eight  years  of  age,  was  seen 
Nov.  5,  1916,  in  consultation  with  Dr.  C.  G. 
Hall,  who  gave  the  following  history:  Nov.  1, 

the  child  complained  of  headache  and  stayed  out 
of  school.  That  evening  her  temperature  was 
104°.  Headache  was  severe.  A calomel  purge 
was  followed  by  improvement  the  next  day.  The 
third  day  she  felt  much  worse,  but  improved  so 
much  the  fourth  day  that  the  parents  telephoned 
the  doctor  not  to  come.  The  following  morning 
he  was  again  called  and  later  asked  me  to  examine 
her  with  him. 

Examination.  The  patient  was  unconscious 
with  temperature  of  103.5°  and  pulse  140.  The 
heart,  lungs  and  abdominal  cavity  were  apparently 
normal.  There  w'as  no  eruption  on  the  body. 
The  neck  was  somewhat  rigid  and  there  w’as  a 
suggestion  of  Kernig’s  sign.  The  child’s  body 
tw’itched  more  or  less  but  there  was  nothing  sug- 
gestive of  convulsions.  The  eyes  turned  to  the 
left  and  upward,  and  reacted  to  light.  The  fundi 
could  not  be  examined  because  of  the  constant 
motion  of  the  eyeballs.  The  right  ear  drum 
seemed  reddened  around  the  edge  and  along  the 
ossicles.  Paracentesis  was  performed  but  no  pus 
was  found. 

Spinal  fluid  examination.  The  fluid  was  turbid, 
yellow'ish  and  after  standing  in  the  tube  a few 
minutes  separated  with  a cloudy  base  and  clear 
upper  part.  It  was  examined  by  Dr.  Harriet  Law- 
rence, w’ho  reported  as  follows: 

Cell  count  18,800  per  cubic  mm.  The  smear 
showed  a gram-positive  dipplococcus  which  oc- 
curred in  short  chains;  also  a few  gram-negative 
intracellular  biscuit-shaped  dipplococci.  Most  of 
the  other  organisms  were  extracellular.  Culture 
showed  a gram-positive  dipplococcus  which  ap- 
peared to  be  a pneumonoccus,  though  the  infection 
was  much  mixed.  Dr.  Lawrence  was  positive 
that  some  of  the  organisms  were  characteristic 
meningococci. 

The  patient  died  on  the  night  of  the  fifth  day. 
No  attempt  was  made  to  give  her  antimeningitis 
serum.  Autopsy  was  not  made. 

Case  2.  A girl,  eighteen  j^ears  of  age,  was  seen 
Nov.  26,  1916,  in  consultation  with  Dr.  Bodine. 
She  had  been  in  good  health  until  Friday  morning, 
Nov.  24,  when  she  awakened  complaining  that  her 
head  had  ached  during  the  night.  She  vomited 
during  the  forenoon  and  had  severe  pain  over  the 
right  upper  quadrant  of  the  abdomen.  A physician 
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was  called  and  because  of  the  abdominal  pain  gave 
morphin  by  hypodermic.  A second  physician  called 
that  evening  and  found  the  abdomen  board-lilce. 
The  temperature  was  then  100°.  No  other  record 
of  her  condition  during  this  time  is  available.  The 
pain  continued  all  night  and  was  accompanied  by 
an  intense  headache  which,  however,  was  over- 
shadowed by  the  abdominal  symptoms  upon  wdiich 
the  doctors’  attention  was  focused.  "I'he  second 
afternoon,  thirty-six  hours  after  the  acute  onset. 
Dr.  Bodine  saw  her  and,  suspecting  epidemic 
meningitis,  called  me  in  consultation. 

Examination,  six  p.  m.,  Nov.  25.  The  patient 
was  unconscious  but  would  rouse  a little  when 
pain  was  caused  by  moving  her.  Her  eyes  were 
closed  and,  on  attempting  to  open  them  with  the 
fingers,  she  resisted  and  rolled  them  upward  to 
the  right,  very  much  as  a hysterical  patient  does. 
The  pupils  at  one  moment  would  be  very  large 
and  the  next  verj''  small.  Her  neck  was  rigid, 
and  we  discovered  that  on  raising  her  head  the 
pupils  would  dilate  widely  and  remain  dilated 
as  long  as  the  head  was  held  in  that  position. 
This,  I think,  is  a reflex  hitherto  undescribcd, 
and  which  I hope  to  work  out  with  other  pa- 
tients. The  dilatation  w'as  sufficient  so  that  I 
was  enabled  to  see  both  fundi,  although  the  eye- 
balls were  almost  constantly  in  motion.  The  right 
disc  was  a little  hazy.  The  left  was  apparently 
clear.  The  neck  w'as  rigid,  Kernig’s  sign  was 
present  and  the  abdomen  was  board-like.  There 
was  no  disturbance  of  the  knee  jerks  and  no  ankle 
clonus.  Her  temperature  was  100.6°  by  rectum 
and  the  pulse  was  76. 

A blood  count  had  already  been  made  by  Drs. 
Bodine  and  Mason,  who  reported  19,500  leuco- 
cytes, of  which  92  per  cent,  were  polymorphonu- 
clear. The  urine  contained  blood  casts  and  al- 
bumin. 

Spinal  fluid  examination.  About  eight  cc.  of 
fluid  was  taken  immediately  by  Dr.  Bodine.  It 
w’as  turbid.  Within  the  hour  it  w^as  examined 
by  Dr.  Harriet  Law'rence  who  found  5,500  cells, 
practically  all  polymorphonuclear.  At  first  no 
bacteria  were  found.  After  more  than  an  hour’s 


Experimental  Endocarditis.  H.  K.  Detweiler  and 
W.  L.  Robinson,  Toronto,  Ontario,  (Journal  A.  M. 
A.,  Dec.  2,  1916),  have  followed  up  a research  al- 
ready reported  (Journal  A.  M.  A.,  Oct.  2,  1915), 
into  the  bacteriology  of  the  blood  in  a form  of 
endocarditis  less  severe  than  the  type  usually  called 
subacute  bacterial  endocarditis.  They  have  fol- 
low'ed  out  the  methods  advocated  by  Rosenow  and 
have  elaborated  a technic  which  has  given  them 
splendid  results.  “Thirty  c.c.  of  blood  are  with- 
drawn into  a record  syringe  which  has  previously 
been  sterilized  and  loaded  with  5 c.c.  of  sterile  2 
per  cent,  sodium  citrate  solution  in  normal  saline. 
By  inverting  the  syringe  several  times  a thorough 
mixture  is  secured  and  clotting  thereby  prevented. 
The  citrated  blood  is  directly  transferred  to  eight 
centrifuge  tubes  containing  sterile  distilled  water. 
The  result  of  this  step  is  the  laking  of  the  cor- 
puscles and  the  liberation  of  the  hemoglobin.  These 


search  several  fields  were  found,  each  containing 
gram-negative  intracellular  dipplococci,  which  she 
pronounced  characteristic  meningococci. 

Dr.  Bodine  immediately  withdrew  30  cc.  of 
spinal  fluid  and  replaced  it  with  antimeningitis 
serum.  Sunday  morning,  Nov.  26,  the  patient 
was  partially  conscious  and  the  injection  was  re- 
peated. Monday,  Nov.  27,  a third  injection  was 
given.  This  time  the  spinal  fluid  was  again  ex- 
amined and  found  to  contain  3,840  cells,  mainly 
polymorphonuclear,  and  a number  of  character- 
istic fields  of  meningococci.  It  was  interesting  to 
note  that  the  leucocytes  were  apparently  becoming 
disrupted.  At  11  a.  m.  Nov.  27,  the  patient  was 
conscious,  her  temperature  was  100°  and  she  was 
generally  improved. 

Dec.  1.  The  cell  count  has  dropped  to  less  than 
400 ; the  patient  is  conscious,  with  normal  tem- 
perature, and  all  the  signs  indicate  recovery. 

That  these  two  cases  were  both  meningococcic 
meningitis  there  seems  no  doubt,  in  view  of  the 
carefully  worked-out  laboratory  details.  The  first 
showed  a mixed  infection,  which  according  to 
good  authority  is  common,  especially  late  in  the 
disease.  The  fluid  from  the  second  case  contained 
so  few  bacteria  that  they  were  revealed  only  by 
considerable  search,  and  there  were  no  signs  of  a 
mixed  infection  which  also  is  not  unusual. 

The  importance  of  early  recognition  was  well 
demonstrated  by  the  second  case,  in  which  prompt 
therapy  has  at  least  temporarily  Improved  the  pa- 
tient’s condition  to  such  an  extent  that  there  is 
reasonable'  hope  for  ultimate  recover}^  It  is  this 
result  which  alone  justifies  the  hasty  preparation 
and  presentation  of  this  short  paper,  and  also 
furnishes  an  excuse  for  the  lack  of  bibliography 
and  perhaps  insufficient  details  of  the  bacteriology 
in  the  first  case,  w'hich  were,  however,  pains- 
takingly worked  out. 

1102  Selling  Building. 


tubes  are  immediately  centrifuged  at  high  speed, 
and  the  supernatant  fluid  subsequently  pipetted  off 
with  a sterile  pipet  attached  to  a water  suction 
pump.  The  sediment  remaining  in  the  bottom  of 
the  tubes  is  composed  of  the  broken  down  hulls 
of  the  corpuscles  together  with  any  bacteria  which 
may  be  present.  This  operation  is  performed  inside 
a glass  cabinet  which  contains  a Bunsen  burner, 
the  tube  to  the  suction  pump  and  the  tap  from  the 
broth  reservoir.  By  merely  adding  bouillon  to  the 
sediment,  each  centrifuge  tube  is  converted  into  a 
culture  flask,  and  is  now  ready  to  be  placed  in  the 
incubator.  The  sediment  of  two  tubes  is  reserved 
to  be  mixed  with  ascitic  agar  for  anaerobic  condi- 
tions. This  is  obtained  in  a satisfactory  manner  by 
making  this  mixture  after  the  agar  has  cooled  to 
40  C.  and  pouring  into  a tall  test  tube,  the  result 
being  almost  complete  anaerobiosis  at  the  bottom 
and  a varying  oxygen  gradient  as  the  top  is  ap- 
proached.” 
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PROSPECTIVE  MEDICAL  LEGISLATION 
IN  OREGON. 

The  approaching  session  of  the  Oregon  State 
Legislature  promises  to  be  a tame  affair  so  far 
as  medical  legislation  is  concerned.  There  is 
nothing  at  this  time  of  particular  interest  either 
openly  discussed  or  in  the  air.  Some  medical  leg- 
islation may  develop  later  on  but  it  is  likely  to  be 
comparatively  inconsequential. 

The  state  law  governing  the  removal  of  patients 
to  the  insane  as3dum  should  be  amended  so  that 
certain  patients  after  commitment  may  be  de- 
tained if  desired  in  their  homes  or  in  hospitals  by 
order  of  the  county  judges,  pending  the  arrival 
of  the  attendants,  as  an  option  from  the  present 
method  which  compels  all  committed  patients  to 
be  placed  in  the  custody  of  the  sheriff  and  detained 
in  jail.  Should  this  change  be  made  it  would 
commend  itself  to  all  thinking  physicians.  Pro- 
vision should  also  be  made  to  permit  the  attend- 
ants from  the  insane  asylum  to  go  directly  to  pa- 
tients’ homes  and  transfer  them  without  first  tak- 
ing them  to  the  court  house  as  is  now  the  custom. 

Appropriations  for  the  medical  school,  the  vari- 
ous hospitals  for  the  insane  and  tuberculous,  the 
schools  for  the  feeble-minded,  blind  and  deaf- 
mutes,  and  for  the  Social  Hygiene  Society  will 
have  some  interest  for  the  doctors.  But  so  far 
as  is  at  present  generally  known,  there  will  be  no 
propaganda  of  specific  interest  to  phj^sicians.  Not- 
withstanding this  somewhat  negative  state  of  med- 
ical legislative  activity,  physicians  should  be  on  the 
lookout  for  adverse  legislation  which  so  often 
unexpectedly  arises.  This  kind  of  legislation  is 
usually  carefully  prepared  in  advance,  but  is 
sprung  unexpectedly  and  passed  almost  before  the 
medical  watch-dogs  of  the  legislature  are  aware 
of  it. 


THE  FULL-TIME  HEALTH  OFFICER. 

At  the  coming  session  of  the  Washington  leg- 
islature a bill  will  be  presented  providing  for  the 
full-time  health  officer  in  all  parts  of  the  state, 
districts  being  suitably  grouped  to  render  the  plan 
feasible.  At  the  present  time  the  very  important 
matter  of  looking  after  public  health  is  in  the 
hands  of  health  officers  who  are  receiving  little 
or  no  compensation  and  whose  first  object  in  life 
is  the  practice  of  medicine.  A physician  acting 
as  health  officer  is  not  at  liberty  to  investigate  a 
case  of  diphtheria,  typhoid  fever  or  any  commu- 
nicable disease,  when  such  case  is  being  attended 
by  another  physician  who  is  his  competitor  and  in 
the  very  nature  of  things  very  little  is  accom- 
plished. 

Health  conditions  in  many  parts  of  the  coun- 
try are  in  urgent  need  of  betterment.  The  Fed- 
eral commission  on  “Country  Life”  reported  there 
are  numberless  farm  houses  of  the  tenant  class  and 
even  numerous  rural  school  houses  that  do  not 
have  the  rudiments  of  sanitary  arrangement.  The 
truth  of  this  statement  has  been  shown  by  the 
LT.  S.  Public  Health  Service  which  in  1914  made 
a study  of  the  sanitary  conditions  in  one  county  in 
each  of  the  states  of  West  Virginia,  Indiana,  Mis- 
sissippi and  Maryland.  In  these  studies  it  was 
found  that  less  than  1 per  cent,  of  the  homes  had 
sanitary  toilets.  Think  of  it!  In  one  county  78 
per  cent,  of  the  rural  homes  had  no  privies.  In 
all  of  the  counties  most  of  the  privies  in  use  were 
of  the  surface,  open-in-the-back  variety,  in  and 
above  which  much  soil  pollution  could  be  found. 
In  over  half  of  the  homes  the  water  supply  was 
polluted  or  was  of  a suspicious  character.  Taking 
these  conditions  as  representative  of  those  found 
in  the  rural  districts  throughout  the  country,  rural 
sanitation  appears  to  be  an  important  field  and  one' 
whose  interests  are  not  those  of  just  a few  but 
everyone,  for  they  affect  the  welfare  of  the  nation. 

During  the  j^ear  1914,  there  probably  occurred 
in  this  state  about  1200  cases  of  typhoid  fever. 
Of  this  number  151  died,  whose  average  age  was 
25  3'ears — just  in  the  prime  of  life.  It  is  true 
that  the  death  rate  of  typhoid  fever  has  fallen 
55  per  cent,  in  the  last  ten  3'ears,  but  this  is  largely 
due  to  improving  sanitation  laws  which  have  been 
adopted  in  the  large  cities.  A study  of  the  statis- 
tics reveals  the  fact  that  the  highest  rate  of  mortal- 
ity from  typhoid  fever  exists  in  the  rural  parts  of 
the  land.  That  the  protection  of  our  public  health 
is  a very  important  matter  must  be  admitted  by 
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everyone  and  if  it  is  worth  doing  at  all,  it  is 
worth  doing  well.  It  is  far  wiser  to  employ  a 
few  trained  men  who  give  their  full  time  to  this 
work  than  to  have  280  health  officers  in  our  small- 
er towns  and  39  county  health  officers,  who  pay 
very  little  attention  to  preventative  medicine  and 
sanitary  science.  That  the  State  of  Washington 
w’ould  be  benefited  by  employing  15  full-time  men 
to  carry  out  the  laws  relative  to  sanitation  and 
health  preservation  needs  no  argument  more  than 
simply  to  state  the  conditions. 


MEDICAL  TEACHING  OF  THE 
FUTURE. 

Recent  years  have  witnessed  remarkable  devel- 
opments in  the  medical  schools  and  teaching  of 
this  country,  due  largely  to  the  propaganda  of 
publicity  carried  on  during  the  last  decade  by  the 
American  Medical  Association.  Everyone  is  well 
aware  of  the  elimination  of  commercial  and  low 
grade  medical  schools  as  a result  of  the  public 
exposition  of  their  deficiencies  and  many  short- 
comings. The  subsequent  combination  of  small 
schools  of  good  quality  into  larger  institutions, 
the  striking  enlargement  of  teaching  forces  and 
broadening  of  the  curricula  have  placed  many  of 
them  on  a high  grade  of  efficiency.  The  latest 
announcement,  however,  from  Philadelphia  and 
Chicago  demonstrates  that  the  great  medical  teach- 
ing centers  of  this  country  will  ere  long  equal 
those  of  the  older  European  countries.  The  most 
significant  in  its  wide-reaching  results  has  been 
the  combination  of  three  great  medical  schools  of 
Philadelphia  into  one  powerful  combination,  to 
be  devoted  respectively  to  undergraduate  study, 
postgraduate  work  and  research  work.  The  fur- 
ther statem.ent  that  the  number  of  undergraduates 
is  to  be  limited,  with  a selection  of  the  students, 
assures  a coming  generation  of  physicians  of  un- 
precedented quality.  Following  soon  after  this 
was  proclaimed  the  union  of  the  medical  depart- 
ments of  the  University  of  Chicago  with  Rush 
Medical  School,  where,  likewu'se,  one  is  to  be  de- 
voted to  undergraduate  students  and  the  other 
to  postgraduate  work.  The  additional  hospital 
facilities  in  each  city  assure  opportunities  for  the 
most  thorough  investigations  and  clinical  studies. 
The  fact  that  millions  of  dollars  can  be  procured 
for  such  medical  developments  is  a guarantee  that 
the  public  is  thoroughly  Impressed  with  the  com- 
manding influence  of  high-class  medical  education 


upon  the  welfare  of  our  nation.  The  existing 
generation  of  practitioners  will  be  pardoned  for 
contemplating  with  some  degree  of  envy  the  op- 
portunities to  be  presented  to  their  successors  for 
these  highest  attainments  in  medical  education  and 
training,  as  outlined  by  the  plans  of  these  great 
institutions.  Everyone  will  witness  these  develop- 
ments with  great  satisfaction  and  wish  them  every 
success  in  attaining  their  magnificent  aims. 


THE  NATIONAL  BOARD  OF  MEDICAL 
EXAMINERS  IN  ACTION. 

The  confusion  in  standards  of  medical  examin- 
ing boards  of  different  states  and  the  degree  of 
friction  which  has  existed  among  some  of  them 
in  past  years  have  often  led  to  expression  of  the 
desire  that  we  might  have  a National  Board  of 
Medical  Examiners  whose  administration  and  in- 
fluence might  control  the  boards  of  all  the  states 
and  bring  them  into  a stage  of  uniformity.  Dr. 
W.  L.  Rodman  had  some  such  thought  in  view 
when  he  advocated  such  a national  board  in  his 
presidential  address  before  the  American  Medical 
Association.  Acting  on  his  suggestions,  such  a 
board  was  organized  with  a personnel  composed 
of  physicians  of  national  reputation.  While  this 
is  a volunteer  board  and  not  under  government 
control,  it  is  expected  that  the  results  of  its  ex- 
aminations will  be  of  such  a high  order  as  to  be 
accepted  by  the  boards  of  all  the  states.  The  first 
examination  of  this  National  Board  was  held  in 
Washington,  D.  C.,  in  October.  There  were 
thirty-two  applicants  from  seventeen  states,  rep- 
resenting twenty-four  medical  schools.  Sixteen  of 
these  were  accepted  as  having  satisfactory  qualifi- 
cations, of  whom  ten  took  the  examination.  Five 
of  the  latter  were  successful,  there  being  two  each 
from  Johns  Hopkins  and  Rush  and  one  from  the 
University  of  Michigan.  This  limited  number  is 
indicative  of  the  quality  of  the  examination  and 
the  care  with  which  it  was  conducted.  A second 
examination  will  be  held  in  Washington  next  June. 


INFORMATION  WANTED. 

Dr.  A.  P.  Procter,  of  Vancouver,  B.  C.,  states 
tliat  his  brother,  F.  J.  Procter,  left  home  Nov.  2, 
and  has  since  been  missing.  Having  been  in  poor 
health  for  some  months,  recently  he  has  suffered 
from  delusions.  The  doctor  thinks  he  may  have 
crossed  the  border  and  sooner  or  later  will  consult 
some  medical  man  in  one  of  the  Northwestern 
states.  If  any  physician  reading  this  should  be 
consulted  by  this  patient,  he  will  confer  a great 
favor  by  reporting  the  fact  to  Dr.  Procter. 
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OREGON. 

Doctors  in  the  Legislature.  The  next  session  of 
the  Oregon  Legislature  will  contain  the  following 
physicians:  In  the  Senate  are  C.  J.  Smith,  of 
Grants  Pass,  and  W.  D.  Wood,  of  Hillsboro.  In 
the  House,  Drs.  Chas.  D.  Sweeney  and  H.  A.  Ded- 
man.  In  the  House  is  an  osteopath,  J.  E.  Ander- 
son, of  The  Dalles.  The  druggists  are  represented 
by  Conrad  Strafrin  and  W.  V.  Fuller,  both  of 
Dallas.  It  is  said  the  House  also  contains  one 
chiropractor. 

Funds  for  Medical  School.  Dr.  K.  A.  J.  Macken- 
zie, Dean  of  the  University  of  Oregon  Medical 
School,  reports  that  the  funds  for  the  new  build- 
ings are  progressing  favorably,  and  he  hopes  to 
have  the  full  $150,000  by  the  end  of  the  year. 

Eastern  Oregon  Medical  Society.  The  Fifteenth 
Annual  meeting  of  the  Eastern  Oregon  Medical  So- 
ciety was  held  at  Baker,  in  October,  at  which  the 
following  officers  were  elected  for  the  ensuing 
year:  Dr.  C.  L.  Boy  den,  of  Pendleton,  president; 

Dr.  E.  L.  Holt,  of  Le  Grand,  and  Dr.  J.  B.  Myers, 
of  Union,  vice-presidents;  Dr.  T.  J.  Higgins,  of  Ba- 
ker, secretary-treasurer.  Pendleton  was  chosen  as 
the  next  meeting  place. 

New  County  Hospital.  One  hundred  and  fifty 
thousand  dollars  have  been  allowed  by  the  Mult- 
nomah County  Commissioners  for  the  construction 
of  a county  hospital.  Such  a hospital  has  been 
planned  for  several  years  and  now  will  apparently 
become  a reality. 

New  Salem  Hospital.  Salem  is  to  have  a Men- 
nonite  Hospital,  fixtures  for  the  same  having  ar- 
rived recently.  Mr.  F.  B.  Wedel  is  to  be  in  charge. 

Relief  of  the  Deaf.  A survey  has  been  made  of 
the  State  School  for  the  Deaf,  at  Salem,  by  a num- 
ber of  physicians  of  Portland  to  determine  what 
can  be  done  in  the  matter  of  curing  or  alleviating 
the  deafness  of  the  inmates.  The  survey  reveals 
that  nearly  5 per  cent,  can  be  so  benefited  as  to 
practically  restore  their  hearing  and  25  per  cent, 
can  be  appreciably  improved. 

Money  for  New  Hospital.  The  State  has  given 
notice  to  the  Salem  Hospital  Association  to  vacate 
the  grounds  upon  which  the  hospital  stands,  and 
the  association  has  started  a campaign  to  raise 
$50,000  for  a new  building. 

Hospital  for  Bend.  It  is  announced  that  a Cath- 
olic Sisters  Hospital  will  be  erected  in  Bend  next 
year.  This  decision  was  reached  after  an  investi- 
gation of  the  possibilities  of  this  location  by  a 
committee  of  the  Sisters,  assisted  by  Bishop 
O’Reilly. 

Dr.  A.  E.  Tamiesie,  of  Portland,  has  been  east 
several  months,  pursuing  postgraduate  studies. 


WASHINGTON. 

Physicians  in  the  Legislature.  The  next  session 
of  the  Washington  Legislature  will  contain  the 
following  medical  members:  In  the  Senate  will 

be  J.  A.  Ghent,  of  Seattle;  W.  W.  Brand,  of  Rosa- 
lia; W.  M.  Karshner,  of  Puyallup.  In  the  House, 


J.  W.  Summers,  of  Walla  Walla;  R.  E.  Butler,  of 
Waitsburg;  D.  O.  Kearley,  of  Cle  Elum;  L.  M. 
Sims,  of  Kalama;  W.  T.  Christensen,  of  Seattle. 
The  osteopaths  are  represented  by  Dr.  Goff,  of 
Tacoma,  and  the  dentists  by  T.  H.  Carlyon,  of 
Olympia. 

Hospital  Ship.  Orders  have  been  issued  by  the 
United  States  Coast  Guard  Service  for  the  cutter 
Unalga,  stationed  at  Seattle,  to  proceed  to  the 
Alaska  fishing  banks.  The  cutter  is  to  act  as  a 
hospital  ship  for  the  fishing  fleet  during  the  winter. 

Epidemic  of  Pink  Eye.  Dr.  Creswell,  Health  Of- 
ficer of  North  Yakima,  reports  that  he  has  a slight 
epidemic  of  “pink  eye”  in  the  schools  of  that  city. 

Assistant  Surgeon  A.  H.  Glennon,  of  the  U.  S. 
Public  Health  Service,  who  has  been  on  a tour  of 
inspection  of  the  marine  hospitals  of  the  Pacific 
Coast,  has  returned  to  Washington. 

New  Hospital.  Ellensburg  is  to  have  a new  hos- 
pital, Dr.  A.  L.  McClanahan  having  purchased  the 
Turner  building  for  that  purpose.  The  building 
will  be  remodeled  and  furnished  entirely  by  El- 
lensburg merchants.  Dr.  McClanahan  being  a firm 
believer  in  patronizing  home  industry. 

Addition  to  Hospital.  The  addition  to  the 
Swedish  Hospital,  of  Seattle,  is  about  completed, 
at  a cost  of  $75,000,  and  will  soon  be  occupied.  It 
will  give  the  hospital  a capacity  of  150  patients, 
with  five  operating  rooms  and  two  obstetric  rooms. 
It  is  up  to  date  in  every  respect. 

Long  Time  Between  Mails.  Dr.  W.  T.  Miles,  who 
has  practised  in  Seattle  for  many  years,  has  been 
appointed  government  physician  at  the  Pribiloff 
Islands,  St.  Paul  and  St.  George,  at  the  extreme 
western  end  of  the  Aleutian  Islands.  He  will  not 
often  see  the  sun,  as  there  is  perpetual  fog.  There 
are  the  famed  seal  rookeries.  It  is  not  necessary 
to  write  to  him  at  once,  as  the  next  mail  will  be 
delivered  in  June. 

Thrilling  Experience.  Dr.  I.  P.  Balabanoff,  of 
Tacoma,  had -a  thrilling  experience  while  in  New 
York.  As  he  was  entering  a subway  train  the  door 
closed  on  his  right  thigh  and  he  had  the  novel  ex- 
perience of  riding  several  blocks  while  neither  in 
the  train  nor  out  of  it,  at  the  same  time  being 
busily  engaged  in  dodging  the  posts  which  support 
the  roof  of  the  subway.  It  took  three  guardsmen 
and  a crowbar  twenty  minutes  to  release  the  bull- 
dog grip  of  the  door,  whereupon  the  doctor,  being 
unscathed,  continued  his  journey  without  assist- 
ance. Some  thigh  the  doctor  developed  on  those 
Tacoma  hills! 

Dr.  J.  M.  McDonald,  of  Hoquiam,  has  returned 
from  a six  weeks’  trip  in  the  east. 

Tag  Day  for  the  new  hospital  at  Pasco  netted 
nearly  three  hundred  dollars. 

Dr.  A.  G.  Tullar,  of  Cle  Ellum,  has  resigned  as 
resident  of  the  Beneficial  Association  and  has  en- 
tered private  practice  in  Portland. 

Dr.  H.  E.  Henderson,  of  Bellingham,  has  con- 
tributed to  the  state  funds  as  a result  of  issuing 
a liquor  prescription  illegally. 

Dr.  C.  I.  Hurley,  of  Hoquiam,  has  returned  from 
a postgraduate  course  in  the  east. 
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Coroner  J.  Tate  Mason,  of  King  County,  has 
been  east  in  connection  with  the  hot  water  cau- 
tery, which  he  is  devising  for  the  treatment  of  car- 
cinoma. 

Dr.  Mell  West,  formerly  of  Winona,  has  located 
in  Cheney,  thus  leaving  Winona  without  medical 
protection.  Will  somebody  please  help  Winona? 


REPORTS  OF  SOCIETY  MEETINGS 


OREGON. 

PORTLAND  CITY  AND  COUNTY  MEDICAL 
SOCIETY. 

Pres.,  G.  S.  Whiteside,  M.D. ; Sec.,  J.  G.  Strohm,  M.D. 

A regular  meeting  of  Portland  City  and  County 
Medical  Society  was  held  in  the  German  House, 
Portland,  Ore.,  Nov.  1,  1916,  at  8 o’clock.  Dr.  A. 
W.  Baird  in  the  Chair.  Minutes  of  preceding  lueei- 
ing  read  and  accepted.  Drs.  S.  B.  Dickinson  and 
Bertha  Stuart  elected  to  membership. 

Symposium  on  Heart  Disease.  Dr.  J.  M.  Short 
spoke  on  “Old  Heart  Cases.”  Presented  diagram 
showing  different  phases  of  blood-pressure  in  the 
circulation.  Most  important  in  treatment  of  heart 
cases  is  rest,  sleep,  opium,  diet,  elimination  and, 
lastly,  medication. 

“Syphilis  of  the  Heart”  was  presented  by  Dr. 
Sears  who  says  that  the  heart  is  always  invaded 
in  the  secondary  stage,  involving  the  aorta,  aortic 
valve  and  coronary  arteries,  and  warns  of  sus- 
pecting syphilis  in  all  heart  cases. 

Dr.  J.  F.  Bell  says  that  digitalis  is  the  drug  in 
heart  disease  and  should  be  given  in  large  doses. 
Condemns  strychnin. 

Dr.  O.  B.  Wight  spoke  of  the  “Heart  and  Life 
Insurance.” 

Dr.  Yenney  opened  the  discussion,  said  that, 
when  compensation  has  once  been  disturbed,  it 
is  rarely  completely  reestablished. 

Further  discussion  by  Drs.  Baar,  O’Day  and 
Blachly. 


A second  meeting  of  the  society  was  held  in  the 
German  House  Nov.  15.  Dr.  A.  W.  Baird  in  the 
Chair.  Minutes  of  preceding  meeting  read  and 
accepted. 

Irritable  Bladder  in  Women.  By  Dr.  J.  Chris 
O’Day.  Says  no  definite  pathology  in  or  about  the 
bladder  could  be  demonstrated.  Reports  37  cases 
in  which  the  trouble  is  probably  of  nervous  and 
muscular  origin  and  advises  treating  by  disten- 
tion of  bladder  with  water. 

Practical  Points  on  Urinalysis.  By  Dr.  E.  S. 
Whitney.  Mentioned  several  good  points  in  uri- 
nalysis which  should  not  be  neglected. 

Pyuria  and  its  Sources.  By  A.  E.  Mackay.  Says 
true  cystitis  is  more  common  in  women  than  men. 
Spoke  of  the  necessity  of  locating  origin  of  pus 
by  cystoscope. 

Discussion  by  Drs.  Binswanger,  Howard,  Baar 
and  Else. 


WASHINGTON. 

KING  COUNTY  MEDICAL  SOCIETY. 

Pres.,  P.  V.  von  Phul,  M.  D.,  Sec.,  A.  C.  Martin,  M.D. 

A regular  meeting  of  the  King  County  Medical 
Society  was  held  Nov.  6,  1916,  at  the  Metropolitan 
Lumbermen’s  Club,  Seattle,  Wash.,  at  8 p.  m.. 
President  von  Phul  in  the  chair.  About  eighty 
members  were  present. 

The  minutes  of  the  previous  meeting  were  read 
and  approved,  also  a special  report  of  the  Board 
of  Trustees  in  connection  with  the  application  for 
membership  of  Dr.  M.  J.  Nicholson.  On  motion 
its  acceptance  was  carried. 

Papers. 

Tuberculous  Glands  of  the  Neck,  with  Special 
Reference  to  Methods  of  Treatment.  By  Dr.  Paul 
Turner.  He  believes  the  best  treatment  is  the 
use  of  tuberculin,  starting  with  very  small  doses 
and  increasing  as  rapidly  as  possible,  always 
avoiding  both  local  and  general  reaction.  He  be- 
lieves surgery  is  permissible  In  broken  down 
glands  and  where  tuberculin  is  contraindicated. 

Dr.  Griswold  urged  those  using  tuberculin  to 
make  up  their  own  dilutions  and  that  frequently. 
It  is  best  not  to  give  the  patient  all  he  can  stand 
and  to  watch  for  intercurrent  conditions  of  low- 
ered vitality.  He  uses  as  an  adjunct  in  certain 
cases  large  doses  of  sodium  cacodylate.  In  cer- 
tain cases  the  x-ray  works  very  well.  Tuberculous 
peritonitis  and  osteitis  do  well  with  tuberculin. 

Dr.  Coe  inquired  concerning  the  use  of  Vaughan’s 
non-toxic  residue. 

Dr.  Snively  reported  excellent  results  in  these 
cases  with  the  Coolidge  tube  and  filtered  ray. 

Dr.  Dudley  believed  surgery  has  a place  along 
with  hygiene  and  tuberculin  and  reminded  the 
society  that  many  cases*  so  diagnosed  were  not 
tuberculous. 

Dr.  Fassett  believes  tuberculin  in  bone  tuber- 
culosis has  been  found  wanting. 

Dr.  King  spoke  of  Dr.  Dowd’s  results  with  oper- 
ation which  were  very  satisfactory,  perhaps  more 
sc  in  infants  than  in  adults. 

Dr.  Maxson  believes  the  long  tedious  dissection 
usually  contraindicated. 

Dr.  Turner,  in  closing,  stated  he  had  had  no 
experience  with  Vaughan’s  residue. 

Dr.  Griswold  had  not  used  Vaughan’s  residue. 
He  believes  a toxin  is  necessary. 

Infantile  Paralysis.  By  State  Health  Commis- 
sioner, Dr.  T.  D.  Tuttle.  This  disease  is  caused 
by  a non-identified  micro-organism,  lodged  prob- 
ably in  the  nose,  throat  and  intestinal  tract,  pos- 
sibly transmitted  by  an  insect.  It  occurs  only  in 
the  human  being,  is  endemic  in  the  United  States 
and  occasionally  epidemic.  There  is  no  simple 
means  of  diagnosing  and  no  specific  treatment. 
The  sick  are  quarantined  six  weeks,  the  exposed 
ten  days. 

Dr  Durand  spoke  of  the  work  done  in  New  York 
in  vaccinating  for  the  prevention  of  whooping 
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cough.  The  Seattle  Health  Department  is  pre- 
pared to  furnish  the  serum  free  of  charge  to  any 
physician  who  will  undertake  to  observe  and  re- 
port on  these  cases. 

Dr.  Coe  said  there  are  three  kinds  of  serum, 
mixed,  plain  and  the  serobacterin.  He  urged  the 
use  of  the  plain  serum.  He  asked  the  sentiment 
of  the  society  in  regard  to  establishing  a whoop- 
ing cough  clinic. 

Dr.  P.  C.  West  asked  if  the  Board  of  Health 
expected  this  serum  to  be  administered  without 
charge. 

Dr.  Coe  replied  emphatically  in  the  negative. 


PIERCE  COUNTY  MEDICAL  SOCIETY. 
Pres.,  E.  A.  Rich,  M.  D. ; Sec.,  E.  C.  Wheeler,  M.  D. 

A regular  meeting  of  Pierce  County  Medical 
Society  was  held  at  Tacoma,  Wash.,  Nov.  6,  1916, 
with  Dr.  Rich  in  the  chair. 

Dr.  J'.  R.  Brown  spoke  on  medical  legislation 
and  moved  that  $5.00  per  member  be  assessed  for 
this  purpose.  The  motion  carried  unanimously. 

The  report  of  the  committee  on  delinquent  dues 
was  read  by  the  secretary  which  was  duly  ac- 
cepted. 

Dr.  Rich  appointed  Dr.  Wheeler  chairman  of 
the  By-laws  Committee  on  account  of  the  poor 
health  of  Dr.  Foreman. 

Dr.  Karshner  spoke  on  the  questions  which  will 
be  met  in  defeating  the  drugless  healers’  bill.  He 
thought  the  bill  will  be  settled  before  the  legisla- 
ture meets  and  at  least  sixteen  votes  must  be 
pledged  against  it  in  the  senate  in  order  to  pre- 
vent its  passage  over  the  Governor’s  veto.  He 
presented  a copy  of  the  Oregon  fee  bill  for  con- 
sideration. 

Commissioner  Pettit  gave  an  interesting  outline 
of  the  work  being  done  by  the  city’s  department 
of  safety  in  enforcement  of  the  dry  law  and  re- 
ferred particularly  to  illegal  prescribing  by  phy- 
sicians of  alcoholic  liquors.  He  hopes  the  profes- 
sion will  co-operate  with  him  in  seeing  that  re- 
quirements of  the  law  are  carried  out. 

Dr.  Rich  asked  if  it  would  be  feasible  for  a con- 
ference committee  appointed  from  the  society  to 
v/ork  with  Mr.  Pettit  to  see  that  doctors  complied 
with  the  law.  He  believed  it  would. 

Dr.  Gove’s  motion  was  carried  that  a committee 
of  three  be  appointed  for  this  purpose. 

X-Ray  Therapy.  By  Dr.  Paul.  He  stated  that 
any  physician  operating  for  cancer  of  the  chest 
should  first  make  a stereoscopic  examination.  If 
no  metastases  are  found  there  is  a chance  for  the 
patient’s  recovery;  if  present  deep  ray  therapy 
may  be  of  benefit.  In  eczema  small  treatments 
every  day  or  two  are  useless.  If  a full  erythema 
exposure  is  given  once  in  three  weeks  the  results 
will  be  excellent.  In  skin  cancer  below  the  angle 
of  the  jaw  results  are  poor;  above  the  angle  in- 


tensive treatments  are  usually  very  beneficial.  He 
has  used  the  Alpine  lamp  on  bald  heads  but  as 
yet  the  new  hairs  have  failed  to  sprout. 

Dr.  Quevli  believes  a surgeon  should  always  have 
a chest  x-rayed  before  operating  for  cancer.  He 
cited  several  cases  in  illustration. 

Dr.  J.  R.  Brown  stated  that  the  case  of  typhoid 
with  perforation  which  he  had  previously  reported 
had  a severe  relapse  after  nine  days  but  ulti- 
mately recovered. 

Dr.  Houda  demonstrated  a very  interesting  case 
of  plastica  linitis  with  x-ray  findings. 

The  Chair  reported  a meeting  held  Nov.  5,  at- 
tended by  the  Presidents  of  the  County  Societies, 
the  Trustees  and  the  Medical  Aid  Committee  of 
the  State  Association.  The  Trustees  of  the  State 
Association  adopted  parts  1 and  2 of  the  First  Aid 
Resolutions  presented  at  the  last  meeting  of  the 
society,  and  rejected  part  3,  relating  to  “free 
choice  of  physician’’  being  inserted  in  the  bill. 
After  discussion,  in  view  of  the  fact  that  attorneys 
had  advised  it  for  unanimity  of  opinion,  the  society 
voted  to  go  on  record  as  supporting  the  action  of 
the  Board  of  Trustees  in  rejecting  section  3. 

Applications  for  membership  were  read  of  Drs. 
F.  J.  Fils,  J.  W.  MacLachlan  and  O.  H.  Sommer. 


A regular  meeting  of  the  Society  was  held  at  the 
Academy  of  Medicine  Nov.  21,  1916.  Dr.  Rich 
called  the  meeting  to  order  at  8:15  with  probably 
the  largest  attendance  of  the  year  present.  Min- 
utes of  the  previous  meeting  were  read  and  ap- 
provd  as  corrected. 

Papers. 

Toxic  Goiter.  By  Dr.  J.  Earl  Else  of  Portland. 
He  said  toxic  goiter  or  hyperthyroidism  was  due 
either  to  an  increased  absorption  of  the  fiuid  not 
otherwise  toxjc  or  to  the  absorption  of  a toxic 
fluid.  He  divided  the  functional  type  into  hyper- 
secretion, hyperabsorption,  and  toxic  divisions. 
He  went  carefully  into  the  microscopic  pathology 
of  these  different  forms,  explaining  the  importance 
of  knowing  the  pathology  before  surgical  interfer- 
ence was  resorted  to.  Said  the  mortality  would  be 
greatly  reduced,  if  this  discrimination  between 
medical  and  surgical  cases  was  more  carefully 
made. 

A Resume  of  the  Present  Status  of  the  Operative 
Treatment  of  Goiter.  By  Dr.  Everett  O.  Jones,  of 
Seattle.  Non-surgical  hypertrophies  usually  dis- 
appear spontaneously.  Adenomata  frequently 
cause  pressure  symptoms  and  also  great  deform- 
ity. The  thyroid-toxic  goiters  form  the  largest 
class  to  be  fofind  in  this  region.  He  spoke  of  the 
necessity  of  absolute  rest  in  their  treatment. 
Where  the  mental  attitude  of  the  patient  permits, 
local  anesthesia  is  to  be  preferred,  novocain  one- 
half  of  one  per  cent,  solution  and  adrenalin  being 
used  for  nerve  blocking.  In  the  interthoracic  type 
local  anesthesia  is  particularly  indicated  and  by 
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getting  patient  to  cough  hard  the  thoracic  portion 
can  usually  be  lifted  into  the  wound.  Injections 
of  boiling  water  may  aid  to  tide  the  patient  over 
to  a more  favorable  time  for  operation. 

Dr.  Kunz  complimented  the  speakers  and  spoke 
of  the  method  of  producing  local  anesthesia  by  the 
Heinrick  Brown  method. 

Dr.  Whitacre  said  goiter  has  a most  varied  path- 
ology. Spoke  of  the  importance  of  after-treatment. 

Dr.  McNerthney  believed  the  general  practitioner 
should  sooner  bring  these  cases  to  the  surgeon,  so 
that  the  favorable  time  for  operation  might  be 
found. 

Dr.  Hunter  said  he  thought  local  anesthesia 
should  be  largely  reserved  for  Graves’  disease  and 
not  for  simple  thyroidectomy.  He  thought  both 
patient  and  operator  would  be  much  more  com- 
fortable under  ether. 

Dr.  J.  R.  Brown  objected  to  turning  surgeons 
loose  on  every  case  of  hyperthyroidism. 

Dr.  Kinnear  asked  about  hyperthyroidism  in 
pregnancy. 

Dr.  Else  said,  in  closing,  that  he  felt  more  com- 
fortable in  operating  under  local  anesthesia,  be- 
cause there  was  no  danger  of  catching  a nerve 
without  knowing  it.  He  said  ovaries  have  some 
influence  in  stimulating  the  thyroid. 

The  Liquor  Prescribing  Censor  Committee,  Drs. 
Gove,  Willard,  and  Griggs,  read  a letter  which  had 
been  sent  to  physicians,  whom  the  police  depart- 
ment had  found  were  writing  many  prescriptions 
for  liquors.  Dr.  Hunter  asked  if  it  would  not  be 
possible  for  the  committee  to  frame  an  ordinance 
to  restrict  the  sale  of  alcohol,  which  could  not  be 
bought  for  mechanical  purposes.  He  stated  many 
of  ihe  poorer  classes  are  obtaining  alcohol  and  a 
number  of  cases  of  delirium  tremens  from  this 
source  had  been  reported  to  the  county  physician. 
Dr.  Penny  cited  the  case  of  a woman  who  had  en- 
joyed a Jamaica  ginger  jag. 


PUGET  SOUND  ACADEMY  OF  OPHTHALMOL- 
OGY AND  OTO-LARYNGOLOGY. 

Pres.,  C.  B.  Wood,  M.D.;Sec.,  W.  F.  Hoffman,  M.D. 

The  regular  monthly  meeting  of  the  Academy 
was  held  in  the  offlce  of  the  President  Nov.  27, 
1916. 

Miss  Templeton,  who  has  charge  of  the  teaching 
of  the  deaf  in  Seattle  public  schools,  with  the  as- 
sistance of  three  of  her  pupils,  showed  how  they 
teach  the  children  to  talk  and  to  read  the  lips. 
In  addition  to  this  they  teach  these  children  the 
regular  graded  school  studies  and  prepare  them  to 
enter  the  High  School  with  the  normal  hearing 
children. 

Miss  Christopher,  who  has  charge  of  the  work- 
shop of  the  Association  for  the  Blind,  with  one 
of  her  pupils,  showed  the  operation  of  the  Braille 
type-writer  and  slate  and  the  making  of  table 
mats  and  reed  baskets. 
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EJdlted  by  Kenelm  Winslow,  M.  D. 


The  Treatment  of  Diabetes  Mellitus,  with  Obser- 
vations Upon  the  Disease  Based  Upon  One  Thou- 
sand Cases.  By  Elliott  P.  Joslin,  M.  D.,  Assistant 
Professor  of  Medicine,  Harvard  Medical  School, 
etc.  Octavo,  440  pages,  illustrated.  Cloth,  $4-50, 
net.  Lea  & Febiger,  Publishers,  Philadelphia 
and  New  York,  1916. 

This  is  one  of  the  most  important  books  of  the 
year.  While  Allen  is  the  god  of  diabetes,  Joslin 
is  his  prophet.  Joslin  is  undoubtedly  the  leading 
clinical  authority  on  diabetes  in  this  country  and. 
has  had  an  enormous  experience  of  this  disease 
during  almost  a quarter  century.  Allen  has 
worked  out  the  scientiflc  end,  while  Joslin  has  ap- 
plied Allen’s  researches  in  practice.  The  book  is 
a careful,  detailed  scientiflc  study  of  one  thousand 
cases  of  diabetes  treated  within  the  last  eighteen 
years.  Since  adopting  Allen’s  methods  the  author 
has  been  able  to  reduce  his  mortality  twenty  per 
cent.  The  first  part  of  the  book  is  devoted  to  a 
most  painstaking  discussion  of  the  physiology  and 
chemistry  of  the  subject  with  description  of  the 
chemical  tests  in  detail.  It  is  the  latter,  practical 
part  of  the  book  to  which  we  will  chiefly  advert. 
The  treatment  of  diabetes  has  been  completely 
revolutionized  by  the  starvation  cure,  and  diabetic 
coma  may  now  be  averted — the  chief  cause  of 
death  in  diabetes.  But  Joslin  insists  ill-advised 
starvation  treatment  is  one  of  the  greatest  dangers 
that  threatens  the  diabetic  and  the  reviewer  can 
bear  this  out  in  his  experience.  Especially  is  this 
the  case  in  subjects  who  have  withstood  the 
ravages  of. the  disease  for  many  years  without 
treatment  and  yet  succumb  within  a few  days  to 
the  energetic  but  misplaced  starvation  cure.  Noth- 
ing is  so  apt  to  precipitate  coma  in  such  patients 
as  an  immediate  restriction  of  carbohydrates. 
Coma  means  acidosis,  and  acidosis  means  imper- 
fect oxidation  of  fats  and  carbohydrates. 

Joslin  lays  down  concise,  clear-cut  rules  in  the 
first  treatment  of  severe  diabetes  as  follows:  Omit 

fat  for  two  days,  then  omit  fat  and  protein  for 
two  days  longer,  finally  halve  the  carbohydrates 
daily  till  but  10  grams  are  taken.  Fast  then  four 
days  on  water,  clear  meat  broths,  cocoa  shells, 
tea  or  coffee,  unless  the  patient  is  sugar-free  be- 
fore this  time.  All  the  various  considerations  in 
respect  to  reappearance  of  sugar  and  the  innumer- 
able exceptions  and  complicating  features  of 
diabetes  are  considered  in  great  detail.  No 
dietetic  treatment  is  considered  successful  unless 
the  patient  is  rendered  sugar-free.  The  pathologic 
views  of  diabetes  are  as  optimistically  changed  as 
the  clinical  teachings.  The  functional  character  of 
diabetes  is  being  accepted  more  and  more  as  op- 
posed to  the  older  hypothesis  of  its  organic  nature. 
The  patient  is  now  made  to  serve  as  an  active 
participant  in  aiding  his  recovery.  He  examines 
his  own  urine  regularly  and  the  directions  given 
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in  this  book  “What  every  diabetic  should  know” 
are  of  great  value  not  only  to  him  but  to  the 
average  practitioner.  The  Aids  to  Practical  Treat- 
ment at  the  close  of  the  book  round  out  its  use- 
fulness and  make  it  altogether  the  most  valuable 
treatise  on  the  subject  in  English  today.  The 
book  is  written  in  a dignified,  scholarly  style  and 
i?  an  honor  to  its  author,  publisher  and  the  Amer- 
ican profession.  It  is  one  of  the  signs  which  show 
which  way  the  wind  is  blowing,  and  that  the  man- 
tle of  supremacy  is  soon  to  fall  over  the  shoulders 
of  the  American  goddess  of  medicine. 

Winslow. 

Diseases  of  Children.  By  Edwin  E.  Graham,  M.  D., 
Professor  of  Diseases  of  Children,  Jefferson  Med- 
ical College,  Philadelphia;  Pediatrist  to  the  Jef- 
ferson Hospital  and  to  the  Philadelphia  Hospital, 
etc.  Octavo,  902  pages,  with  89  engravings  and 
4 plates.  Cloth,  $6.00  net.  Lea  & Febiger,  Pub- 
lishers, Philadelphia  and  New  York,  1916. 

It  is  the  purpose  of  the  author  in  this  book  to 
present  the  most  modern  conceptions  of  pediatrics 
in  a manner  readily  available  for  the  busy  doctor 
and  medical  student.  The  inclusion  of  a chapter 
on  infant  mortality  is  an  evidence  of  the  modern 
pediatrician’s  broader  concept  of  this  subject. 
These  later  works  not  only  deal  within  the  narrow 
limits  of  etiology,  symptomatology,  pathology  and 
treatment  of  disease  in  infants  and  children  but 
likewise  attempt  to  include  problems  of  communi- 
ty hygiene  in  its  relation  to  prevention  of  morbid- 
ity in  infants  and  children.  Although  the  refer- 
ences are  very  many,  a bibliography  is  lacking 
to  the  chapter,  which  is  to  be  regretted.  Another 
departure  is  the  space  devoted  to  dentition.  All 
recent  observers  agree  in  ascribing  fewer  and 
few'er  symptoms  to  dentition.  The  author,  how- 
ever, wisely  considers  that  for  weak,  rachitic  and 
neurotic  infants  or  those  with  malnutrition  or 
scrofula  this  period  is  one  of  distinct  danger.  Some- 
thing of  the  physiology  and  anatomy  of  the  teeth 
is  discussed  in  keeping  with  the  greater  considera- 
tion being  given  to  the  care  of  the  teeth  in  relation 
to  disease  in  children,  now  a popular  movement 
among  pediatricians.  Another  similar  departure 
is  the  chapter  on  fresh  air  in  the  treatment  of 
disease  in  children.  Eighty  pages  are  devoted  to 
diseases  of  the  nervous  system.  The  treatment  of 
the  general  subject  matter  of  the  book  is  of  high 
order.  The  illustrations,  largely  from  the  author’s 
own  experience,  are  far  above  the  average.  Fig- 
ure 29,  page  303,  of  a peristaltic  wave  in  an  infant 
with  pyloric  spasm  is  the  most  realistic  illustra- 
tion the  reviewer  has  ever  seen.  Manning. 


The  Mother  and  Child.  By  William  S.  Sadler, 
M.  D.,  Professor  Therapeutics,  Postgraduate 
Medical  School  of  Chicago,  and  Lena  K.  Sadler, 
M.  D.,  Associate  Director  of  the  Chicago  Insti- 
tute of  Physiologic  Therapeutics,  etc.  Illus- 
trated. 456  Pp.  Cloth.  Illustrated,  $1.50.  A.  C. 
McClurg  & Co.,  Chicago,  1916. 

This  popular  medical  book  contains  a great  mass 
of  relevant  and  irrelevant  medical  material. 


couched  in  an  inordinate  profusion  of  words  which 
tc  considerable  extent  inundate  and  submerge  the 
underlying  ideas  and  facts.  This  fault  might 
clinically  be  not  inaptly  described  as  verborrhea — 
quite  a common  complaint.  Thus  twenty  pages 
are  devoted  to  discussion  of  the  pro’s  and  con’s 
of  different  anesthetics  in  use  in  labor.  In  addi- 
tion there  is  a certain  slushy  sentimentality  per- 
vading the  volume  which  smacks  more  strongly  of 
the  feminine  element  in  its  composition.  Thus, 
referring  to  the  proper  way  to  imparting  the  mys- 
teries of  the  female  sex,  including  conception  and 
its  subsequent  product,  the  following  may  speak 
for  itself:  The  story  of  Mr.  and  Mrs.  Corn.  Mr. 

Corn  is  the  “tassel  waving  proudly  and  majestical- 
ly in  the  breezes,”  while  Mrs.  Corn  is  exemplified 
by  the  “silken  tresses”  hanging  out  of  the  ear  of 
corn.  “And  where  are  the  babies?”  W'e  (perhaps 
indelicately)  remove  mother’s  underclothing  (the 
inner  husks  about  the  ear)  and  come  to  the  ker- 
nels or  “babies.”  And  so  the  “father  part  falls 
oil  the  silken  tresses  of  the  mother  part  and  is 
carried  to  the  sleeping  babies”  below  (awakening 
or  impregnation)  etc.,  ad  nauseam.  Again,  “Well, 
auntie  says  I wouldn’t  be  here  if  it  was  not  for 
Dr.  P.  What  did  the  doctor  have  to  do  with  it?” 
“Why  simply  this,  dear.  The  door  to  the  little 
room  in  which  you  grew  in  mamma’s  body  wouldn’t 
open,  and  so  kind  Dr.  P.  came  and  helped  open 
the  door,”  etc.  Under  enlarged  glands  the  chief 
cause  is  not  mentioned.  The  index  is  as  abbre- 
viated as  is  the  text  is  verbose.  Winslow. 


General  Medicine — Practical  Medicine  Series.  Se- 
ries 1916.  Vol.  I.  Edited  by  Frank  Billings, 
M.  S.,  M.  D.  Cloth,  384  pp,  $1.50.  The  Year  Book 
Publishers,  Chicago. 

This  volume  takes  up  consideration  of  the  infec- 
tious diseases,  diseases  of  the  chest,  heart,  blood 
vessels,  blood  and  blood-making  organs,  ductless 
glands  and  kidneys,  and  metabolic  disorders.  It 
begins  with  the  newer  theory  that  is  revolution- 
izing our  ideas  of  serum  therapy  and  vaccine 
treatment.  This  postulates  that  the  prime  factor 
in  protein  metabolism  is  the  leucocyte  in  its  pow- 
er of  cleaving  protein  and  destroying  toxic  bac- 
terial proteins.  The  red  cells  also  aid  in  the  as- 
similation of  proteids,  produce  antitoxins  and,  ulti- 
mately destroyed  in  the  liver,  give  up  their  pro- 
tein and  enzymes  to  the  blood  stream,  while  their 
waste  is  discharged  in  the  bile.  The  bone  marrow, 
spleen  and  lymph  glands  are  the  important  cell 
makers.  The  building  of  protein  out  of  amino- 
acids  is  chiefiy  done  by  bone  marrow  and  spleen 
but  each  special  tissue  can  hydrolize  nitrogen  and 
antagonize  specific  toxins  by  ferments.  The  four 
pounds  of  red  cells,  the  chief  source  of  protein 
and  energy  in  the  body,  are  built  from  the  cell- 
making  organs  from  amino-acids.  Every  cell  that 
can  unite  with  a foreign  proteid  can  produce  an 
antibody.  These  antibodies  produced  by  red  and 
white  cells  (and  somewhat  by  body  cells),  are  the 
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source  of  immunity.  Time  has  enabled  the  cells 
to  immunize  the  body  against  food  proteids  and 
benign  bacteria,  but  not  against  the  later  and  rarer 
virulent  germs.  Anaphylaxis  is  similar  to  the  pro- 
tein poisoning  of  bacteria.  It  occurs,  when  thru 
deficiency  in  white  cell  enzymes  and  red  cell 
exhaustion,  foreign  proteids  are  not  all  hydrolized 
and  the  tissues  are  attacked.  The  internal  secre- 
tions (adrenal,  thyroid  and  duodenal  secretion)  are 
the  activators  of  the  cell-making  organs — as  to 
number  and  function,  protein  assimilation  and  im- 
munity. The  practical  deductions  will  enormously 
influence  future  treatment — especially  toward  stim- 
ulating leucocytosis.  This  volume  should  be  in 
the  hands  of  all.  Winslow. 


The  Clinics  of  John  B.  Murphy,  M,  D.,  at  Mercy 
Hospital,  Chicago.  Vol.  V.,  Nos.  4 and  5,  1916. 
published  Bi-Monthly.  Paper,  $8;  cloth,  $12. 
W.  B.  Saunders  Co.,  Philadelphia  and  London. 
London. 

In  the  August  number  there  are  three  cases  of 
bony  ankylosis  of  the  temperomandibular  joint; 
three  cases  of  Albee  graft  for  tuberculous  spine 
with  comments  and  general  remarks;  many  cases 
of  fracture  and  a great  variety  of  other  bone  con- 
ditions in  the  treatment  of  which  Dr.  Murphy  was 
without  a rival.  A number  of  bone  infections  fol- 
lowing boils  possess  practical  interest  In  the 
October  number  there  is  a very  instructive  article 
on  varicose  veins,  in  which  varicose  legs,  ulcers 
and  sciatica  as  a result  of  varicosities,  are  con- 


sidered. The  lecture  delivered  for  the  benefit  of 
the  B.  & O.  R.  R.  surgeons  is  of  great  interest 
in  the  remarks  of  Dr.  Murphy  on  cases  of  frac- 
tures and  similar  injuries  shown  in  his  clinic. 
There  is  a great  variety  in  the  cases  described  in 
this  number — all  in  Dr.  Murphy’s  incomparable 
style.  Winslow. 


Syphilis  and  the  Nervous  System.  For  practition- 
ers, Neurologists  and  Syphilologists.  By  Dr.  Max 
Nonne,  Chief  of  the  Nervous  Department  in  the 
General  Hospital,  Hamburg,  Eppendorf.  Author- 
ized Translation  by  Charles  R.  Ball,  B.  A.,  M.  D., 
Chief  of  the  Nervous  and  Mental  Department, 
St.  Paul  Free  Dispensary,  etc.  Second  American 
Edition  Revised.  450  pp.,  98  illustrations.  Price 
$4.  J.  B.  Lippincott  Co.,  Philadelphia  and  Lon- 
don, 1916. 

This  edition  is  the  last  word  on  syphilis  and  the 
nervous  system.  Like  everything  done  by  the  au- 
thor, this  work  is  complete.  Brought  strictly  up  to 
date  in  all  his  findings  and  citations  of  individual 
cases,  nothing  has  been  neglected  that  could  benefit 
or  assist  the  physician  in  clinical  cases.  To  at- 
tempt a description  of  his  work  would  be  beyond 
the  power  of  the  reviewer,  except  to  impress  upon 
the  practitioner  that  no  one  in  active  work  can 
afford  to  miss  the  opportunity  to  carefully  read  the 
edition  and  digest  it  in  its  entirety.  Smith. 


A Manual  of  Chemistry.  A Guide  to  Lectures  and 
Laboratory  Work  for  Beginners  in  Chemistry.  A 
Textbook  specially  adapted  for  Students  of  Medi- 
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cine,  Pharmacy  and  Dentistry.  By  W.  Simon, 
Ph.D.,  M.  D„  Late  Professor  of  Chemistry  in  the 
College  of  Physicians  and  Surgeons,  Baltimore, 
and  in  the  Baltimore  College  of  Dental  Surgery; 
and  Daniel  Base,  Ph.D.,  Professor  of  Chemistry 
in  the  Maryland  College  of  Pharmacy,  Depart- 
ment of  the  University  of  Maryland.  Eleventh 
edition,  thoroughly  revised.  Octavo,  648  pages, 
with  55  illustrations,  one  colored  spectra  plate, 
and  6 colored  plates,  representing  48  chemical 
reactions.  Cloth,  $3.50,  net.  Lea  & Febiger,  Pub- 
lishers, Philadelphia  and  New  York,  1916. 

The  eleventh  edition  of  this  well  known  work  by 
Dr.  Simon  is  essentially  a textbook  for  students  in 
medicine,  pharmacy  and  dentistry.  The  field  cov- 
ered by  this  excellent  work  is  very  large.  In  fact, 
any  worker  along  chemical  lines,  inorganic  or 
organic,  qualitative  or  quantitative,  will  find  much 
ii;.  this  volume  which  will  be  of  service  to  him.  The 
arrangement  of  the  subjects  treated  is  as  follows: 
Part  I,  “Chemical  Physics”;  part  II,  “General 
Chemistry”;  part  III,  “Analytical  Chemistry”;  part 
IV,  “Organic  Chemistry.”  The  arrangement  and 
use  of  material  in  the  above  subjects  is  excellent. 
The  book  contains  numerous  colored  plates  and  il- 
lustrations. Jacobson. 


Instinct  and  Intelligence.  By  N.  C.  Macnamara, 
F.  R.  C.  S.  Cloth,  216  pp.,  $2.00.  Oxford  Uni- 
versity Press,  London  and  New  York. 

This  is  an  interesting  brochure  on  the  training 
of  the  instinctive  qualities  of  the  human  brain 
in  opposition  to  that  of  the  intellect  pure  and 
simple.  Deductions  are  drawn  from  a wide  study 
of  comparative  zoology  and  methods  and  results 
are  described.  The  training  of  children  for  this 
purpose  is  largely  by  exercise  of  their  sense  or- 
gans. Winslow. 


Practical  Massage  and  Corrective  Exercises.  By 
Hartvig  Nissen,  President  Posse  Normal  School 
of  Gymnastics;  for  24  years  Lecturer  on  Mas- 
sage and  Swedish  Gymnastics  at  Harvard  Uni- 
versity Summer  School.  Cloth,  211  pp.,  68 
illustrations.  F.  A.  Davis  Co.,  Phila.,  $1.50. 

An  excellent  handy  treatise  on  the  elements 
of  massage  and  its  practical  application  to  the 
more  common  diseases — a relief  from  some  of  the 
more  ponderous  tomes  and  written  by  an  unques- 
tioned expert.  Winslow. 


Hand-Book  on  Massage  for  Beginners.  By  L.  L. 
Despard.  Member  and  Examiner,  Incorporated 
Society  of  Trained  Masseuse^,  London.  Cloth, 
247  pp.  $2.00.  Oxford  University  Press,  Lon- 
don and  New  York. 

This  is  another  manual  on  massage  abbreviated 
from  the  author’s  text-book.  The  book  is  particu- 
larly adapted  for  the  treatment  of  sprains,  frac- 
tures and  special  paralyses  and  deformities. 
There  is  also  a special  chapter  on  massage  for 
the  effects  of  bullet  wounds  and  a long  chapter 
on  medical  electricity.  A good  and  practical  ex- 
position of  the  subject.  Winslow. 


The  Practitioner’s  Visiting  List  for  1917.  Four 
styles:  weekly,  monthly,  perpetual,  sixty-patient. 


Pocket  size,  substantially  bound  in  leather  with 
flap,  pocket,  etc.;  $1.25  net.  Lea  & Febiger, 
Publishers,  Philadelphia  and  New  York. 

It  is  issued  in  four  styles  to  meet  the  require- 
ments of  every  practitioner:  “Weekly,”  dated,  for 

30  patients;  “Monthly,”  undated,  for  120  patients 
per  month;  “Perpetual,”  undated,  for  30  patients 
weekly  per  year,  and  “60  Patients,”  undated,  for 
60  patients  weekly  per  year.  The  text  portion 
contains,  among  other  valuable  information,  a 
scheme  of  dentition;  tables  of  weights  and  meas- 
ures and  comparative  scales;  instructions  for  ex- 
amining the  urine;  diagnostic  table  of  eruptive 
fevers;  incompatibles,  poisons  and  antidotes;  di- 
rections for  effecting  artificial  respiration;  exten- 
sive table  of  doses;  an  alphabetical  table  of  dis- 
eases and  their  remedies,  and  directions  for  liga- 
tion of  arteries.  The  record  portion  contains  ruled 
blanks  Aif  various  kinds,  adapted  for  noting  all  de- 
tails of  practice  and  professional  business. 


The  Medical  Record  Visiting  List  for  1917.  Con- 
tents: Calendar,  Estimation  of  the  Probable  Dura- 

tion of  Pregnancy,  Approximate  Equivalents  of 
Temperature,  Weight,  Capacity,  Measure,  etc. 
Maximum  Adult  Doses  by  the  Mouth,  in  Apothe- 
caries’ and  Decimal  Measures.  Drops  in  a Fluid 
Drachm.  Solutions  for  Subcutaneous  Injection.  So- 
lutions in  Water  for  Atomization  and  Inhalation. 
Miscellaneous  Facts.  Emergencies.  Artificial  Res- 
piration. Signs  of  Death.  Hints  on  the  Writing 
of  Wills.  Table  of  Signs.  Visiting  List  with  Spe- 
cial Memoranda.  Consultation  Practice.  Obstetric 
Engagements.  Record  of  Obstetrical  Practice. 
Record  of  Vaccination.  Register  of  Deaths. 
Nurses’  Addresses.  Addresses  of  Patients  and 
others.  Cash  Account.  For  60  patients  a week, 
$1.50  in  red  or  black  morocco;  for  30  patients, 
$1.25;  for  90  patients,  with  dates  only  $2.00.  Wil- 
liam Wood  & Co.,  New  York. 


The  Physicians’  Visiting  List  for  1917.  With  the 
present  issue  The  Physicians’  Visiting  List  enters 
upon  the  65th  year  of  its  existence.  The  price  for 
25  patients  per  week  is  $1.25;  for  50  patients, 
$1.50;  for  75  patients,  $2.25;  for  100  patients,  $2.50. 
Perpetual  edition,  for  1,300  names,  $1.26;  for  2,600 
names,  $1.50.  R.  Blakiston’s  Son  & Co.,  Publishers, 
Philadelphia.  


NEW  HEAD  FOR  FRANK  S.  BETZ  COMPANY. 

Considerable  interest  has  been  aroused  in  medi- 
cal circles  by  the  announcement  of  the  election  of 
Mr.  Louis  R.  Curtis,  for  18  years  superintendent 
and  secretary  of  St.  Lukes’  Hospital,  Chicago,  as 
president  of  that  institution.  Mr.  Curtis  was  born 
in  1865  in  Philadelphia.  He  obtained  his  college 
training  at  Stevens,  graduating  as  Mechanical  Engi- 
neer. In  1889  he  entered  the  hospital  field  as 
assistant  superintendent  of  the  New  York  Hospi- 
tal, and  from  there  went  to  the  General  Hospital 
of  Elizabeth,  New  Jersey,  staying  there  for  about 
one  and  one-half  years.  Then  he  went  to  St. 
Lukes’  Hospital,  Chicago,  as  superintendent  and 
has  been  the  dominating  figure  in  that  institution, 
both  as  ^.^perintendent  and  secretary,  until  recent- 
ly, and  is  now  vice-president  in  charge  of  the 
operation  of  the  institution.  His  wide  experience 
among  hospitals  and  medical  men,  coupled  with  his 
technical  training,  makes  him  peculiarly  well  fitted 
for  his  new  position. 


